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rawings done, deadline met 


‘Another example of 
‘Stemetil’ at work 


Anxiety poses special problems 
in those wha work, 
Because anxiety, by blunting 
mental faculties, producing 
physical symptoms, OF both, 
always impairs the capacity to 
work, 
Because treatment, ifitisthe 
wrong kind, may easily do the 
same. 
Both disorder and remedy in 
short may produce whatfew can 
afford for long: inefficient, 
“below-par performance. 


This in a nutshell is why 
‘Stemetil’ * makes such good 
sense. 
Because ‘Stemetil effectively 
removes the initial iIncapacitation| 
without itself causing fresh 
incapacitation. 
Asan efficient tranquillizer, it 
provides prompt, complete relief 
oftanxiety and i its physical 
symptoms 2 
Asan efficient daytime 
tranguillizer, it acts without 
clouding thought, impairing 
concentration or blunting 
alertness.’ l 
With ‘Stemetil’, in short, neither 
the patient nor his work need 
suffer further. And what other 
treatment can make as good a 
job of things.as that? 
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NEW Mk.4 E.C.T. APPARATUS: 
DUOPULSE, ECTONUSTIM, 
ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND 
Telephone: LETCHWORTH 2124 ~~ Cables: ECTRON LETCHWORTH 


eal 


mam Churchill Livingstone 
— 


: 1724-1974 ‘ 
NEW PERSPECTIVES IN MENTAL HANDICAP. 


Edited by ALISTAIR FORREST, BRUCE RITSON, ANDREW ZEALLEY 
1973 244 pages illustrated £2,50 








. This book is unusual in that it has been written by a multidisciplinary group, ranging from 
.psychiatry through nursing and administration to education, Most textbooks on mental 
handicap tend to focus on the pathology and clinical syndromes; this book lays a different 
emphasis, namely on prevention and provisions for care. 


As a result, the book will prove of interest to a wide market, ranging from students of 
medicine and psychology to those already working in the field of mental handicap in schools, °” 
day centres and hospitals. 


The viewpoint stressed throughout is that of mental handicap as a social rather than a 
biological problem, and one which our society has only just begun to take seriously, 


23 Ravelston Terrace, Edinburgh EH4 3TL 


HIATRY 


the problems 

_ of the day- 

permeate 
"the night... 


.. when the elderly patient 
suffers from nocturnal 
confusion and/or agitation. 


HEMINEVRIN syrup rapidly 
induces a moderate level of sleep, 
which results in a normalised 
sleep pattern within a few days. 


Moreover, morning drowsiness 
and other side effects rarely 
occur. 


Heminevrin’ Syrup 


normalises sleep patterns in the 
elderly 


Chiormethiezole edisylate (ethandisulphonate) 


Further information on request 


AS 4 | ee A! Astra Chemicals Limited Watford 





When the problem is 
larger than reality 





Once-a-day  , 
Tranxene 





restores reality 


Tranxene* is a new but distinctive benzodiazepine 
offering these major benefits to anxious patients. 


Convenient once daily dosage 
The problems of forgotten doses are reduced with once daily Tranxene. 


Fewer side-effect problems 


Sedation, lassitude and other side-effect problems associated 
with previous members of the benzodiazepine family occur significantly less 
frequently with Tranxene. '** 


Specific anxiolytic action 


Double-blind studies have demonstrated that the frequency and severity of 
anxiety symptoms are significantly reduced with once-a-day Tranxene.' 
The results of these studies confirm the proven anxiolytic action of Tranxene.*# 


t In Press 
2 Brit J.Psychiat., 1973, 123, 475 
3 Nordisk Psykiatrisk Tidsskrift 1973, 27, 4¢ 
4 Current Tnerapeutic Research 1973, 15, 83 
* Capsules containing 1§ mg. potassium clorazepate 


Further information on Tranxene ts available on request 
Boehringer Ingelheim Limited 
Bracknell Berkshire 


Diehan” 
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forthe 
nameless 


Nardil 


For many patients with phobic anxiety, 
terror has no specific cause — it’s a faceless 
chimera. Nardi! is now known to offer hope 
of dramatic improvement in these relatively 
non-specific phobias = particularly social 
phobias and agoraphobia. In one recent 
controlled study? Nardil proved successful 
in a majority of patients with phobic 
anxiety — acting, in the authors’ opinion, not 
as a typical antidepressant, but as a special 
kind of anxiolytic. 

‘ * 3 FOE cn 
*,..1n agoraphobia and social 
phobias phenelzine has a definite 

wae ; V 
place in treatment.” 
i, Psychological Medicine (1973) 3 120. Nardil is 
supplied as tablets containing t3 mg. Phenelzine 
{as the sulphate B PY > 

Further information is available on request, Nardil 

is a registered trade mark. 
William R. Warner & Co. Ltd., Eastleigh, Hants, 

Tels Eastleigh 3131 
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INSTRUCTIONS TO AUTHORS 
1, Articles must be typed on quarto or A4 paper with double spacing and generous margins. 
Please submit two copies, one on lightweight paper suitable for airmail. 


2. The title, with the names only of the authors, should be brief and to the point so as to give 
a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 


3. Each article should be accompanied by a synopsis up to 250 words long on a separate sheet, giving under 
its title some indication of the nature of the article and the name and address of one author, As soon as the article is» 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 


histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 


5. All measures must be expressed in the metric system, e.g. weights in kilogrammes; temperatures 
in °C; coses in grammes or milligrammes; lengths in centimetres; volumes in litres or millilitres. 


6, A summary should be provided at the end of every article. 


7. Acknowledgements; Always indicate clearly where the work has been done and what post(s} 
the author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 


8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered, Prepare them on quarto or A4 paper about 1} times the size they will be 
when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 


9. References should be listed alphabetically at the end of the paper, the titles of journals being 
given in full. Book titles are to be given with initial capitals for important words, and with place of 
publication. References to articles should include the names of all authors. The title of the article should 
be given without initial capitals; the last as well as the first page should be included in the reference. 
Chapters in books should be treated in the same way as articles in journals, For example: 

1. Apet-Surru, B. & Trrmus, R. M. (1956) The Cost of the National Health Service in England 
and Wales. Cambridge. 


2. ABENSON, M., H. (1969) Drug withdrawal in male and female schizophrenics. British 
Journal of Psychiatry, 115, 961-2. 


3- APPEL, K. A. (1959) Religion, in American Handbook of Psychiatry (ed. Arieti). New York. 


In the body of the paper, references may be by author and date: ‘Abenson ( 1969)’; or by reference 
number: ‘Abenson (2)’, as the author wishes. 





Please check the accuracy of all references in the manuscript before submission, to make sure there 
are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 
reference list. 


Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
then be scrupulously rechecked. 


10, Reprints must be ordered from the printers, Headley Brothers Limited, The Invicta Press, Ashford, 
Kent, at the same time as proofs are returned to the Editor. 
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In cerebral ischaemia 
Praxilene puts life into living 





‘Mental deterioration of an old person will throw an un- 
} le strain on the family and is extremely difficult to 









Praxilene can re-orientate elderly confused patients 
enabling them to live more fully, to take greater partin 
daily activities, and most importantly, to ease the burden 
on the family or nursing staff, through the increased 
awareness and co-operation of the patients in their care. 








Praxulene the cerebral activator 


eT if 


Full informa 
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. ST. ANDREW'S HOSPITAL 
NORTHAMPTON 


Mepicat Director: JAMES HARPER, M.B., F R.CLP.(Edin.), F.R.C. Psych, 





St, Andrew’s Hospital is a private psychiatric hospital, situated in 1 30 acres of parkland in the 
county town of Northampton. In general, patients are admitted to Isham House, a recently 
opened luxurious reception unit in the grounds, which is equipped for the investigation and 
treatment of all forms of psychiatric illness. The accommodation, consists entirely of private 
bedrooms, most of which have private bathrooms, etc. 


In addition, there are facilities in the main hospital for the care of longer stay and geriatric 
patients, chiefly in private bedrooms. 
‘The hospital’s amenities include Gloucester House, which comprises an occupational therapy 


department, a swimming pool, a squash court, and library, while in the grounds there are 
tennis courts, a g-hole golf course, etc. 


Subscribers to private medical insurance schemes, such as the British United Provident 
Association and the Private Patients’ Plan, may claim benefit in respect of fees charged. 


Further particulars, including fees, may be obtained from the Medical Director, St. 
Ancrew’s Hospital, Northampton (Tel. o604 (Northampton) 21311), who can be seen in 
consultation by appointment at the hospital. 





HERTFORDSHIRE COUNTY COUNCIL 


HEALER DEPARTNENT HERTFORDSHIRE COUNTY COUNCIL 


: Health Department 
These are sessional vacancies for 


CONSULTANT CHILD 
PSYCHIATRISTS 


at two of the Authority's special schools 


Applications are invited for the post of 


CONSULTANT 


Fulconer School, Bushey, Watford 


Opening in January 1974—a special school for 
maladjusted boys age 10-16 years. Two sessions 
a week required initially 


Tewin Water School, Welwyn 


A special school for partially hearing children 
age 10-18 years. One session a week required 


Payment in both cases at the Consultant rate 
~at present £11.40p per session, plus travelling 
expenses from your home. 


Application forms and further particulars from 
County Medical Officer, Health Department, 
County Hall, Hertford, SG13 8DG. Form to be 
returned within fourteen days. 


PSYCHIATRIST 


for an average of 4 to 6 seasions per month, 
at Pishiobury School, Near Sawbridgeworth 


a 70 place community school (formerly an 


approved school) run by the Social Services 


Department, for boys aged 10 to 15 years, 
Payment will be at the B.M.A. rate for a 
Consultant: £11.40 per session. 


Application forms from Staff Section, Health 
Department, County Hall, Hertford, SG13 
8DG-—to be returned within 14 days. 





ANGUL, & DEW SYIMUUUG TCULUICPLity LARS y ALLLILUJARD LRLApILALORY W taname 
cho-sexual disord i i 
ations Angi uil 
value to o whose offences 
masturbation, incest, as and y 
tepid: e is eminisation or fear 


Specifi E 
non-steroida 
b treatment 
! for deviant 
and anti-social — 
sexual behav: i 
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AVERSION 
THERAPY 


AN AUTOMATICALLY TIMED 

ELECTRIC SHOCK STIMULUS 

UNIT FOR PSYCHIATRIC 
` CONDITIONING 










Send for full details by return to: 







N. H. EASTWOOD & SON LTD. 


70 Nursery Road, London N14 50H 01-886 5458 






Manufacturers of electronic and electro-medical equipment—suppliers to local authorities 


UNIVERSITY OF BRISTOL Beas 
All communications regarding 


advertising in the 
British Journal of Psychiatry 


PSYCHOTHERAPY should be addressed to 
WORKSHOP The Advertisement Manager 


ee Bailliere 
This workshop is intended for those mental 
health professionals and general practitioners 
who have a few years experience, and now l nda l e 


seek further training and insight into the 


rocesses of psychotherapy. £42.00 resident ` l 
R 7 oe /-8 Henrietta Street 


Covent Garden 


DEPARTMENTS OF MENTAL HEALTH 
AND EXTRA-MURAL STUDIES 


Further particulars and application forms 

from: The Assistant Director, Department of London WC2E 8QE 
Extra-Mural Studies, University of Bristol, 01-240 284] 

32 Tyndall’s Park Road, Bristol BS8 1HR. 
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AMERICAN JOURNAL OF PSYCHOTHERAPY 


Volume XXVII, Number 2 April 1973 
CONTENTS 

The Current Confusion Over Homosexuality (Editorial) 

Prophylactic Psychotherapy—Theoretic and Procedural Considerations 

Prophylactic Psychotherapy with Children................ Marvin L. Blumberg, M.D. 


Future Oriented Psychotherapy as a Prophylactic Gerontologic Procedure 
Stanley Lesse, M.D., D.Sc. 


Psychotherapeutic Prophylaxis in a Changing World.......... Werner H. Engel, M.D. 


Values and the Psychology of the Superego................0055 Joseph Wilder, M.D. 


‘Suicide-Proofing’ a Psychiatric Unit 
Howard S. Benensohn, M.D. and Harvey L. P. Resnik, M.D. 


The Politics of Methadone Treatment..........0-06-2 00ers Norman R. LeZotte 
Psychotherapy with Criminal Patients..........-.-....-+- Francis L. Carney, Ph.D. 
Klismaphilia: Enema as a Sexual Preference...............--- Joanne D. Denko, M.D. 
Toward a Cybernetic Model of Group Therapy..........-.-. Edwin L. Hukill, M.D. 
Expressive Nonverbal Behavior in Psychotherapy.........-...--. Ned Marcus, M.D. 


Disengagement from a Schizophrenic Family 
Carter Umbarger, Ph.D. and Rachel Hare, Ph.D. 


Books Abstracts Foreign Section 
Proceedings of the Association for the Advancement of Psychotherapy 
Notes and Comments 


Abstracts of Forthcoming Articles 


Editor: Stanley Lesse, M.D. 
15 West 81st Street 
New York, N.Y. 10024 


Regular Subscription $16.00 Canadian and Foreign $16.50 
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- feed and < agitated Such elderly patients, 


pent irritable and suspicious, are often a 
real problem to those who care for them in home or hospital. 
By reducing agitation without causing over-sedation SPARINE 
(promazine hydrochloride B.P.) will help to make them 
more co-operative, alert and active, easing the nursing 
problem, and reducing time- 


consuming supervision. she needs eparine 


Further information on request from 
John Wyeth & Brother Limited, Taplow, Berks. 











Psychosomatic Classics 


Selected Papers from Psychosomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. 
Gottschalk (Davis, Calif.); P. H. Knapp (Boston, Mass.); M. F. Reiser (New Haven, Conn,); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


VIH -+ 252 p. 53 fig., 30 tab., 1972 


SFr. 35.50 / US $9.95 / DM 35.50 / £3.93; reduced price granted to members of the American Psycho- 
somatic Society SFr. 31.35 / US $8.80 / DM 31.35 / £3.51 and to students SFr. 27.15 / US $7.65 / 
DM 27.15 / £3.03. 


ISBN 3—8058—1232—5 


Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the ‘Visceral Brain’. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. Ill. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The 
Ovulative Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patients with 
Gastritis, Duedenitis and Peptic Ulcer — Psychoanalytic Study ofa Case of Essential Hypertension 
— Possible Etiologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An Investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Hiness. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the major investigative studies in an area which has expanded considerably 
inits scope during this period. These investigations are frequenty quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and 
intellectual context in which the work was first performed and also discusses how well the authors’ 
concepts have stood the test of time. In addition, there is a foreword by Dr. Carl Binger who was the 
Editor of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be unaware of the data sources of contemporary psychosomatic medicine. 


S. Karger: Basel München Paris: London > New York Sydney 
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AUTOGENIC THERAPY 


A Six-Volume Series 


Edited by Wolfgang Luthe, M.D. 


New... 


Volume VI—Treatment with Autogenic Neutralization 


CONTENTS: 


FORMS AND MANAGEMENT OF RESISTANCE DURING AUTO- 
GENIC ABREACTION: Introduction; Neutralization-Antagonizing Forms 
of Resistance; Neutralization-Facilitating Forms of Resistance; Essential 
Forms of Resistance; Indirect Psychophysiological Resistance; Resistance and 
Autogenic Abreaction at Home. SPECIAL PHENOMENA OF AUTO- 
GENIC ABREACTION: Multiple Images; Unusual Brightness and Related 
Phenomena; Images of Oneself; Thematic Sequences of the Death-Life Cycle: 
The Pain-Crying Mechanism: The Pain-Aggression Mechanism: Sexual 
Dynamics; Autogenic Training, Sleep, and Dreams. APPENDIX. 1973, 
488 pp., 319.75 ISBN 0-8089-0692-5 


Autogenic Methods, 1969, 272 pp., $13.75 ISBN 0-8089-0270-9 

Medical Applications, 1969, 232 pp., $11.75 ISBN 0-8089-0271-7 
Applications in Psychotherapy, 1970, 240 pp., $11.75 ISBN 0-8089-0272-5 
Research and Theory, 1970, 288 pp., $14.75 ISBN 0-8089-0273-3 


Dynamics of Autogenic Neutralization, 1970, 368 pp., $17.50 
ISBN 0-8089-0664-X 


Published by GRUNE & STRATTON, INC. 


A subsidiary of Harcourt Brace Jovanovich, Publishers 


Available through ACADEMIC PRESS, INC. 
24/28 Oval Road, London NWI 





Melleril | 


q Suspension 
Z helps you | 
a tobesure _ 





Melleril Suspension Other forms of Melleril 


With Melleril Suspension you can be sure of Melleril Syrup 25 mg thioridazine base in 5 ml 
these important points. (equivalent to 27.5 mg thioridazine hydrochloride). 
Sure of acceptance by even the most difficult patient. 
* Sure, that once swallowed, the micronized thioridazine base to 150 ml with Syrup BP produces Melleril Syrup 
will promote excellent absorption. containing 25 mg of thioridazine base (equivalent to 27.5 mg 
Finally, you can be sure of the dosage, because thioridazine hydrochloride) in 5 mi. 

Melleri Suspension is available in 2 strengths which can be 
admixed to pravide optimum dosage for any patient. 
Melleri! Suspension: 25 mg thioridazine base inS mi 

{equivalent to 27.5 mg thioridazine hydrochloride). 100 mg Melleril in 4 different forms, means that you can be sure 
thioridazine base in 5 mi (equivalent to 110.0 mg you're giving your patient the kind of treatment that 


thioridazine hydrochloride). suits him best. 


Meileril Concentrate for Syrup: 5 mi of concentrate diluted 


Mellerii Tablets 4 strengihs available, 10 mg, 25 mg, 50 mg 
and 100 mg. 


SANDOZ . 
Further information from SANDOZ PRODUCTS LIMITED Sandoz House, 98 The Centre. Feltham, Middiesex TW13 4£P 
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* many therapists have begun 
to use high dose or meganeuroleptic 
therapy for chronic 
schizophrenics who without 

such treatment would 
be prisoners of psychosis 4 
indefinitely.” | 






Serenace can be used with confidence in 
doses of up to 90 mg/day for the rapid 
control of the agitated psychotic and to 
achieve a therapeutic breakthrough in 
chronic schizophrenia. 


High doses of Serenace can liberate many 
schizophrenics from the treadmill of merely 
adequate control with minimal side effects, 
indeed it has been reported that “Those 
experienced with high dose haloperidol 
(Serenace) therapy testify that it is 

1 $s 


+» 1972; 33(7)s 459 


£ Haloperidol) 


oon Burther information is available on request, 


Searle Laboratories 


P.O. Box 53, Lane End Road, 
High Wycombe, Bucks. HP12 4HL. 
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A Self-Administered Dependency Questionnaire (S.A.D.Q,) for 
use with the Mothers of Schoolchildren 


By IAN BERG 


Dependency refers to an individual’s attach- 
ment to and reliance on others. There are at 
least two different kinds of dependent beha- 
wiour. Person-oriented dependency includes 
close physical proximity, affectionate contact 
and verbal interchanges. Task-oriented de- 
pendency is concerned with help given for 
personal activities such as dressing and assis- 
tance with jobs around the house (Maccoby and 
Masters, 1970). 

Child psychiatrists are interested in the de- 
pendency of children on their parents, parti- 
cularly mothers. It would seem that dependency 
may be reduced in children showing antisocial 
behaviour disorders (Bandura and Walters, 
1959), possibly because of maternal deprivation 
(W.H.O., 1962; Bowlby, 1969). It would also 
appear that there is probably excessive de- 
pendency in cases of school phobia (Johnson, 
Falstein, Szureck and Svendsen, 1941), possibly 
encouraged by maternal overprotection (Levy, 
1943). 

The clinical measurement of dependency is 
therefore obviously desirable, so that its influ- 
ence may be taken into account. Previous 
attempts to achieve this, using various rating 
scales, questionnaires and psychological test 
procedures suffered from a lack of norms from 
the general population (Berg, Nichols and 
Pritchard, 1969). The Highlands Dependency 
Questionnaire (H.D.Q.), administered to 
mothers, was therefore developed, using a 
randomly selected stratified sample of school- 
children, and this was found to measure at least 
two sorts of dependency corresponding to 
attachment to the mother and to reliance on 
her (Berg, McGuire and Whelan, 1971). 
Employing this questionnaire, school-phobic 
youngsters were found to be unduly dependent 
(Berg and McGuire, 1971). 

. The self-administered version of the H.D.Q., 
which is the subject of this paper (Appendix 1), 


was derived from the administered form after 
minor roodifications. It is intended for clinical 
use in child psychiatry. 


PROCEDURE 

A sample of 256 children was drawn randomly 
from the normal school population: 128 junior, 
64 secondary modern and 64 grammar school 
children from six schools in the Gity of Leeds. 
The group was stratified according to sex, age, 
school and social class as follows: junior group— 
four individuals per cell for social classes I and 
Ii, eight per cell.for social class III, and four 
per cell for social classes IV and V (Registrar 
General, 1960), boys and girls, and ages 8, 9, 
10 and 11 (exact age in years as midpoint of 
category}; secondary group—two per cell for 
social classes I and IJ, four per cell for social 
class III, and two per cell for social classes IV 
and V, boys and girls, secondary modern and 

schools, and ages 12, 13, 14 and 15. 

The S.A.D.Q. was given to the mothers of the 
youngsters, at home, by two clinical psychology 
students. Although the questionnaire is self- 
explanatory some mothers required a little 
help to complete it properly. 

The 21 questions actual and preferred* scores 
were punched on cards for analysis on the Leeds 
University I.C.L. 1906A computer, using, 
amongst others, a standard set of programs 
(Hamilton, McGuire and Goodman, 1965). 
Correlation matrices (Table I) and principal 
components (Table IIT) were calculated. Some 
questions of similar content in the secondary 
group, which were found to have high inter- 
correlations and high loadings on the same 
components, were subsequently added together, 
and the resulting twelve variables were re- 
analysed (Tables II and IV). Polar coordinates 
(Hope, 1968) were plotted (Figs. 1 and 2). 


* Only the actual scores will be considered in this paper. 
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Taszz I 
Correlation matrix of actual scores—-Primary School boys and girls (N == 128) 
Questions di 
Quer- l 
tions Iı 2 3 4 5 6 7 8 9 0 It 2 19 I4 I5 I6 17 8 19 20 at 
1 100 
2 4 100 
3 15 —10 100 
4 21 —4 44 100 
5 2 7 #15 O 100 
6 3 16 —4 ~—17 7 100 
7 8 7-17 ~16 —3 47 f 
8 —3 at —4 ~2 4 28 24 100 
9 18 1 25 Ig 1 Iı —5 —I6 100 $ 
10 4 I0 —II —8 o 4 32 3 100 
3r 25 6 2 —6 o 10 9 m 3 100 
12 14 —I0 20 II 6 6 -5 13 7 I0 100 
13 14 10 —5 —9 19 43 55 I7 +O Qt 17 15 100 
14 33 1 20 283 —I I —g HNH 6 14 9 9 —2 100 
15 17 —18 4 —7 13 -1g9 —6 —i0 15 —II 82 I8 5 3 100 
16 —4 %2-—-11 —8 6 18 1 1 9 7 3 18 9 3 —1I 100 
17 6 19 —I11 —g —1 10 368 —6 37 2 8 —2 m 2 3 100 
8% —7 10 —6 —B —ı 16 7 —8 ~3 4-17 —3 o —19 —6 —g 100 a” 
19 15 8 26 12-7 —9 ~—4 2 6 4 6 1 H Oo —II —I0 ~I 4 100 S 
20 5 =i 1 —6 ~-i y —8 —g —19 —6 16 13—19 —5 7-2 17 3 100 
aL 6 o —-18 —g0 —g 7 18 —10 35 5 10 3 2 —6 8 go 1g 8 7 100 
Taste If : 
Correlation matrix of actual scores—Secondary School boys and girls (N = 128) 
a 
Questions 5 
6 8 2 3 9 II 12 15 16 18 19 20 
7 10 4 è 
13 17 
Questions 21 
6 713 .» 100 
8 10 1721 ate 15-100 ( 
2 g 23 II 100 
34 . mr —8 —3 100 
9 Di 32 3 15 17 100 
11 8 15 10 —-5 7 100 : 
12 18 5 I —4 15 —2 100 
15 16 o 12 6 (0) ar 15 100 
16 I =I 9 —5 4 -2 —2 20 100 
18 15 14 7 I 17 —4 6 6 2 100 
19 6 —8 3 gr 25 —I12 —II 5 —2 15 100 > 
20 ir —18 7 ~i 6 9 10 23 15 2 —II 100 i 
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Tase II 
Principal component factor analysis— Junior School boys and girls (N = 128) 


Latent vectors (factor loadings) 














uestions —— 

k I 2 3 4 5 6 7 8 
1 o5 62 —o8 04 —2t 2g —02 —07 
2 —92 02 —18 T39 20 —~go 25 —05 
3 39 54 03 —3 or 12 12 20 
4 42 45 —12 —~4l 21 16 —o6 —o6 
5 —04 17 15 04 27 —06 60 59 
6 64 13 go —24 12 —II o4 —05 
7 —67 07 41 —o8 14 13 —28 —05 
8 —56 ir, ~36 —15 22 —05 —or 18 
9 19 45 14 or 07 03 13 —35 

10 —5I 19 —46 07 00 21 —13 04 
1I —15 40 10 33 —18 —56 —10 —03 
12 —0o6 50 19 16 —28 46 14 oI 
13 —55 32 42 —o8 03 —05 go 24 
14 04 48 —38 —05 16 —14 —OI —28 
15 15 33 2I 69 oI —-18 o6 i4 
16 —35 09 20 08 27 24 32 —47 
7 —4gl 15 55 16 —o2 19 17 05 
18 15 —23 oo 40 —32 —48 26 —13 
19 o6 3I —10 37 —47 02 24. 25 
20 —16 —04 44 —al —48 16 gI —11 
21 —44 —03 —37 Qi —53 10 18 —o2 
Latent roots 2-80 2'21 1°80 1-54 1°92 1'25 1:07 1-06 











o2 ROT 
0o19 PLOTTED 





O bas thon g third of total variance accounted for by the first 
3 principal components 
R extroposotron of vector Irom opposte hemisphere 
Fio, 1.—Primary Schoolchildren (boys and girls). Fio. 2.—Secondary Schoolchildren (boys and girls). 
Plot of ar question variables on 3 components using the Plot of 12 question variables on 3 components using the 
surface of a hemisphere (stereographic equatorial surface of a hemisphere (stereographic equatorial 
azimuthal projection) n = 128, azimuthal projection) n == 128, 


O Azs thon a third of totol vorience accounted far by the frat 
J principal components 


Tası IV 


Principal components factor analysis—Secondary School 
boys and girls (N = 128) 


F Latent vectors (Factor loadings) 
Questions =e 
1 2 3 4 5 
6 713... 68 —or ~—22 ~—15 —07 
8 10 1721.. 21 —15 —69 23 05 
2 ae 48 —-Il —12 30 —19 
3 4 . 18 60 30 1g 32 
9 ty 60 38 —07 —12 10 
I a7 —38 TI 53 48 
12 36 —20 —06 —67 25 
15 49 -29 40 20 
16 22-22 38 16 —~64 
18 39 22 —23 -16 —40 
19 22 4 16 18 —o6 
20 33 —34 56 —17 06 


Tase V 
Correlation matrix of subscale scores (summation of 
unweighted actual scores) Junior (N = 128) and 
Secondary (N == 128) School boys and girls 


Questians 
6 8 3 11 
7 10 4 15 
13 7 19 16 
2I 20 


Questions 
Junior—boys and girls 
6 713 100 24 14 28 
8 10 17 21 12 100 —9 4 
3 419 3 —12 100 —10 
11 15 16 20 23 —12 6 100 


Secondary (Grammar and 
Secondary Modern)—boys and 
girls 


RESULTS 

It will be seen that three clusters of variables 
appeared to exist in the secondary group, 
called respectively: affection, communication 
and assistance, each closely related to just one 
of the first three principal components and 
orthogonal when polar coordinates were plotted. 
A similar separation of these variables seemed to 
exist in the primary group as well. Instead of 
using factor weights as previously described 
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TABLE VI 


Means and standard deviations of subscale scores 
(summation of unweighted actual scores) 


Primary (N = a au ae (N = 128) School 





Primary School Secondary School 


Boys Girls Boys Girls 
(a = 64) (n= 64) (n= 64) (n = 64) 


tions Mean S.D. Mean S.D. Mean S.D. Mean S.D. 





6 7133 5 3 8 3 4 4 § 
Brorzar 6 3 6 3 4 3 6 
3419 "8 2 6 3 6 2 535 
11151620 10 2 i 2 8 2 8 


* To nearest whole number. 


(Berg, McGuire and Whelan, 1971), it was 
decided to form subscale scores by the simple (un- 
weighted) summation of questions that appeared 
to be closely associated, affection (6, 7, 13), 
communication (8, 10, 17, 21), assistance (3, 4, 19) 
and travel (11, 15, 16 and 20). These four 
subscale scores were found to be virtually 
independent (Table V). Norms are given for 
primary and secondary schoolchildren, and for 


` boys and girls, separately (Table VI) because 


significant differences (P < 0-05 at least) were 
found on most of the subscales between the 
mean scores of these groups of youngsters.+ 
Within these divisions of the sample there were 
only one or two significant differences, just 
affecting age, such as a higher mean assistance 
score in 12- and 13-year-old compared to 14- and , 
15-year-old girls. Social class differences were 
not found. No significant differences emerged 
between grammar and secondary modern 
school youngsters. 


+ Mean subscale scores: 

Primary (P) n= 128 v. Secondary (S) n = 128: 
affection P6-6, 54-3, P < 0-001; communication P5-8, 
54:8, P < 0-01; assistance P7-0, $5-3, P < 0-001; 
travel Pro-g, S8-0, P < o-oo1. 

Primary Boys (PB) n = 64 v. Primary Girls (PG) n = 
64: affection PB5-4, PG7-7, P < 0-001; communication 
PB5-5, PG6-1, N.S.; assistance PB7-7, PG6-3, P < 
0-001; travel PBg-9, PG10-6, P < 0-05. 

Secondary Boys (SB) n = 64 v. Secondary Girls (SG) 
n = 64; affection SB3-7, SG5:0, P < 0-05; communica- 
tion SB4:0, SG5-6, P < o'or; assistance SB6-1, SG4°5, 
P < 0-001; travel SB8-1, SG7-9, N.S. 
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RELIABILITY 

Test-retest reliability was assessed by asking 
mothers of a randomly selected group of 60 
children taken from the total sample to complete 
the questionnaire a second time after an interval 
of one month. Question raw scores for each pair 
of questionnaires were intercorrelated and the 
6o r values were summed after conversion to z 
scores. The resulting composite r was -80. 
Using the same method of calculating a com- 
posite r, the test-retest reliability for the 
“assistance subscale was ‘94 and for the travel 
subscale +92. A straightforward correlation 
between subscale scores produced retest reli- 
abilities for the affection subscale of r = -77 and 
for the communication subscale of r = +63. 
(In the case of these last two subscales, com- 
posite r values did not appear meaningful 
because too many of the component scores had 
variances of zero.) 

A t test for correlated means was used to 
compare the mean differences of the test-retest 
pairs of subscale scores (Guilford, 1965). No 
significant differences were found (d.f. = 20; 
affection t = 1:35; communication t = 1°20; 
assistance t = 0°59; travel t = 0°43). 


VALIDITY 


The S.A.D.Q. was administered to the 
mothers of 97 psychiatrically disturbed second- 
ary school youngsters, most of whom had been 
admitted to an adolescent unit. There were 39 
school phobics (21 boys and 18 girls) as pre- 
, viously defined (Berg, Nichols and Pritchard, 
1969). The remainder were classified (Rutter, 
1965) into neurotic (22 boys and g girls) or 
conduct (19 boys and 8 girls) disorders. The 
17 non-school-phobic girls were considered 
together because of small numbers. 

The various groups of cases were compared 
with individuals of similar sex and age from the 
128 secondary controls by means of analysis of 
variance. 

As far as the boys were concerned, the mean 
subscale scores of the school phobics (affection 
5:1, communication 5-0, assistance 7'8 and 
travel 8:8) were all higher than the controls 
(Table VI), although only assistance reached 
statistical significance (P < 0-o1). The equiva- 
lent mean scores of the neurotic boys (4'3, 5:1, 


7'0 and 7'3) and the conduct-disordered boys 
(3°3, 3°8, 7°2 and 8-8) were lower than the 
school phobics and not significantly different 
from the controls. It was not necessary to look 
at the different age groups separately, as 
younger and older boys did not differ signifi- 
cantly on any of the four subscales. 

With regard to the girls, the two variables 
without significant age differences had higher 
mean subscale scores in the school phobics 
(communication 7'0, travel 9:9) than in the 
controls (Table VI), although only travel 
reached statistical significance (P < 0°05). 
All the mean subscale scores of the ten 14- and 
15-year-old school-phobic girls (affection 5-3, 
communication 7'5, assistance 6-3 and travel 
g°0) were higher than those of the 32 equivalent 
controls (4°3, 5°8, 3-6 and 7-7), although this 
only reached statistical significance in the case 
of assistance (P < 0-001). It may be noted that 
six out of eight of the 14-year-old school-phobic 
girls had assistance scores of 6 or more and thus 
lay outside two standard deviations of the mean 
control score, 3°75 (S.D. = 1-6). Also, most of 
the mean subscale scores of the eight 11- and 
12-year-old school-phobic girls (7:6, 6-4, 5-3 
and 11-0) were higher than those of the 32 
equivalent controls (5:7, 5°3, 5°5 and 8-0), 
although only travel reached statistical signifi- 
cance (P < o:o1). The mean scores of the 
thirteen 11- and 12-year-old non-school-phobic 
cases (6:2, 6-0, 6-5 and 9'1) generally came 
between those of the other two groups; none of 
them were significantly different from the 
controls. 


COMMENTS 

Previous work with the administered form of 
the H.D.Q. suggested that the factor concerned 
with emotional attachment might have been 
made up of two or three distinct underlying 
tendencies. It was therefore not surprising to 
find that, using the 8.A.D.Q., four groups of 
questions emerged which produced relatively 
independent subscale scores. In addition to 
the subscale measuring reliance on the 
mother and termed assistance, there were 
three measuring various aspects of attachment, 
called affection, communication and travel respec- 
tively. The fact that the subscale scores could be 
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obtained by the simple addition of question 
scores, without the need for weighting which had 
been necessary with the H.D.Q .subscales, made 
their computation very easy. 

It was encouraging to find that the age 
differences were in the expected direction, in 
that mean subscale scores on all four kinds of 
dependency were higher for primary as com- 
pared to secondary schoolchildren. Sex differ- 
ences were also in keeping with previous work, 
in that boys had higher mean scores on assistance 
and girls usually had higher values on affection, 
communication and travel (Berg, McGuire and 
Whelan, 1971). The absence of social class 
differences was also in line with previous 
findings. Intellect was probably unrelated to 
dependency, as grammar and secondary modern 
school differences were not found. These results 
can probably be accepted with confidence in 
view of the reasonable size of the random 
stratified sample of normal schoolchildren. The 
test-retest reliability appeared satisfactory. 

With regard to validity, previous work using 
the administered H.D.Q. showed that school 
phobics were more reliant on their mothers and 
travelled less freely away from home (Berg and 
McGuire, 1971). These findings were confirmed 
on another series of cases in the study reported 
in this paper using the 8.A.D.Q. Although 
there were 97 cases in all; subdividing them 
according to sex, diagnosis and where necessary 
age reduced numbers considerably as far as 
each comparison was concerned and thus 
reduced the likelihood of obtaining a significant 
result. Nevertheless, most of the results were in 
the expected direction. 

Objective methods for the assessment of the 
emotional aspects of psychiatric disturbances 
affecting children have not commonly been 
used to supplement the usual clinical approach, 
despite evidence to suggest that more appro- 
priate decisions would be made thereby, and a 
more accurate prediction of outcome would 
result (Sines, 1970). This questionnaire is 
offered as a clinical instrument which may be of 
value in monitoring clinical progress. 


SUMMARY 
The Self-Administered Dependency Question- 
naire (S.A.D.Q.) is described. Derived from the 


administered Highlands Dependency Question- 
naire, it is concerned with dependency, mainly 
in the mother-child relationship, and intended 
for use in child psychiatry. The $.A.D.Q. was 
given to the mothers of 256 randomly selected 
junior and secondary schoolchildren in the 
general population, stratified into age, sex, 
social class and school groupings. Correlation 
and principal component factor analyses were 
carried out. Four relatively distinct sorts of 
dependency emerged, measured by subscales 
derived by the simple summation of question’ 
raw score’. They were called affection, communica- 
tion, assistance and travel, respectively. Test-retest 
reliability was satisfactory. Some evidence for 
validity was provided by using the question- 
naire with a group of 7 psychiatrically disturbed 
secondary schoolchildren; the 39 school- 
phobic youngsters were more dependent than 
controls as far as assistance and travel were 
concerned. 
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APPENDIX 1 


THE SELF-ADMINISTERED QUESTIONNAIRE (8.A.D.Q.) 


The front sheet asks for the date of completing the 
form, name, date of birth and sex of youngster con- 
cerned and requests various information about 
family and school. 

The centres pages are as follows: 


LESS than once a week or NOT AT ALL 
As much as ONCE A WEEK 
BETWEEN once a week and once a day 


As much as ONCE A DAY 
MORE then once a day (several timas a day) 





Did he/she spend time with you at home when he/she L OÒ B E M 
could be out? (all chidren have to be In some of the O O 0) 0) 0) 
ume for meals, homework, etc.) 


Did he/she talk things over with you and ask your halp L ie) B E M 
with what wes going on with his/her friends? OQO O ©) 0O 0) 


Did you take hirvher breakfast, supper or drinks to L O B E M 
bed when ha/she was weil? () 6) €) 0) 09 


Did you put out clothes for him/her that t would have L o B E M 
been possibile for him/her to get himself/herself? O O (F Cb (9) 


Did he/she go out a distance of more than two minutes M E B O L 
walk from home without you? {do nat Include going to O OQO O 0) 0) 
school, going to town or using a bus) 


Did he/she talk things over with you and ask your heip L [$] B E M 
with whet was going on with his/her interests and O O O ©) ©) 
hobbies? 


YOU HAVE SAID WHAT ACTUALLY HAPPENED INDICATING THIS WITH A CROSS. WE WOULD NOW LIKE 
YOU TO SAY WHAT YOU WOULD HAVE LIKED TO HAPPEN (RATHER THAN WHAT DID) BY FILLING IN 
THE BRACKETS UNDER THE APPROPRIATE LETTER. 


For example: 


To one question you may have answered ‘once a week’ indicating that this is how often the particular behaviour 
actually occurred. You may in fact prefer the behaviour to occur every day. |f so fill in the circle under the appropriate 
letter (in this case E) as below: 


L ©, B E M 
OX oO #8 


Altemetively you may feel that you would like this behaviour to have occurred less often — less than once a week, and 
you can Indicate ıt as follows. 


L O; B E M 
eM ooon 


However, if you are satisfied and would not wish it to happen differently indicate this by filling in the same space in 
which you previously put a crow, like this. 

L WO, B E M 

awoon 


NOW PLEASE TURN TO THE PAGE OPPOSITE. GO THROUGH THE 
QUESTIONS ONCE MORE AND INDICATE YOUR PREFERENCES 
BY FILLING IN THE APPROPRIATE BRACKETS. 


FINALLY PLEASE BE SURE THAT ALL QUESTIONS ARE ANSWERED BOTH FOR WHAT 
ACTUALLY OCCURRED AND WHAT YOU WOULD HAVE PREFERRED 
THANK YOU. 
Scoring (in the direction of dependency): Questions 3, 4, 11, 12, 15 and 20 are scored 
M =0, E =1,B =2,O = gand L = 4, The remainder are scored L = 0, O = 1, 
B = 2, E = 3 and M = 4. A perforated scoring card is provided for convenience. 
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THE FOLLOWING QUESTIONS ARE ABOUT SOME ASPECTS OF YOUR CHILD'S BEHAVIOUR MAINLY 
IN RELATION TO YOU. IN ANSWERING THEM COULD YOU TAKE A TYPICAL SCHOOL WEEK WITHIN THE 
LAST 3 MONTHS. 


Would you please read each question carefully and decide how frequently the particular event actually occurred, 


The various poss bilities are’ 


L. = LESS than once a week or VOT AT ALL 
O = Asmuch es ONCE A WEEK 


B = BETWEEN once a week and once a day 
E = As much as ONCE A DAY 
M = MORE than once a day (several times a day) 





Then put a big cross on the brackets below the appropriate letter. 
For example, rf you consider that tha answer to a partcular question should be ‘more than once a week but less than 
once a day’ 1.6, between once a weak and once a day, indicate your Judgment like this 


L oOo B E€ M 
O oX 0 () 


Since this questionnaire covers a wide age range some of the questions may seem more appropriate to a younger (or 
older) child than yours so pust answer each one for your child without concern over this, 


Did you wash or bath him/her (not including hair L O B E M 
washing) () O ©) ©) 0) 
Did he/she go shopping or on vists with you? (not for M E B O L 
yau but actually i your company) O ¢) O 0 0) 
Did he/she either maka his/her own bed or clear up his/ L 0O B E M 
her room? (indicate frequency of ether) O O ©) €) 0) 
Did he/she erther clear off the table or wash the dishes L oO B E M 
at home? (indicate frequency of either) () () ©} ©) (9 
Did he/she come Into your bed for company at night M E B O L 
or in the early morning () () ©) ©) 0) 
Did he/she come close to you for affactionats contact? L O B E M 
(e.g sitting on knee or putting arm round, do not include O O €) OQO 0) 
kissing) 
Did he/she kiss you (or you kiss him/her on going out M E B O L 
or coming in the house? (E ¢€) E 4) 0) 
Ord he/she talk over his/her troubles with you and ask L O B E M 
your help about what was going on In the famiy? O €) QO O 0) 
Did you clean his/her shoes? M E B O L 
O O 00090 
Did he/she talk things over wth you and ask your M E B O L 
help about what was going on at school? (exclude O O O 0) 0) 
homework.) 
Did he/she go on a bus without you? M E B O L 
O O O O9 0) 
Did he/she do jobs to earn extra money outsde home? M E B O L 
() O ©) ©) 0) 
Did he/she kiss you, or you kiss him/her on gomg to L O B E M 
bed? O OU €) 0 0) 
Old you mva him/her actual help in putting on or M E B O L 
taking off clothes? O O O O 0) 


Did he/she go into the nearest.town without you? M E B OL 
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Are Mothers of School-Phobic Adolescents Overprotective? 


By IAN BERG and RALPH McGUIRE 


It has repeatedly been asserted, mainly on 
clinical evidence, that mothers of school-phobic 
children are overprotective, even when their 
youngsters are of secondary school age (Berg, 
1970). The project reported in this paper was 
carried out to see if an objective method of 
assessment would support this view. 


PROCEDURE 


The Self-Administered Dependency Question- 
naire (S.A.D.Q.), which is completed by 
mothers, was used. Questions were scored both 
for what actually occurred, the actual scores, 
and for what the mother would have liked to 
occur, the preference scores. Previously, the 
S.A.D.Q. was given to the mothers of 128 
secondary schoolchildren from the general 
population stratified for age, sex, school and 
social class, 39 school phobic youngsters and 58 
non-school-phobic cases. Actual and preference 
scores were obtained, although only the former 
were presented. It appeared that the S.A.D.Q. 
measured four kinds of dependency, represented 
by actual subscale scores, termed affection, 
communication, assistance and travel respectively. 
The latter two scored significantly higher in 
school-phobics compared to normal youngsters 
in contrast to the other cases which did not 
(Berg, 1973). 

The preference scores are the subject of this 
paper. Thev were punched on cards for analysis 
on the Leeds University 1906A I.C.L. computer, 
using a standard set of programs (Hamilton, 
McGuire and Goodman, 1965). The preference 
question scores were converted into four subscale 
scores, in exactly the same way as with actual 
scores, by simple addition of appropriate 
question scores (Berg, 1973). For purposes of 
comparison between cases and controls, pre- 
ference subscale scores were- divided into four 
groups, according to the level of actual score, to 
allow for the connection between the two kinds 


of score which had been found. Two-way 
analysis of variance for unequal numbers in 
the cells was then used to compare the two 


groups of cases with the normal controls; - 


preference scores for a similar level of actual 
score were compared. 


Resu.ts 


Mean differences between actual and pre- 
ference scores of the control group scores on 
the four subscales were all significantly different 
from zero (Table I); mothers preferred their 
youngsters to be more affectionate (t = 3-7; 
P < 0:001) and more communicative (t = 5-7; 
P < 0-001) but to require less assistance 
(t = 5-7; P < 0-001) and to be less dependent 
as far as travel (t = 2-2; P < 0-05) was con- 
cerned. It was not surprising to find very 
significant positive correlations (P < 0-001) 
between actual and preference subscale scores, 
indicating a close relationship between what 
was thought to occur and what was desired. 
The significant positive correlations between 
actual and difference subscale scores (affection 
P < 0:01, communication P < 0-01, assistance 
P < o-o1 and travel P < 0-05) showed that 
mothers had preferences which tended towards 
the mean for the group (Table 1). 

Mean preference subscale scores were signifi- 
cantly higher in school-phobics compared to 
normal controls as far as affection and com- 
munication were concerned (Table II). There 
were no significant interactions between pre- 
ference scores and level of actual score in the 
case of school-phobics; this can be appreciated 
visually by looking at the upper half of Fig. 1. 

There were no significant differences with 
non-school-phobic cases. Differences between 
non-school-phobic cases and normal controls as 
far as communication was concerned were 
obscured by a significant interaction with level 
of actual score. 
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Taste I 
Mean subscale scores of 128 control secondary school boys and girls. Actual, preference and difference scores and 
correlations 





Correlation Correlation 




















Mean Difference between between 

subscale n = 128 Actual Preference (actual minus actual and actual and 

score preference) preference difference 

(Standard deviations in brackets) 

Affection 4°3 5'2 —o'9 +or7 +0°5 
(3:6) (3*3) (2:8) 

Communication 4'8 6-0 —I'2 +0°7 +04 
(3:1) (371) (2:5) 

Assistance 53 4°3 bare) -+06 +05 
(2-4) (2-2) (2:0) 

Travel 8-0 7:7 ag +0°8 ' +02 
(2-5) (2°7) (1:7) 





Taste II 
Mean preference subscale scores for four levels of actual score. 128 control secondary school boys and girls compared 
to 39 school phobic and 58 other cases by two-way analysis of variance for unequal numbers in the cells 


Level of actual subscale score 


1” II III IV 
1,2 0r 3 4, 5 or 6 7,8 org 10 or more Significance 
Subscale score aan eee level 
Mean preference subscale score (n) 

















Affection Control .. ia g'o 5:9 7'3 9'4 
. (59) (23) (39) (7) 
School phobics .. 5'0 6-9 8-1 9°3 P < 0°05 
(11) (9) (15) (4) 
Other cases bs 3:6 6°7 8-1 9'4 N.S. 
(24) (15) (12) (7) 
Communication Control .. ea 4°3 5'9 79 ears) 
7 ; (50) (45) (21) (12) 
School phobics .. 8-6 8-2 9'4 12°3 P < 0-001 
: (15) (6) (5) (ir) = 
Other cases og 8-0 7'9 6'9 11-6 Significant 
(22) (21) (10) (5) interaction 
Assistance Control .. si 2'8 4:0 5:8 74 
. (35) (52) (36) (5) 
School phobics .. 2:0 ts 6'5 5'8 N.S. 
(4) 13) (17) (5) 
Other cases Sy 2'8 4'1 6-6 6-6 N.S. 
(6) (22) (18) (12) 
Travel Control .. 2°3 5'4 7:6 10'4 
, (3) (36) (51) (38) 
School phobics .. 5'9 5:8 7'2 grt N.S. 
(3) (10) (5) (21) 
Other cases 4°5 6-3 71 10'5 N.S. 
(8) (7) (19) (24) 


I2 ARE MOTHERS OF 8CHOOL-PHOBIC ADOLESOENTS OVERPROTECTIVE ? 
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LEVEL OF ACTUAL SCORE 
Fic. 1.—A comparison between preference scores of school 
phobics (n = 38) and secondary school controls (n = 128) 
for a similar level of actual score, on the self administered 
dependency questionnaire completed by mothers. 


COMMENTS 


It will be appreciated that the preference 
scores of the §.A.D.Q. are concerned with the 
measurement of maternal attitudes and not 
directly with the behaviour of mothers in- 
fluencing the dependency of their children. 
Nevertheless, they have the merits of some 
objectivity, since they are closely linked to actual 
manifestations of dependency in the recent past. 

Although there were real differences between 
actual scores of school-phobic and normal 
youngsters, it was possible to make a straight- 


forward comparison of preference scores by 
grouping cases to allow for the level of actual 
score. 

The finding that preference subscale scores 
for affection and communication were signifi- 
cantly higher in school-phobic than in normal 
youngsters, despite a tendency for school-phobic 
actual subscale scores to be raised, appears to 
confirm the view that mothers of school-phobic 
youngsters encourage affection and communica- 
tion in their youngsters to an abnormal extent. 

In contrast, there was no evidence that. 
mothers of schpol-phobic youngsters influence 
them in the direction of requiring more assis- 
tance or of travelling less away from home, the 
two sorts of dependency measured by assistance 
and travel respectively. Although the actual 
scores on these subscales were significantly 
raised in the school phobic group compared to 
the normal controls, the preference subscale 
scores were not raised and in fact tended to 
be lower in older school phobics, as can be seen 
in the lower half of Fig. 1. However, it might 
be argued that since the school-phobic pre- 
ference subscale scores were not significantly 
lower this suggests that the mothers at least 
condoned the undue dependency in these 
respects. 

As in the case of the actual scores the non- 
school-phobic cases usually tended to come 
somewhere between school-phobics and normal 
controls as far as their preference subscale scores 
were concerned. This suggests that factors 
operating in children and mothers leading to 
excessive states of dependency and protective- ® 
ness also operate to some extent in other psychi- 
atric cases, particularly neurotic problems 
(Berg, 1973). 


SUMMARY 


An objective method was used to see whether 
the mothers of school-phobic adolescents were 
overprotective. Preference scores on the Self- 
Administered Dependency Questionnaire 
(S.A.D.Q.) were used. Although measuring 
maternal attitudes, these scores were concerned 
with recent events, and were found to be 
closely related to actual scores which reflected 
the youngster’s dependent behaviour. Norms 
had previously been obtained from a ran- 
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domly selected representative sample of 128 
youngsters of secondary school age. Mean 
preference subscale scores for affection and 
communication were raised in 39 school phobic 
but not in 58 other psychiatric cases. Assistance 
and travel preference subscale scores were not 
raised in either group; nor were they lowered in 
the school-phobics even though the correspond- 
ing actual scores had been previously shown to 
be raised. The findings were consistent with the 
view that mothers of school-phobic youngsters 
prefer them to be excessively dependent. 
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Parental Background of Homosexual and Heterosexual 
f Women 


By MARVIN SIEGELMAN 


The major emphasis in psychoanalytic litera- 
ture has been on the aetiology of male, rather 
than female, homosexuality (Socarides, 1968; 
Wiedeman, 1962). Those psychoanalytic writers 
who deal with the parent-child relations of 
homosexual women present a wide diversity 
of contrasting descriptions and explanations 
(Bacon, 1967; Bene, 1965; Fromm and Elonen, 
1951; Socarides, 1963). One systematic research 
approach that has evolved from the psycho- 
analytic literature involves the evaluation of the 
‘triangular system’ hypothesis (Bieber et al., 
1962). This hypothesis was formulated as an 
explanation for male homosexuality, and most 
of the studies to date that relate to it report on 
male samples (Siegelman, 1972b). The family 
pattern of the ‘triangular system’ depicted for 
male homosexuals is a close-binding, intimate, 
controlling mother and a detached, hostile, 
rejecting father (Bieber et al., 1962). Kaya et al., 
(1967), using questions and methods quite 
similar to Bieber et al., found that homosexual, 
compared to heterosexual, women patients had 
fathers who were close-binding and intimate— 
the converse of the parent behaviour noted for 
male homosexuals. Kaya et al., however, found 
that the mothers of the lesbians did not differ 
in behaviour from the mothers of the non- 
lesbians. In a study of 25 adolescent lesbian 
patients, Kremer and Rifkin (1969) found that 
the fathers of the homosexual women were 
hostile, exploitative, detached, and absent, but 
they were not close-binding. The mothers in 
the Kremer and Rifkin study were described as 
overburdened and inadequate in handling their 
responsibilities. Using 27 items from the Bieber 
et al. (1962) study, Thompson (1971) dis- 
covered that the mothers of non-clinical homo- 
sexual women were close-binding and intimate, 
while their fathers were hostile and detached. 


Many of the Bieber et al. (1962) questions were 
also used by Gundlach and Riess (1968), who 
reported that the parents of non-clinical’ 
lesbians were not different from the parents of 
non-lesbians. 

Some investigations not based on psycho- 
analytic principles have been done without 
using the Bieber et al. (1962) items. Bene (1965) 
examined non-clinical subjects with a 64-item 
questionnaire of family recollections, and re- 
ported that the fathers of homosexual women 
were more rejecting, lower on dominance, and 
perceived by their daughters with greater 
hostility than the fathers of heterosexual women. 
No significant differences were found for mothers 
by Bene, but she noted that there was a tendency 
for the mothers of the lesbians to be less loving, 
and perceived by their daughters with greater 
hostility, than the mothers of the heterosexual 
women. Non-clinical samples were also ques- 
tioned by Kenyon (1968), who indicated that 
lesbians, compared to non-lesbians, got on 
poorly with their fathers and mothers. No 
differences were reported by Kenyon on parent 
dominance. The mothers of homosexual delin- + 
quent women were found to be less loving than 
the mothers of non-delinquent women bya 
MacVicar (1967). No differences were noted for 
fathers by MacVicar. 

The inconsistent and contradictory findings of 
the relatively few studies dealing with the 
parental background of homosexual women 
may be due in part to a lack of differentiation 
between clinical and non-clinical samples 
(Hooker, 1969), or more broadly, the level of 
adjustment of Ss (Siegelman, 1972a). The 
importance of evaluating the level of adjust- 
ment of non-clinical male Ss was demonstrated 
by the present writer (Siegelman, 1972b), who 
found that the parental background of homo- 
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sexuals was more disturbed than that of hetero- 
sexuals, but that the parent background of a 
select group of homosexuals scoring low on 
neuroticism was not different from that of a 
select sample of heterosexuals scoring low on 
neuroticism. Data obtained from clinical sam- 
ples (Kaya et al., 1967; Kremer and Rifkin, 
1969; MacVicar, 1967), therefore, should not 
automatically be generalized to non-clinical 
groups (Hooker, 1969; Greenblatt, 1966; Siegel- 
man, 1972b). Inadequacies in methodology and 
test construction may also have contributed to 
the disparate findings, and reduce the signi- 
ficance of results. In most of the studies concern- 
ing the parent background of female Ss noted 
above, the reliability and validity of the ques- 
tionnaires used was either unknown or not 
reported. 

The purpose of the present investigation was 
to compare objectively the parental background 
of non-clinical homosexual and heterosexual 
women, using psychometrically sound question- 
naires, An additional analysis of parent behav- 
iour was made between homosexuals scoring 
low on Neuroticism and heterosexuals scoring 
low on Neuroticism. 


METHOD 
Subjects 
The attempt was made to secure subjects who were 
functioning reasonably well in the community. A 
detailed description of the subjects can be found in a 
recent paper in this journal (Siegelman, 1972c). The 


size of the samples in the present study, in contrast to 
those evaluated previously, was reduced in order to 
equate the groups on age. In the previous article on 
adjustment (Siegelman, 1972c), the present writer 
controlled age differences through statistical analyses. 
The more direct procedure of initially equating the 
samples on age was used in the current investigation. 
An analysis of parent background was also made for 
the previously reported larger samples, and the 
results were almost identical to those to be presented 
here, 

Table I presents comparisons between the homo- 
sexuals and heterosexuals on several demographic 
variables. It can be seen that the two groups were not 
different in age, amount of education (in years) of 
subject, amount of education of mother, amount of 
education of father, socioeconomic background, per 
cent not in therapy now, and sibling position. The 
socioeconomic measure was a composite score based 
on father’s education and occupation (Hollingshead 
and Redlich, 1958). Father’s occupation was assigned 
to one of seven categories according to the procedure 
outlined by Hamburger (1958). Almost all of the 
homosexuals and heterosexuals could be classified as 
middle class and professional. The two types of 
sibling position measured were only child or first born 
(coded 2) versus other (coded 1), and only child 
{coded 2) versus other (coded 1). These two ordinal 
position categories have been examined by many 
researchers, and often in relation to parental behav- 
iour (Kammeyer, 1967; Sampson, 1965). 


Instruments 

The major instrument used to measure parental 
behaviour was the Parent-Child Relations Question- 
naire: Short Form 2 (PCR: SF2), which was derived 


TABLE I 
Comparison between homosexuals and heterosexuals on demographic variables 





Ne M or % SD 
Variable t or x? 
Hob Hee Ho He Ho He 

Age . 6% 67 ag 27° 6: ‘Oo 1-70 
Education of subject .. 63 68 eat 16-81 3:08 en ae 
Education of father .. 63 68 11°52 11°74 3°56 4°19 "3I 
Education of mother .. 62 67 12°58 11°58 2°74 3°69 1°73 
Socioeconomic level of 

parents .. at .. 63 68 11o 12°10 “51 +52 1'51 
Not in therapy now . 63 68 87% 88% e i a 
Only or first born vs. other 63 68 1+46 I-51 +50 50 62 
Only child vs. other Ex 63 68 1-81 1-82 “40 38 ar 


a N is different for some variables because of missing data. 


b Homosexuals. 
¢ Heterosexuals. 
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from the longer 130-item Parent-Child Relations 
Questionnaire (PCR) constructed by Roe and 
Siegelman (1963). The PCR: SFe is a measure of 
adult retrospective recollections of early parental 
behaviour, containing 40 items covering five cate- 
gories. There are eight items for each of the following 
factors: Loving (L), Rejecting (R), Casual (C), 
Demanding (D), and Protecting (P). On the basis of 
a factor analysis and subsequent varimax rotation of 
the original 130 items of the PCR, those questions 
with the highest factor loadings on the five variables 
were selected for the PCR: SFa. The PCR: SF2 
factors, along with their rotated factor loadings, 
communalities, generalized Kuder-Richardson For- 
mula 20 reliabilities (Tryon, 1957), and percentage of 
the variance, are listed in Table IT. Principal-compo- 
nent factor analysis, using unity communality esti- 
mates and subsequent varimax rotation, yielded 
three consistent, orthogonal factors labelled I—Love- 
Reject (LR), II—Casual-Demand (CD), and III— 
Protect (P). These factors, which were essentially the 
same as those found previously with the PCR (Roe 
and Siegelman, 1963, 1964; Siegelman, 1965, 1972b), 
and basically similar to factors reported by numerous 
researchers using many different approaches (Goldin, 
1969), accounted for the major part of the total 
variance. For the homosexuals, reliability estimates 
ranged from -81 to -g4 for father, and from -81 to 
‘93 for mother. Reliabilities for heterosexuals ranged 
from -83 to +95 for father and -78 to +93 for mother. 
Factor scores for the LR, CD and P factors were 
calculated for each $ by combining the appropriate 
variable scores (i.e. Love score with Reject score to 
get LR score) so that high factor scores represented 
loving, casual, or protecting orientations. More 
detailed information concerning the construction and 
psychometric properties of the PCR can be found 
elsewhere (Roe and Siegelman, 1963; Roe and 
Siegelman, 1964; Siegelman, 1965). The Tryon 
(1957) Generalized Kuder-Richardson Formula 20 
reliability was used for all scales reported in this paper. 

A second source of parent background data was 
a Biographical Questionnaire (BQ), which also 
included the demographic items reported on above. 
The BQ items on parent behaviour were grouped 
into three categories, with each item including five 
multiple choice responses. The three areas, and the 
items used to measure them, were: (1) Closeness to 
Father: As a child, how attached were you to your 
Father? While you were growing up, how did you 
and your father get along? How do you and your 
father get along now? How close are you to your 
father now? (2) Closeness to Mother (same items as 
in number (1) referring to mother). (3) Dominance of 
Parent: While you were growing up, who in your 


family had the final say about how the house was 
run? While you were growing up, who in your family 
took responsibility for discipline? While you were 
growing up, who in your family really had the final 
say about how the family income was spent? Who in 
your family had the final say about your parents’ 
social and recreational activities? While you were 
growing up, which parent was the more important in 
your family? High scores on the three BQ variables 
represented closeness to father, closeness to mother, 
and mother dominance. Low scores indicated little 
closeness to father, little closeness to mother, and 
father dominance. The responses to a single BQ item,, 
concerning friction between parents when the subject 
was growing up, was also evaluated. Finally, an 
estimate of Family Security (FS), measured by five 
items constructed by Struening and Richardson 
(1965), was also included. The five items, selected 
from a longer scale on the basis of factor analytic 
loadings, were: (1) No one understands you as well as 
members of your own family. (2) In spite of the ups 
and downs of family life, one usually bas the happiest 
times at home. (3) Parents usually treat their children 
fairly and sensibly. (4) When the going gets rough, 
one can usually depend on members of his own family 
for help. (5) Parents are usually willing to give up 
most of their personal pleasures to provide for their 
family. 

Level of adjustment, or neuroticism, was measured 
by the Total Neuroticism score (Total N) of the 
Scheier and Cattell (1961) Neuroticism Scale Ques- 
tionnaire (NSQ). A complete description of the 
NSQ, including reliability and validity estimates, is 
provided by Scheier and Cattell (1961). The reli- 
ability of the NSQ Total N in the present study was 
-72 for the lesbians, and -60 for the non-lesbians. 
The Crowne and Marlowe (1960) Social Desirability 
Scale (SDS) was also included in order to evaluate * 
the possible contamination of giving socially desirable 
responses on the various parental background and | 
adjustment measures, Reliability and validity data í 
for the SDS were presented by Crowne and Marlowe 
(1964). In the present investigation the SDS reli- 
ability was -86 for homosexuals, and -82 for hetero- 
sexuals. 


RESULTS 
The findings for the total samples are pre- 
sented in Table III. On the PCR: SF2, the 
homosexuals, in contrast to the heterosexuals, 
described their fathers as less loving and more 
rejecting, but not different on the Casual, De- 
manding, and Protecting factors. The lesbians 
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18 PARENTAL BACKGROUND OF HOMOSEXUAL AND HETEROSEXUAL WOMEN 


Tase II 
Parent background comparisons between homosexuals and heterosexuals 





Ne M sD 
* Variables Homo- Hetero- Homo- Hetero- Homo- Hetero- t 
sexual sexual sexual sexual sexual sexual 
PCR: SFe Father 
Loving .. 59 66 24°49 29°68 9°38 8-18 3°30 
Rejecting 59 66 18-95 13°85 8-97 5°72 3°83*** 
ual .. 59 66 25°92 25+56 7°52 6'93 "27 
Demanding 59 66 21:75 20'062 8-68 7°85 “46 
PTa a 59 66 21°07 22°94 5-80 5°90 19 
I—Love-Reject 59 66 53°54 63:83 17:83 13.25 3°69*** 
I{-——Casual-Demand 59 66 52°17 52°94" 14°90 13*02 ‘3i 
PCR : SF2 Mother 
Loving .. 61 64 26-26 31°19 9°23 7°46 3°25** 
Rejecting 61 64 15-08 14°27 7°35 6°55 ‘66 
ual .. 61 64 22°13 24°27 8°45 7°36 1°51 
Demanding 61 64 24:39 Qld 8-45 7:93 2-02* 
Protecting An |. 6i 64 22° 23°73 6-63 6-00 reig 
I—Love-Reject es 61 64 59°11 64°86 15°85 19-24 2-18* 
Til—Casual-Demand .. 61 64 45°74 50°83 15°60 13°47 1°96 
BQ 
Close to father .. .. 6i 64 5:87 8-05 3°08 4°10 “g5** 
Close to mother sa 61 64 7°62 11127 3°96 4°81 4 61t** 
Family security .. 63 67 14741 1g*21 4°47 4°78 5*g0*** 
Interparent friction .. 60 68 3°28 4°12 1-°gi 2-00 2-40* 
Parent dominance .. i 64 19°16 14°13 6-64 8-27 JI 


a N differed for some variables because of missing data. 
* p < -05, two-tailed; ** p < -o1, two-tailed; *** p < oor, two tailed. 


depicted their mothers as less loving and more 
demanding than the non-lesbians, but recalled 
no differences in rejection, causalness, or pro- 
tection. In responding to the BQ, the homo- 
sexuals reported less closeness to their father and 
mother, a lower sense of family security, and 
more friction between their parents, than the 
heterosexuals. No significant differences were 
found between the two groups on the BQ Parent 
Dominance dimension. 

The comparisons of homosexuals and hetero- 
sexuals low on neuroticism are noted in Table 
IV. A low Neuroticism score was set at 40 or 
below. The scores of 40 fell approximately one 
standard deviation below the mean Neuroticism 
score for the combined homosexual and hetero- 
sexual samples (M = 45). No significant 
differences on the PCR: SF2 factors were 
found between the two subsamples matched on 
low NSQ scores. The lesbians, however, in 
contrast to the non-lesbians, who scored low on 


Neuroticism, indicated less closeness to their 
father and mother, less family security, and 
more inter-parent friction. Parent dominance 
was not significantly different for the two groups. 

The homosexuals (M = 12°45; SD = 5-74) 
did not differ significantly from the hetero-* 
sexuals (M. = 13-87; SD = 5-68) on the Social 
Desirability Scale (t = 1°38). The correlations a 
between the SDS and parent background, and 
between the SDS and the NSQ, in addition, 
were generally low, the highest correlation 
accounting for only 8 per cent of the variance. 
The mean differences between the two groups 
on parent background and neuroticism noted 
above, were therefore, probably not much 
influenced by the tendency to give socially 
desirable responses. 


Discussion 
The results for both parents noted in Table III 
for the total samples did not support the con- 
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Taste IV 
Parent background comparisons between homosexuals and heterosexuals scoring low on neuroticism 








Ne M SD 
Variables Homo- Hetero- Homo- Hetero- Homo- Hetero- e t 
sexual sexual sexual sexual sexual 
PCR : LC2 Father 
Loving .. 19 22 25°37 29°14 g°02 9'46 1°30 
Rejecting 19 22 17°68 14°68 7:19 7°43 1'31 
Casual .. 19 22 25°68 26:68 7°46 8-03 "41 
Demanding 19 22 23°42 20°73 9°35 8-26 “98 
Protecting... 19 22 19°68 23°09 5°31 5°56 2°00 
J—Love-Reject IQ 22 55°68 62°45 15°76 16°17 1°35 
I[—-Casual-Demand .. 19 . 22 50-26 53°95 15°94 14°62 “77 
PCR : SF2 Mother 
ving . 20 2l 29°00 32°19 10°02 6-55 rear 
Rejecting 20 ai 13°95 12°19 6-32 4°13 1°06 
ual .. 20 21 23°70 26:52 8-98 7°45 1110 
Demanding 20 ai 22°95 19°76 8-61 6-66 1°32 
Protecting .. .. +e 20 2I 22°45 23°24 6-38 5°48 “43 
I—Love-Reject Fs 20 pal 63°05 68-00 15:52 9:65 1'28 
oo rS -e 20 RI 48:75 54:76 16:90 11°20 1°35 
Close to father .. -. 20 20 5°95 8-80 3°32 4°60 a4i* 
Close to mother ok 20 20 7°70 12°50 13°92 5'24 3°28** 
Family security ve RT 2I 14°81 19°24 4°06 5°41 300** 
Interparent friction .. 19 21 2°95 4°57 1:68 2°27 2'55* 
Parent dominance .* 20 20 12°85 14°30 6:34 6:38 "72 


a N differed for some variables because of missing data. 
* p< +05, two-tailed; ** p < -o1, two-tailed; *** p < -o01, two-tailed. 


verse ‘triangular system’ hypothesis for lesbians 
(Kaya et al., 1967), except for the tendency of 
lesbians to report more distant mothers. The 
finding that the fathers of homosexuals were 
more rejecting and distant was consistent with 
the studies of Bene (1965), Kremer and Rifkin 
«1969), and Thompson (1971). The report by 
lesbians that their mothers were less loving 
agreed with the conclusions of Bene (1965) and 
MacVicar (1967), but not with the results of 
Gundlach and Riess (1968), Kaya et al. (1967), 
Kremer and Rifkin (1969), and Thompson 
(1971). Kenyon (1968) found no differences on 
parent dominance between lesbians and non- 
lesbians, which agreed with the current data. 
In the above studies there was a slight tendency 
for significant differences to occur more fre- 
quently in relation to fathers rather than 
mothers, but this trend did not occur in the 
present research. 

The findings for the subsamples low on 
neuroticism, in contrast to the total sample data, 


revealed no significant differences on any of the 
PCR: SF2 factors. This result suggests that 
lesbian versus non-lesbian PCR: SF2 differences 
may be related to differences in neuroticism 
and not to homosexuality per se. That is, the 
tendency for homosexuals to report more 
rejecting, less loving, or more demanding 
parents may be associated with more neurotic 
trends rather than with homosexuality. The 
possible contamination of psychopathology with 
homosexuality when evaluating parent beha- 
viour that has been indicated for males (Hooker, 
1969; Greenblatt, 1966; Siegelman, 1972b), 
therefore, must also be considered for fernales. 
For both total and sub-sample comparisons, 
on the other hand, the lesbians reported less 
closeness to their parents and less family 
security, so that degree of neuroticism did not 
appear to be related to these variables. A basic 
difference between the PCR: SF2 method and 
the BQ plus Family Security items is that the 
PCR: SFe2 was constructed to describe, as 
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objectively as possible, the behaviour of parents, 
while the BQ and Family Security questions 
attempt to measure the subject’s reactions to and 
opinions about her parents. The PGR: SF2 data 
reflect more directly the type of parent behav- 
iour that has been examined in the various 
studies of homosexuality noted above. An impli- 
cit assumption underlying the use of methods 
similar to the PCR: SF2 is that certain types of 
parent behaviour produce in the child homo- 
sexual orientations. In psychoanalytic and other 
traditional theories, the direction of effect is 
typically from parent to child, or a child devel- 
ops in a certain way because of the manner in 
which he is treated by his parents. The child’s 
phenomenological attitudes and feelings about 
his parents, and his impact on them are, how- 
ever, rarelv studied (Bell, 1968). The lesbians in 
the present study, irrespective of adjustment, felt 
more distant, insecure, misunderstood, and un- 
happy with their parents than the non-lesbians. 
These phenomenological reactions appeared 
more persistent than the PCR: SF2 data, and so 
suggested, although only slightly, that in the 
aetiology of homosexuality the manner in 
which the child reacts to his parents may be 
more important than how his parents act. An 
interesting speculation along these lines might 
be that while lesbians were growing up they 
rejected their parents because of their parents’ 
heterosexual role orientations. The very early 
development of sexual identity, which in turn 
influences the way in which the child responds 
to his parents, postulated by Kohlberg (1966) in 
his cognitive-developmental theory, would be 
compatible with this speculation. 

The PCR: SF2, BQ, and Family Security 
data for the total and subsample groups give no 
clue as to whether parent behaviour and/or 
reaction to parents produced homosexual ten- 
dencies in the child, or whether the daughter’s 
homosexual orientation influenced parent be- 
haviour and attitudes about parents. The sug- 
gestion for long-term longitudinal studies is 
clearly indicated here, where direction of effect 
could be more systematically examined. The 
study of early childhood through adolescence 
would be especially important for tracing the 
development of sex-role and sexual object- 
choice. 


PARENTAL BACKGROUND OF HOMOSEXUAL AND HETEROSEXUAL WOMEN 


SUMMARY 


The parental background of non-clinical 
homosexual women (N = 63) compared to 
heterosexual women (N = 68) was evaluated 
with a shortened form of the Roe and Siegelman 
(1963) Parent-Child Relations Questionnaire, 
as well as other techniques. Differential findings 
resulted from the total sample comparisons in 
contrast to comparisons made between sub- 
samples scoring low on neuroticism. The possible 
contamination of psychopathology with homo- 
sexuality was thus considered. The results alsq 
suggest that the subjects’ reactions to his parents 
behaviour may be more important than the 
parent behaviour considered alone. The need 
for conducting studies which could examine the 
direction of effect between, parent and child 
interactions is also discussed. 
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ABSTRACT 


Parent-Child Relations in Transsexual and Non-transsexual 
Homosexual Males* 


By KURT FREUND, RON LANGEVIN, YAROSLAW ZAJAC, BETTY STEINER 
and ANDREW ZAJAG 


Since Freud’s remark that unavailability of a 
strong and friendly father figure favours the develop- 
ment of homosexuality, the notion has prevailed 
that, in males, homosexuality and/or ‘femininity’ are 
due either to the father’s physical unavailability or 
to a disturbance of the father-son relationship. If 
this hypothesis were valid, one would expect that 
such gross defect in male role learning as appears 
in transsexual males should be quite clearly associated 
with unreplaced father loss or various forms of gross 
deficiency in father-son rela tions. 


METHOD 

The subjects of the present study were 52 homo- 
sexual males who applied for surgical sex reassign- 
ment (hereafter T; mean age 26-8, age range 18-44), 
206 paid volunteers from a homosexuals’ club (here- 
after NT; mean age 27:5, age range 18-65) who 
preferred physically mature partners, and 193 hetero- 
sexual controls (hereafter HO; mean age 28-2, age 
range 19-60). The relevant data were obtained from 
a Sexual Deviation Questionnaire, described else- 
where. 


RESULTS 

Unreplaced loss of father 

There was no significant difference between the 
52 T and 204 NT (12 vs. 33 cases) in unreplaced loss 
of father before age 13 (Fisher exact probability test 
(hereafter F.e.): p = +9125). There were 20 such 
cases among 192 HC. The difference between NT 
and HC is close to significance (F.e.: p = :o0619). If 
one considers unreplaced father loss before age 5, 
the difference between T and NT (8 vs, 23 cases) was 
again not significant (F.e.: p = +8529), but the 
difference between NT and HC was significant 
(F.e.: p = +0282). 


* This study was carried out at the Clarke Institute of 
Psychiatry and at the Alex G. Brown Memorial Clinic, 
Toronto, Canada, through Ontario Mental Health 
Foundation Grant No. 403. 


Unreplaced, loss of smother 

Before age 13 there were no significant differences 
between the T and 205 NT (4 vs. 18 cases, Fie.: p = 
- 5249) in unreplaced loss of mother, but a significantly 
greater number of NT claimed unreplaced lass of 
mother before age 13 years than did HC (8 among 
192 cases, F.e.: p = +0479). In the entire sample 
unreplaced loss of mother before age 5 was a very 
rare event. There were 2 such cases among the T, 
4 cases among the NT and 2 cases among HC. 


Raised by relatives or foster parents 

There were 11 such cases among the T, and 23 
among 205 NT. The difference is not significant 
(F.e.: p = +9794). However, there were only 8 such 
cases among the HC who indicated that up to age 12 
they were brought up for the longest time with 
foster parents or relatives. The difference between 
NT and HC is significant at p = +0068 (F.e.). Only 
6 among the 451 subjects in the total sample indi- 
cated they were brought up for the longest time in an 
orphanage or similar institution. 


Closeness to parents 

Those subjects raised by a couple for at least? 
three years were also asked whether they had felt: 
(a) closer to mother or other female who helped , 
raise them; (b) closer to father or other male who 
helped raise them, or (c) whether there had been 
very little difference. This was assessed for the 
periods between ages 6 to 12 and 13 to 16, separately. 
The frequencies of each answer ‘closer to mother’ and 
‘closer to father’ were compared separately as follows: 
‘a’ vs. ‘b’+‘c’, and ‘b’ vs. ‘a’+‘c’. For both periods 
there were no significant differences between T and 
NT in closeness to mother (F.e.: p = -4444 and p = 
+1785) and closeness to father (F.e.: p = +1018 and 
p = +1004). However, there were significant 
differences in the expected direction between NT and 
HC. Between 6 and 12 years of age, NT felt signifi- 
cantly closer to mother than did HC (x? = 43-496; 
p < -‘oo1) and there was a trend for them to feel 
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less close to father (F.e.: p = 0621). Between 13 
and 16 years of age the results were the same but 
more pronounced. NT felt significantly closer to 
mother than HC (x? = 71:249; p < ‘oor), and 
significantly less close to father (F.e.: p = -0007). 


SUMMARY AND DISCUSSION 


Transsexual and non-transsexual androphilic sub- 
jects did not differ significantly in unreplaced loss of 
father in childhood or in father-son relationships. 
This contradicts the assumption that transsexualism 
per se is due or mainly due to an unavailability of a 
father figure. There were also no gross differences 
between transsexual and non-transsexual. subjects 
with regard to unreplaced loss of mother, mother-son 
relationship or having been raised by foster parents or 
relatives. 

There was, however, a significant difference 
between homosexual and heterosexual subjects in 
unreplaced loss of father and/or mother, and signifi- 
cantly more homosexuals reported they were raised 
for the longest time by relatives or foster parents. In 

~ these cases father and mother figures were definitely 
available. These three differences between homo- 
sexual and heterosexual males could possibly be 
explained by the finding of Slater (1962) and of 
Moran (1968), Abe and Moran (1969) and Moran 
and Abe (1969), that the age of the parents, partic- 
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ularly of the fathers, at the birth of homosexual sons 
tends to be higher than in the general population. 
Whether this indicates a biological or psychological 
causal factor is to be left open. 

. The homosexual subjects indicated a significantly 
poorer father-son relationship than the heterosexuals 
and indicated more often that they were closer to 
mother. However, again this fact per se does not 
convey any information as to whether the disturbed 
father-son relationship was basically due to the 
behaviour of the father, the son, or both, and whether 
the high degree of closeness between mother and son 
was basically due to an overpossessiveness of the 
mother or to the son’s not breaking away from his 
mother’s protection. In either case, parent-child 
relations did not relate significantly to degree of 
gender identity disturbance. 
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Self-Poisoning in Adolescents 


By H. C. WHITE 


Studies in Great Britain concerning inten- 
tional self-harm in adolescents have been few 
(Haldane and Haider, 1967; Leese, 1969). 
Such behaviour amongst teenagers is now 
common, and usually takes the form of self- 
poisoning with drugs; in fact it is probably 
becoming commoner, although the reasons for 
this are not altogether clear, The present 
survey concerns 50 consecutive patients aged 
between i4 and 19 years, admitted to the 
General Hospital, Birmingham, following self- 
harm behaviour in 1970 and 1971. The lower 
age limit for the group was determined by 
hospital admission policy, since children under 
14 are admitted elsewhere in the city. All the 
patients had taken drug overdoses, and none 
had used other methods of self-harm, such as 
wrist-slashing. All cases classified as intoxication 
or poisoning within these age limits admitted 
to the hospital during the relevant period were 
scrutinized, and care was taken to make sure 
that no cases of intentional self-harm were 
being overlooked amongst so-called accidental 
poisoning. All patients in the intentional self- 
poisoning group were interviewed by the 
psychiatrist within 24 hours of regaining full 
consciousness. Information was obtained in 
a standard form covering specific aspects of 
the history. The parents (when available and 
willing) were seen either by medical staff or by 
a social worker in an open-ended interview. 
The Eysenck Personality Inventory (EPI) and 
Raven’s Progressive Matrices test were admini- 
stered by the psychiatrist at a later date, when 
all drug effects had worn off. 


Age, sex and civil status 

Table I shows the distribution of patients by 
age and sex. This group represents about 12 per 
cent of all patients admitted following self-harm 
episodes during the period studied. Females 
out-number males in the ratio 4:6 to 1. The 
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Age and sex. 50 patients 
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ratio of females to males aged 15-19 in the City 
of Birmingham (1966 census) is 1-or to 1, 
and persons in this age group, represent 
about 10 per cent of the population over 14 
years. Thus teenagers are admitted slightly 
more often following poisoning than would be 
expected were such admissions proportional to 
their numbers in the local community; consider- 
ing the sexes separately, however, the girls are 
significantly over-represented, and boys under- 
represented in this series. 

Three of our patients, all females, were 
married, compared with 1-8 expected on the 
basis of census figures. None were divorced, « 
separated or widowed. 


Place of origin 

Thirty-five patients (7o per cent) were born 
in Birmingham and 5 (10 per cent) in the 
remainder of the United Kingdom. Ten (20 per 
cent) were immigrants, 5 (10 per cent) from 
Jamaica and one each from Eire, India, Kenya, 
Mauritius and South Africa. 

Immigrants accounted for about 12 per cent 
of the City population in the 1966 census, 
about 42 per cent of these coming from places 
other than Ireland, Canada, New Zealand 





In depression or anxiety 





.often anxiety or agitation occurs in depressed patients treated with anti- 

depressant drug therapy. 

Serious depressive states can be uncovered when anxiety is treated by 
tranquillisers.”’ (Practitioner, 1972, 208, 511 
Priptafen-DA treats the depression AND the masked anxiety 

Triptafen-Minor treats the anxietv AND the masked depression. 
Triptafen-DA Tablets and Suspe nsion, and Triptafen-Minor Tablets contain amitriptyline hydrochloride 


BP (as amitriptyline embonate in the Suspension) with perphenazine BP. 
| ay 
| 


Full information is available on request. 
Priptafen isa trade mark of ALLEN & HANBURYS LIMITED LONDON E2 6LA | | & 





The first controlled release preparation 
of lithium carbonate in the world 








~~» 


The majority of depressive and manic-depressive patients 
experience an increase in frequency and intensity of relapse 
with advancing age. After three or more episodes patients 
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suicide also increases and more than 15 per cent will kill 
themselves. Retrospective studies suggested that as many as 
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and Australia, mainly from the West Indies 
and the Indian subcontinent. The proportion 
of immigrants in the age group under study is 
not known for the whole city. 


Social class 
Patients were grouped according to the social 
status of their parents, on the Register General’s 
Classification. The majority (41, 82 per cent) 
_-were from social classes III and IV (Table I). 


Otcupation 

> Table III gives the occupational status of the 
group. Two of the ‘unemployed’ females were 
actually full-time housewives. Amongst the 
employed group, 1 male and 7 females had 
an unstable work record, with as many as 
9 jobs in a two-year period. Including these 
with the unemployed (who were frequently in 
the process of moving from one job to another 
at the time of the self-harm gesture) 14 (28 per 
cent), had not established a satisfactory work 
pattern. 


Education 

Enquiry was made into the school record of 
these patients: 36 (72 per cent) attended a 
secondary modern school or equivalent, g (18 
per cent) were at grammar school, and 3 (6 per 
cent) at a comprehensive school. One had 














Taste II 
Social class, 50 patients 
* Social class Male Female 
I o o 
II I I 
TII 57 8 
IV 2 26 
V I 6 
Tase ITI 
Occupational status. 50 patients 
Occupational status Male Female 
Employed ae 6 27 
Unemployed .. I 8 
Full-time education 2 6 
Total .. >a 9 41 
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attended national school in Ireland, and one 
a primary school in Jamaica. Of those who 
had attended secondary modern school, 7 
patients were placed at the 5th percentile or 
below on Raven’s Progressive Matrices test. 
Only one of these had at some time been 
considered for placement in a special school. 
Nine patients who had attended secondary 
modern school scored at the 75 percentile or 
above (mean 86th percentile). Only one had 
passed the 11-plus examination. Of the nine 
patients from grammar schools 8 were placed 
at or above the 75th percentile (mean g2nd 
percentile), the remaining girl in this group, 
however, scored at the 15th percentile, and had 
a poor school record with frequent truanting. 

Among the g patients who had attended 
grammar school there were 6 who had adverse 
school reports for being idle, trouble makers, 
truants or a bad influence (the latter referring 
to a girl who left at 15 because she was preg- 
nant). This contrasts with only 5 adverse reports 
about the 36 secondary modern pupils. Poor 
school reports tended to be associated with 
family difficulties: thus, 5 of the 6 grammar 
school pupils with a bad school record came 
from homes with at least one absent parent or 
a high degree of emotional deprivation; 4 of the 
5 secondary modern pupils had an unsatisfactory 
home background, and the 5th had been on 
probation for theft and drug abuse. 

Those showing disturbed behaviour at school 
also tended to have lower IQs than their peers. 
Thus the 6 from grammar school scored on 
average at the 77th percentile on Raven’s 
Matrices, compared with the 3 with good 
reports who scored on average at the 97th 
percentile. The 5 with adverse reports from 
secondary modern schools scored at the 32nd 
percentile, compared with the average for the 
remainder at the 47th percentile. 


Intelligence 

The scores on Raven’s Progressive Matrices 
test were adjusted for age. The mean score was 
at the 52nd percentile. The distribution of 
scores is shown in Table IV. The difference 
between these scores and those expected on the 
basis of normal distribution of intelligence in 
the self-poisoning group only just fails to reach 
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Taste IV 
Distribution of scores on Raven's Progressive Matrices Scale. 50 patients 











Matrices percentile score .. 0-10 II-20 21-30 31-40 41-50 51-60 61-70 71-80 81~g0 gi—100 ~ 
Number of patients .. 10 4 4 I 5 4 4 2 7 9 
the 95 per cent level of significance. Thus it Method of self-harm 


seems likely that the excess of adolescents in this 
series scoring at the high and low ends of the 
intelligence scale represents a real difference 
which requires explanation. 


Personality 


The mean score for the group on the N scale 
of the EPI was 14:86 (standard deviation 6:65) ; 
this value is significantly higher than Eysenck’s 
value of 9-07 (standard deviation 4-78) for the 
normal population (p < 0-1). The group mean 
score on the E scale was 12:'08 (standard 
deviation 9-69); this does not differ from 
Eysenck’s norm of 12:07 (standard deviation 
4°37) 

Religion 

Table V gives the stated religious affiliation 
of the self-harm group. It will be seen that 
those professing the Roman Catholic faith 
present with greater than expected frequency 
calculated from a control of 100 consecutive 
patients aged 15-19 admitted to the General 
Hospital, Birmingham, for reasons other than 
self-poisoning. The difference just fails to reach 
the 95 per cent level of significance. 


TABLE V 


Religion. 50 patients. Compared with numbers expected on 
basis of control group of 100 admissions 





Number of Expected 

Religion patients number 
Church of England 29 31I 
Roman Catholic .. 14 9 

Baptist os ae 2 a5 
Methodist .. 1 2 
Hindu I — 
Moslem I I 
Agnostic .. I — 
Not specified 1 3 





All these patients employed drug ingestion 
as the method of self-harm. The drugs claimed 
to be used are listed with frequencies in Table 
VI. The use of aspirin or barbiturates was 
confirmed by laboratory testing of blood levels.* 
No other drugs were tested for routinely, and 
we depended upon the patients’ or relatives’ 
description, plus circumstantial evidence, for 
drug identification. 


Precipitating factors 

Patients were asked what, if anything, pre-* 
cipitated the self-harm episode. It will be seen 
from Table VII that 35 (70 per cent) of the 50 
were experiencing difficulties with important 
persons in their environment. This compares 
with 42 per cent of 223 self-poisoning cases of all 
age groups admitted to the same hospital during 
a one-year period (White, 1972). The cause of 
the disagreement was sometimes trival. Thus, 
a 16-year-old girl took 50 aspirin tablets follow- 














Taste VI 
Drugs used in self-poisoning 
e 
Times Times 
used as used as 
Drugs used primary secondary 
poison poison 
Analgesic (aspirin, adres oe 
mol ete.) .. 18 
Barbiturate .. ies 8 I 
Non-barbiturate hypnotic lia 7 
Diazepam, E E 4 
Phenothiazine 3 
Tron preparation 3 
oe 2 2 
Franol ; 2 
Alcohol — 3 
Other 3 3 
Total 


'| on 
[e] 
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Taste VII 
Precipitating factors 
Number of 
Precipitating cause patients 

Disagreement 

Marital 3 

Family 13 

Other 19 
Academic worries 4 
Concern regarding physical il ill- 

ness 3 
Pregnancy I 
Other .. 2 
Unknown to patient “5 

Total .. 50 


ing a row with her boy friend concerning the 
way her hair had been cut. On the other hand 
patients often felt overwhelmed by their very 
real difficulties. A 17-year-old girl took 24 
butobarbitone tablets after an argument with 
her father. He had recently suffered a stroke, 
making it necessary for the patient’s mother to 
go full-time to work. This her mother resented, 
and by implication placed the burden of the 
family’s financial future on her daughter, who 
in turn felt trapped in an unrewarding family 
situation. The overdose can be seen as an explicit 
demand to escape, and as a covert request to 
remain within a family with attitudes modified 
to recognize and reward her contribution. 
Among the more impersonal causes of emo- 
tional distress, examination worries and physical 
disease were numerically the most important. 
Two girls were pregnant, and one mistakenly 
believed herself to be so. It is noteworthy that 
these two patients were not primarily distressed 
by the idea of pregnancy; but by the fact that the 
father of the child neglected them.It seems that 
pregnancy was incidental in these cases, except 
that it may have accelerated the man’s departure. 


Intent at time of self-poisoning 

All patients were asked what they had 
intended to achieve by taking the overdose of 
drugs. The majority (7 M., 20 F., 54 per cent) 
were unable or unwilling to say, or used some 
vague expression like ‘it just came over me’, or 


most commonly, ‘I was fed up’. They were 
unable to indicate any specific hoped-for 
outcome. 

Twenty-three patients (2 M., a1 F., 46 per 
cent) were more definite about their miotives, 
and Table VIII records their stated intent. It is 
noteworthy that by the time of the first inter- 
view only three patients, all female, still ex- 
pressed the wish to be dead. The attitude of 
these girls was petulant and resentful rather 
than melancholic. There was a general lack of 
planning for the overdose, most patients either 
having the drug immediately available, or 
acquiring it on the day of ingestion. 

Evidence was sought from patients and their 
relatives about the length of time of suicide had 
been contemplated, if at all. Two males and 7 
girls (18 per cent) had either given hints of 
self-destruction or admitted to thinking about 
it in a serious way for a week or more before 
the overdose. Most parents, justifiably or not, 
expressed themselves as completely surprised by 
the event. 


Diagnosis 

Table IX gives the diagnosis assigned to these 
patients. It is notable that no one was judged 
to be suffering from a depressive psychosis. 
Nineteen females and one male (40 per cent) 
were thought to present no psychiatric disorder 
at all, or at the most suffered what could 
loosely be called an adolescent crisis. By this is 
meant an episode of acute emotional upheaval, 
against a background of normal development, 
precipitated by problems, usually temporary, 
of the sort that appear peculiarly intense to 
the adolescent. These include difficulties with 


Taste VIII 
Intent at time of self-poisoning stated in retrospect. 
23 patents 
Stated intent Male Female 
Death .. = z 2 9 
Escape .. : Pr 3 
Influence others ae 6 
Sleep... in 2 
Procure abortion I 
Total .. he ar 2 21 
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Tass IX 
Principal diagnosis: 50 patients 


Number of patients 











Diagnosis 
Male Female 
Neurotic depressive reaction 5 II 
Adolescent emotional crisis .. — 8 
Personality disorder ia 2 10 
Anxiety state a a I — 
Hysterical reaction .. — I 
No psychiatric abnormality I II 
Total .. si sA 9 41 








authority figures, uncertainty about sexual 
identity and apprehension about achieving 
independence. 

Neurotic depression was diagnosed in 16 
patients (5 M., 11 F., 32 per cent), who formed 
the second largest group. This label was used 
when depression of mood in reaction to environ- 
mental problems with consequent failure to 
adopt an active problem-solving approach had 
become an important part of the individuals’ 
life style, in the absence of those symptoms 
regarded as psychotic. Thus depression was not 
experienced by these patients merely in relation 
to the events preceding the episode of self-harm. 

Twelve patients had personality disorders 
(2 M., 10 F., 24 per cent), 3 of this group 
being further defined as schizoid, and one 
epileptic. It is difficult to achieve diagnostic 
precision within this category, and it is likely 
that different observers would not assign the 
label with equal frequency. It is used here for 
those patients who have displayed feckless 
irresponsibility, reacting to transient pressures 
rather than to long-term prospects, inability to 
learn from experience, little thought for the 
feelings of others, lack of enduring emotional 
warmth and poor awareness of moral issues. 

A typical example was a 17-year-old boy who 
took Librium and Ampicillin belonging to his 
mother after returning home from the public 
house having drunk seven pints of beer. He 
drank regularly to excess; he had attended a 
child guidance clinic for four years during 
which time he ran away repeatedly, had spent 
three years in an approved school for theft, 


and was currently on bail for breaking and 
entering. He had had seven brief jobs in two 
years, and could name no steady friends of , 
either sex. 

One female patient presented with a hysterical 
neurosis, and one male had an anxiety state of 


long standing. 


Previous medical history 

Thirteen patients (26 per cent), 9 female and 
4 male, had a history of previous psychological 
disorder sufficiently severe to have received 


medical care: Of these, 5 females and one male , 


had presented with behaviour disorders, in- 
cluding drug abuse in one instance. One of 
these children had received residential care, 
one had been to an approved school and two 
had served periods of probation. 

Four girls and two males had received pre- 
vious treatment for depression. These episodes 
had all occurred after the age of 12 and as far 
as could be judged had all been of the neurotic 
variety, though two of the patients had received 
ECT at the age of 17. 

One additional male patient had been treated 
for anxiety symptoms, stutter and tremulousness. 

Ten of the group had been treated for physical 
ailments, amongst which psychosomatic com- 
plaints figured prominently. Thus, there were 
two cases of epilepsy, two of asthma, two of 
enuresis, and one of migraine. In all, 22 (44 per 
cent) of the group had received previous 
medical care for other than trivial childhood 
complaints. 

Seven (14 per cent) patients, all female, had 
taken one previous drug overdose, the youngest 
of these being aged 13 at the time. As a sub- 
group they had a low mean score on the 
Matrices Test (36th percentile, 5 patients below 
50th percentile), and a high mean score on 
the N scale of the EPI (mean 16, 6 patients above 
the mean for the whole group). 


Family psychiatric history 

Nine patients (1 M., 8 F., 18 per cent) gave 
a history of psychiatric disability in first-degree 
relatives of sufficient severity to merit medical 
treatment. Six mothers were affected, three 
with depressive psychosis, two with neurotic 
depression and one with an anxiety state. Of 
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the fathers, three were alcoholic and one 
suffered from a depressive reaction following a 
stroke. The one afflicted sibling in the series was 
` an elder brother with a history of mixed neurotic 
breakdown. 


Disturbed behaviour 
The following additional indices of disturbed 
behaviour were encountered in the group. 


Absconding from home before age 


of 15... i : 5 cases 
Seriously aggressive behaviour : i “2 cases 
Illegitimate pregnancy .. 5 cases 


Court appearance for theft 

Court appearance for drug abuse 
Approved school . 

Remand Home 


4 cases 
2 cases 
I case 
I case 


_ Family background 

Twenty-five patients (4 M., 21 F., 50 per cent) 
were found to have undergone physical separa- 
tion from parents before the age of 14. Table X 
shows the ages at which separation occurred. 

In 15 cases the father left the marital home, 
and in one case the father was murdered; 8 of 
these mothers were unable to cope with the 
new situation and passed the child to maternal 
grandparents, or in one case to an Aunt. 

Seven of the children had lost their mothers in 
childhood; two mothers had died, and five 
deserted their families. Both bereaved husbands 
- remarried, and relations between the step- 
nfothers and patients were poor. 

One girl separated herself from her quarrel- 
some parents by running away to her grand- 
mother when she was 12. The last patient in this 
deprived group was placed in care when the 
parents separated by mutual consent. She had 
many placements, failed to settle in any of them 
and frequently absconded. 


Taste X 
Age at separation from parents. 25 patients 


Age at separa- 
tion (years) O-r1 1-2 2-3 3-4 8 10 12 14 





Number of 
patients .. 3 7 3 2 I 3 5 I 
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A further eight female patients (16 per cent) 
were found to have had severely disturbed 
relations with one or both parents. Most often 
the father was the nuclear problem in the 
family. 


Time in hospital and disposal 

The mean duration of hospital stay for the 
whole group was 2°6 days, range 1 to 14 days. 
If we exclude the five patients who stayed more 
than 5 days, the mean stay diminishes to 2:1 
days. 

Fifteen (30 per cent) of these patients were 
discharged home in the care of their parents 
without formal follow-up arrangements. Their 
general practitioners were informed of the 
situation, and the patients invited to refer 
themselves back to the clinic if things became 
difficult again. Follow-up appointments in the 
psychiatric department were arranged for 28 
patients (56 per cent). Of these, g subsequently 
failed to attend, 6 for the first appointment. 
Enquiry of general practitioners and coroners’ 
offices showed that none of these had taken a 
further fatal overdose by the time of the missed 
appointment. Four patients were referred for 
out-patient social worker support, one to a 
medical clinic, and one to the children’s depart- 
ment of the local authority. Only one patient 
was transferred to a psychiatric hospital. 


Follow-up 

It proved possible to obtain information 
about 40 (80 per cent) of these patients one 
year or more after the self-poisoning episode. 
All 40 were alive. Six had required admission 
to psychiatric hospitals. The diagnoses in these 
cases were: schizoaffective reaction (1 case), 
depressive reaction (2 cases, both received ECT), 
personality disorder (2 cases), epilepsy with 
personality disorder (z case). Four other 
patients had been involved in self-poisoning 
episodes. An attempt was made to grade the 
patients’ condition at review on the basis of 
mood, interpersonal relations, and job stability. 
Twenty-eight (56 per cent) were thought to be 
improved, while 12 (24 per cent) showed no 
change or were worse. Those patients not 
available for follow-up had all changed addresses 
or were not known to general practitioners; the 
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seemed an unstable group unlikely to show less 
morbidity than the rest. Thus probably a 
quarter of adolescents presenting with over- 
doses will continue to be disturbed for at least a 
year thereafter. 


Discussion 

Intentional self-harm amongst adolescents is 
particularly a problem of the female. They 
outnumbered males in the ratio 4:6: 1 in the 
present series, and accounted for 22 per cent of 
all females who had taken overdoses and were 
admitted to the General Hospital, Birmingham, 
during the period of this study. This pre- 
ponderance of females has been found every- 
where the problem has been studied, the pro- 
portions varying from 6:1 to 2:1 (Tuckman 
and Connon, 1962; Leese, 1969; Moch, 1969; 
Jacobziner, 1965; Haldane and Haider, 1967). 
The number of married girls in the present 
group was higher than expected from census 
figures. A similar trend has been observed by 
Evans (1967) and White (1972). It seems likely 
that girls marrying in this age range include a 
significant proportion of those seeking in 
marriage an escape from emotional problems. 
Neither of the two illegitimately pregnant girls 
in the series mentioned pregnancy as the reason 
for the overdose, rather it was desertion by their 
paramour that upset them. In this connection 
it is interesting to note that of the approximately 
1,600 women admitted to this hospital following 
drug overdose during the eight years 1964 to 
1972, about 5 per cent have been pregnant. 
Some have later undergone abortion, but none, 
to the best of the author’s knowledge, has been 
admitted, still pregnant, after being refused 
therapeutic abortion. Hence such refusal is 
likely to be an uncommon cause of self-harm in 
women, compared with other factors. 

There is a tendency for these patients to come 
from a rather higher social group than adults 
taking overdoses (Bergstand and Otto, 1962; 
Jacobziner, 1965). This contrasts with the 
findings from studies involving all age groups, 
where hospital admission after self-harm be- 
haviour is commoner amongst the lower socio- 
economic groups. 

The educational background of the patients 
deserves comment. A higher proportion than 
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expected had attended grammar school, and 
these pupils were notable for the number of 


behavioural problems they presented. There + 


was evidence that transfer to grammar school 
had placed a further strain upon family stability, 
already precarious in these cases. Only one of the 
nine grammar school pupils had a parent who 
had received similar education, and there was a 
total lack of academic interest amongst all but 
one set of parents. Hence these children were 
forced to work in isolation, without support, 
guidance or encouragement from home. In 
some cases, indeed, they were subject to adverse” 
criticism within the home because of the time 
devoted to study. Perhaps this type of difficulty 
found by intelligent children from uninterested 
homes accounts for the high end of the unusual 
biphasic intelligence distribution in this small 
series. We found no convincing explanation for 


the relatively large proportion of children with } 


below-average intelligence as measured by the 
matrices scale, other than the obvious one that 
all problems are presumably more difficult for 
these children to solve. Previous evidence 
concerning the intelligence of adolescents taking 
overdoses is conflicting. Belle st al. (1970) found 
a similar clustering at the extremes of intelli- 
gence, while Moch (1969), in another study of 
French children, found that intellectual level 
was not a related factor. 

Where immigrants are present in a com- 
munity they tend to be over-represented 
amongst adolescents taking overdoses. In New 
York, Jacobziner (1965) found that Puerto 
Ricans, with 11 per cent of the population, 
constituted 22 per cent of the patients. In the 
present study, the immigrant group accounted 
for 20 per cent of the patients, compared with 
12 per cent in the local population. There were 
interesting differences in the place of origin of 
the adolescent immigrants as compared with 
the immigrants in a previous group of patients 
of all ages over 14 admitted to hospital in 
Birmingham after intentional self-harm. In the 
latter case, immigrants born in Eire predomi- 
nated, while of the youngsters in the present 
series the majority came from the West Indies. 
This may be related to pattern of immigration, 
the impression being that more Irish immigrants 
spend their childhood in Ireland and come to 
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England as adults, while dependants of Com- 
monwealth immigrants may arrive during 
childhood or adolescence. 

There was a strikingly similar background in 
the case of the five West Indies immigrants en- 
countered in this study. In each instance the 
child had been left behind in Jamaica, usually 
with the maternal grandparents, whilst one or 
both parents went to England. Years later, 
they were sent to join the family in England. 
By that time, however, these family units were 
quite different, parents having married, sepa- 
rated, or found new consorts, and produced 
more children. Not unnaturally the newcomers 
found it difficult to re-establish harmonious 
contact. They complained in particular that 
the parents continued to treat them like 
children, as though they had not grown up at 
all in the years of separation. They tended to 
resent the rather casual way in which parents 
had split up and re-formed new family units, 
into which they were expected to fit without 
comment and without disturbing the new 
equilibrium. This process is further reflected in 
the high numbers of West Indian children in 
care of the local authority in Birmingham, and 
would seem to justify official advice and 
counselling of intending immigrants in the 
country of origin. 

In a previous study from Birmingham (White, 
1972), the author commented upon the rela- 
tively high incidence of those professing the 
Roman Catholic faith admitted following 
intentional self-harm, and other workers else- 
where (Middleton et al, 1961; Whitlock and 
Schapira, 1967; Gabrielson et al., 1970) have 
made similar observations. The present author 
suggested that in the Birmingham series the 
finding was due to immigrants from Eire being 
over-represented. However, amongst the present 
adolescent group there were more nominal 
Roman Catholics than would be expected from 
a control group of 100 adolescent patients 
admitted to the same hospital, whilst there 
were fewer Irish immigrants than expected from 
census figures. Hence the incidence of the 
latter cannot explain the religious differences 
found in this instance. The significance of such 
findings is not clear, particularly since rates for 
actual suicide amongst Roman Catholics are 


said to be low in predominantly Protestant 
countries (Stengel, 1964). In Birmingham, 
Roman Catholics tend to be more devout in 
the practice of their religion than Protestants 
(Morphew, 1968). Perhaps this predisposes to 
a greater sense of guilt and distress when things 
go wrong, particularly when moral issues are 
involved, which could precipitate self-destructive 
behaviour. However, it was not the impression 
that the Catholics in this study were subject to 
unusually powerful super-ego restraints. 

The present study emphasizes the observation 
made by previous authors concerning the high 
incidence of parental deprivation, physical or 
emotional, suffered by groups of adolescents 
involved in self-poisoning (Bruhn, 1962; Hal- 
dane and Haider, 1967; Leese, 1969; Sabbath, 
1969; Tuckman and Connon, 1962). Fifty per 
cent of the present patients had lost one or 
other parent before the age of 14, and a further 
16 per cent had obviously impaired relations 
with one or both parents over a long period of 
time. The life histories of these children revealed 
quite remarkable vicissitudes. 

In the disturbed families where both parents 
were living, the father was most often the 
nuclear problem. Two patterns emerged. One 
(three families) involved fathers who were rigid, 
strict disciplinarians, displaying marked hostility 
towards their children. They laid down rules 
for their offspring’s behaviour which were so 
coercive and divorced from the child’s experi- 
ence outside the family as to invite rebellion and 
hence further recrimination. Haldane and 
Haider (1967) noted this type of aggressive 
dominance in the majority of fathers of thirty 
adolescents studied in Fife after taking overdoses. 

The other pattern noted in four families from 
the present study was of fathers who were 
irresponsible, ineffective, habituated to drink 
and gambling, sporadically violent, but basic- 
ally indifferent to family needs. They failed to 
give support to a steady pattern of family life 
and involved their wives in constant argument 
and anxiety which left them little time or 
enthusiasm for the business of consistent child 
rearing. Porot et al. (1968), reporting on suicidal 
behaviour in forty French adolescent girls, 
noted a similar background of lack of paternal 
authority, 
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In discussing the importance of family rela- 
tions in the genesis of suicidal behaviour, other 
workers have emphasized the hostility, overt or 
latent, of the parents towards their children. 
Schrut (1964) suggested that total rejection by 
the parents produced depressed children, while 
rejection disguised and modified in its expression 
by guilt produced hyperactivity, acting out and 
delinquency. In both groups he suggested that 
the adolescents suicidal behaviour was para- 
doxical, designed ultimately to secure maternal 
love. While this parental rejection certainly 
occurred in some cases in the present series, 
involving the hostile fathers noted earlier, the 
commoner family atmosphere was of more 
generalized disquiet, with aggression erupting 
intermittently as an inevitable response to 
unbearable emotional tensions. These in turn 
were related fundamentally not to personal 
animosity but to the difficulty family members 
had in resolving the real life problems which 
beset them. Quite often, indeed, the parents or 
parent seemed basically well meaning, but feeble 
and inefficient in the business of day to day 
living. This might lead them to place undue 
burdens or restrictions upon their children, or 
use them as easily available scapegoats when 
things went wrong, but there was seldom an 
attitude of consistent underlying malevolence. 
In some of these disturbed families, psychiatric 
illness in first degree relatives clearly placed an 
additional stress upon the patient. 

The reason for the self-harm gesture at the 
actual moment of decision can seldom be fully 
understood, and it seems likely that the nature 
of the motivation shifts over the years with 
changes in cultural background. Stengel and 
Cooke in 1958 emphasized the signal value of 
the action calculated to mobilize long overdue 
medical and social help. The fact remains that 
15 years earlier such ‘signals’ were a relative 
rarity in this country, although it is unlikely that 
conditions for adolescents were any less difficult. 
Today, some self-poisoning episodes may still 
have an appeal function, but the appeal is more 
often interpersonal than directed to any outside 
helping agency. The patient wishes to modify 
the outlook of those close to her. If outside help 
is offered in this situation it is often rejected. 
Some patients reject medical intervention as 
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soon as they are able, using such expressions as 
‘What do you want with me, I didn’t ask to be 
brought here in the first place’. In the author’s 
experience, this type of response is commonest ` 
in the group who show significant resentment 
and petulance in their reactions to life, and in 
these patients the overdose is often a hostile act. 
Of 28 patients in this series who accepted inter- 
vention initially and were offered out-patient 
psychiatric care, 9 failed without explanation to 
attend the next appointment. This reluctance or 
inability to remain in a treatment situation or 
to ask for help was noted by Tuckman and . 
Connon (1962) and Morrison and Collier (1969). ‘ 
Thus the appeal function of the self-poisoning 
episodes may be important in fewer cases now 
than it was. Indeed by 1970 Stengel was 
suggesting that these patients were incompletely 
aware of the purpose of the act and wished both 
to live and to die. 

It is tempting to assume that the epidemic of - 
self-harm has an imitative basis like the curious 
hysterical illnesses that sweep through girls’ 
schools from time to time, and in the U.S.A. 
Teicher and Jacobs (1966) found that 44 per 
cent of their patients had a friend or close 
relative who had committed or attempted 
suicide. In the present series only 8 patients (16 
per cent) admitted to knowing or being influ- 
enced by an acquaintance who had taken a 
tablet overdose. 

Clinical assessment of these patients revealed 
two main patterns of reaction, which related to 
motivation. Those patients who were judged to 
be experiencing a neurotic type of depression 
were found to be miserable, pessimistic, and 
hopeless about their chances of altering circum- 
stances in their favour. This mood had often 
been precipitated by withdrawal of or rejection 
by an important person, and the overdose was a 
way of expressing inability to cope with this. 
The mood of depression often proved transient 
in hospital, although likely to return with fresh 
problems. The other group of patients with 
personality disorders were inclined to be 
petulant and aggressive, sometimes presenting 
initially with mute anger only thawed with 
difficulty or not at all. These patients saw 
themselves at odds with a hostile world, which 
had rejected them, and the self-harm was a 
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further gesture of defiance. Often the episode 
was part of an endless series of acceptance- 
testing acts by the patient which only too often 
resulted inevitably in further rejection. Schrut 
(1964) found a similar dichotomy, but we were 
unable to confirm the close correlation with 
specific parental attitudes that he described. 

Many of these patients show a lack of self- 
esteem, and experience considerable anxiety. 
This is reflected in the higher than normal 
values scored by the group on the neuroticism 
scale of the EPI. The background of family 
turmoil, rejection, inconsistency and separation 
may cause these patients to expect continuing 
disaster, so that they are in a state of anxious 
over-arousal. Coupled with relative absence of 
training in long-term problem-solving tech- 
niques in their lives, this could well produce 
hasty ill-considered escape activity of which the 
drug overdose is one example. However, such 
hypotheses, even if sound, do not explain the 
ultimate choice of this form of self-harm, which 
is a recent phenomenon, whilst anxiety and 
family disruption have always been with us. 
We must look to more general cultural factors. 
These include a greater tendency to public 
acting out in face of frustration, which is a 
feature of the contemporary scene, the greater 
use of medication by all sections of the com- 
munity, and the abuse of drugs by some. Lack 
of moral sanctions against self-harm as a 
result of change in public attitudes must also 
be important. We are still in a phase where an 
pverdose of drugs is seen by the general public 
as an attempt at suicide, indicative of deep 
distress, and on the whole deserving of sym- 
pathy. There are, however, signs that the 
power of the act as a means of advocacy is 
diminishing, and this may eventually result in a 
decline in such behaviour. 

Formal psychiatric nosology is often in- 
appropriate in considering the problems and 
needs of this group of patients. Many of these 
youngsters have no clear psychiatric illness, and 
cannot be compulsorily treated. Porot et al. 
(1968) found no psychiatric disorder in the 
classic sense in a group of 40 adolescent females 
who had taken overdoses, and in the present 
series less than half were considered to display 
a neurosis. Studies reported from the United 
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States (Balser and Masterton, 1959; Senseman, 
1969) found go per cent and 33 per cent, 
respectively of adolescent self-harm cases to be 
schizophrenic. Study of the protocols suggests 
that diagnostic criteria and methods of case 
selection could influence these results, and it is 
doubtful whether any unselected series in this 
country would yield such a high count of 
psychosis. 

A number of these young people reject the 
patient role, having come into medical care 
merely as a result of the way society organizes 
its medical services. In these circumstances, it is 
doubtful whether the psychiatrist has anything 
of greater relevance to offer these motiveless and 
unenthusiastic patients than other helping 
agencies. Where help is acceptable, family 
therapy designed to increase the emotional 
rewards offered by key persons to the patients 
may re-stabilize the situation. Schrut and 
Michels (1969) found guidance and counselling 
of more value than profound insight therapy, 
and the author would agree with this. 

A considerable proportion of these patients 
remain disturbed. Banter et al. (1968) followed 
176 adolescents admitted with overdoses in the 
United States, and found that 42 per cent made 
a subsequent suicide attempt. The morbidity in 
the present study was not as high as this, 12 per 
cent of these followed up for one year being 
involved in a further episode of self-harm. This 
is in line with the findings of Haldane and 
Haider (1967) from Fife, where 10 per cent of 
their group took a subsequent overdose. The 
initial overdose may usher in a psychiatric dis- 
order of some severity, for although none of our 
patients was judged psychotic at first interview, 
three developed borderline or psychotic illnesses 
during the next twelve months. 

The effects of treatment are difficult to judge; 
14 of 17 patients who remained in therapy or 
were discharged seemed better after a year, as 
did 8 of 13 who were not offered treatment. 
The latter were not seriously disturbed in the 
first place, and the former proved self-selecting 
by being motivated to continue therapy. It is 
perhaps significant that all three patients 
available for follow-up who had withdrawn 
from treatment took further overdoses, and of 
the 8 patients who were offered treatment and 
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could not be traced after one year, 6 had failed to 
continue with therapy. Thus withdrawal from 
treatment may be an ominous sign, and makes 
success unlikely for prevention programmes 
based ‘upon recognition of disturbed patients, 
followed by out-patient therapy. More active 
persuasion, with increased domiciliary work 
and support by Social Service Departments 
would be necessary, of a kind hardly available 
with present staffing structures. More funda- 
mentally, changes at socio-political level would 
be needed to reverse the trend towards intra- 
and extra-punitive acting out against frustra- 
tions that can hardly be more severe today 
than 25 years ago. Greater restraint in the 
prescribing of antidepressant and tranquilizing 
drugs would also help. 


SUMMARY 

Fifty consecutive patients aged 14-19 ad- 
mitted to a city general hospital following 
deliberate self-poisoning were studied. The 
majority were girls from social classes III and 
IV. Immigrants were over-represented. Group 
mean scores on the N scale of the EPI were 
high, and there was a bimodal distribution of 
scores on Raven’s Progressive Matrices. Most 
patients had suffered family separation or 
disturbance, and the overdose followed inter- 
personal crises. Few had formal psychiatric 
illness. Withdrawal from treatment was common. 
Over half the patients were improved after 
one year, but up to one quarter continued 
disturbed. 
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The Prevalence of Suicide and Parasuicide (‘Attempted 
Suicide’) in Edinburgh 


By PETER KENNEDY, NORMAN KREITMAN and IRENE M. K. OVENSTONE 


The aim of this paper is to describe and 
compare the prevalence patterns of completed 
suicide and so-called ‘attempted suicide’ or 
parasuicide, as they occur in a single, defined 
population over the same period of time. 

Since the classic thesis by Stengel and Cook 
(1958) it has been generally accepted that these 
two forms of suicidal behaviour are probably 
distinct, and that the most potent means of 
confirming this hypothesis is by epidemiological 
techniques. To date, however, the epidemio- 
logical evidence to support this supposition has 
usually been drawn from different and often 
disparate populations, and has been further 
marred by poor definition of the populations at 
risk, rather limited case-finding techniques, and 
by the vexed questions of the appropriate 
definitions of both suicide and parasuicide. We 
hope that the present study goes some way 
towards remedying these defects. As most of the 
methodological details have been set out 
elsewhere (vide infra) the design will be pre- 
sented only in outline, major attention being 
given to the final results. 


METHODS 


Two surveys were conducted in the City of 
Edinburgh, covering the whole of 1970; one 
was concerned with suicide, the other with 
parasuicide. 

Suicides were defined and identified in two 
ways. One definition was a legal one, namely all 
residents of Edinburgh officially recorded as 
suicides by the Crown Office. The second 
definition included any act of self-damage 
which on the balance of evidence was consid- 
ered to be deliberately initiated and which 
resulted in the individual’s death. This is a 
wider definition than the legal one, which in 
Scotland, as elsewhere, calls for clear evidence 
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that death was the intended outcome of the act. 
The data upon which the decision was reached 
were more ,extensive than those routinely | 
available to the legal authorities, and included . 
information from local psychiatric services, 

general practitioners and other sources. In 

ascertaining the number of suicides over the 

survey year, all suspicious deaths notified to 

the Crown Office, including accidents, were 

reviewed. The use of this wider definition of 

suicide and ancilliary sources of information . 
resulted in 69 suicides being identified as com- 
pared with 41 recognized by the Crown Office.* 
Full details have been presented elsewhere 
(Ovenstone, 1973a, 1973b). 

Similarly, two criteria were available for 
parasuicide. The first was the operational one 
used for many years in Edinburgh, comprising 
all cases of deliberate self-poisoning or self- 
injury admitted to the Regional Poisoning 
Treatment Centre (R.P.T.C.) from within the 
city boundary. It has been established in recent 
years that the R.P.T.C. admits over 98 per cent 
of all hospital-referred cases of poisoning in 
adults occurring in the City of Edinburgh. The 
second source of data was a prospective survey 
carried out in general practice. A 25 per cent 
random sample was drawn from all the 130 
Edinburgh general practices, and 94 per cent of 
doctors in this sample agreed to collaborate. 
The total population at risk was 82,963 adults, 
and data on the age, sex and area of residence 
composition of this population were obtained 
from Executive Council records. The general 
practitioners notified all cases of poisoning and 
self-injury to the investigators, who subsequently 


* The Registrar General officially recognized a few 
more suicides than the Crown Office, but for simplicity of 
presentation, and because the discrepancy was small, 
only the Crown Office figures are considered here. 
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decided if the episode fell within the definition 
of a non-fatal deliberately initiated act. In 
this way, 278 episodes of parasuicide were 
identified, of which 84 (30 per cent) were not 
treated in the R.P.T.C.; 201 persons were 
involved, of whom 42 (21 per cent) were never 
seen in the R.P.T.C. during the year of study. 
In calculating the rates, corrections were 
introduced to allow for inflation error in the 
Local Executive Council records, and it is 
these corrected rates which are presented below. 
Full details have been given elsewhere (Kennedy, 
1971; Kennedy and Kreitman, +973). - 

It is worth mentioning here that enquiry 
from general practitioners turned out to be a 
very poor case-finding method with respect to 
completed suicide. In the general practice 
survey the doctors were asked to report fatal 
episodes of self-poisoning and self-injury as well 
as non-fatal ones, but they only identified 8 
completed suicides in their practices during 
1970, whereas scrutiny of the Crown Office 
records identified 16 suicides from within these 
practice populations. Enquiry revealed that the 
suicides which general practitioners failed to 
report were unknown to the doctors concerned 
because they had received no information from 
the police or Procurator Fiscal and had not been 
involved at the time of the patient’s death. 


RESULTS 


The parasuicide rates given below are person 
rates. Episode rates are not shown, but it should 
*be noted that 19 per cent of parasuicides 
repeated at least once during the year of study, 
and that the overall episode/person ratio was 1°38. 


Sex-specific rates 

The histogram (Fig. 1) compares the sex- 
specific rates for parasuicide and suicide. 
Using either definition for parasuicide, the 
rates for women are higher than for men, 
whereas the converse is true for-suicide. The 
parasuicide rates are of course very much 
higher than those for suicide, and this is parti- 
cularly so in women, as is shown in Table I. 


Age-sex specific rates 
Figs. 2 and 3 show that in both sexes the peak 
rates of parasuicide are among teenagers and 
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young adults, and that the parasuicide rates 
decline with advancing age. The opposite is 
true for suicide, where the rates increase with 
advancing age. This age gradient in rates of 
suicide is less obvious from the Crown Office 


Tase I 
Parasuicide (persons) {Suicide ratios 
Ratio, Hospital Ratio, G.P 
parasuicides/ parasuicides/ 
Factor Crown Office Ovenstone 
suicides suicides 

Sex M 10°7 8-3 
F 245 17°38 
Age 15-34 40°2 38-6 
35-54 13°9 10°9 
55+ 6-9 3'4 
Area I goo 21I 
Il 15°5 9'2 
ii 141 147 
Social I-+-II 9°7 8'0 
class IH 18:5 13°3 
-IV 19°2 ILS 
YV 14°0 19*4 
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statistics than from those compiled from special 
study, and this is particularly so for suicides 
among women. Table I shows that whereas 
parasuicide is almost 40 times more common 
than suicide among young adults it is only three 
times more common among the over 55's. 
Ratios of crude rates which ignore age and sex 
are thus of little meaning. 


Area-specific rates 

In calculating area rates the city was divided 
into three composite areas by clustering the 23 
city wards after ranking them according to the 
1969 hospital-based parasuicide rates, Area I 
having the highest rates and Area III the lowest. 
Figs. 4 and 5 show that the steep gradient in 
parasuicide rates from Area I to Area III was 
confirmed in general practice. The suicide 
rates in males show a similar though less marked 
trend, but in females there is no such gradient 
in area rates for suicide. 

Area I, which has very high rates for para- 
suicide in both sexes and high rates for suicide 
in males, is comprised of the central city slums 
and a large overcrowded tenement housing 
area developed in the late 1930s to rehouse 


those living in the worst central districts. 
Area II, with intermediate rates for para- 
suicide, is characterized by an inner band of 
largely working class suburbs which border on 
the city docks. Area III with relatively low 
rates of parasuicide comprised the solid, 
respectable, predominantly middle-class suburbs 
on the west side of the city. 
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Social-class-specific rates are not available, 
but some cautious inferences can be made from 
previous studies and the parasutcide/suicide ratios 
shown in Table I. Hospital studies in Edinburgh 
have repeatedly shown a steep upward gradient 
in rates of parasuicide with descending social 
class, at least'for men. The fact that parasuicide/ 
Suicide ratios varied little with social class 
suggests that both parasuicide,and suicide rates 
increase in parallel down the social scale. 


Overlap between suicide and parasuicide 
The overlap between the parasuicide and 
suicide populations should be noted. Two (1 
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per cent) of the 20r persons involved in para- 
suicidal acts in 1970 had committed suicide 
before the end of the year. Forty-one per cent 
of the suicides detected in Edinburgh during 
1970 were found to have a history of parasuicide 
at some time in the past. 


Discussion 


The more extensive case-finding techniques 
nsed in this study showed that hospital data 
underestimated the frequency of parasuicide 
by at least 30 per cent for episodes and 20 per cent 
for persons, and that Crown Office statistics 
under-estimated the frequency of completed 
suicide by at least 41 per cent. These propor- 
tions were certainly large enough to represent 
potentially serious sources of bias in the hospital 
and Crown Office samples of parasuicide and 
suicide respectively. However, the analysis 
tended to confirm previous findings and demon- 
strated that hospital parasuicides and officially 
recorded suicides are representative, at least 
with respect to sex, age and area of residence. 

The results confirm that parasuicide and 
suicide are epidemiologically distinct. Sex and 
age prevalence patterns were quite different, 


thus supporting the hypothesis that these are 
different behaviour patterns with different 
causes, The rates of parasuicide are of course 
very much higher than those for suicide, and 
over time this gap is increasing as parasuicide 
rates continue to rise (Aitken et al., 1969) and 
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suicide rates remain relatively constant or 
even show a slight decline (Kreitman, 1972a). 
The diverging secular trends (Kreitman, 1972b) 
also substantiate the view that these two forms 
of suicidal behaviour are distinct and likely to 
have different aetiologies. The rapid rise in 
rates of hospital-treated parasuicide in Edin- 
burgh during the last ten years cannot be 
accounted for in terms of more liberal admission 
policies, nor can more effective medical treat- 
ment explain the fall in the number of fatal 
episodes. 


40 


The marked area differences in rates of 
parasuicide, paralleled by similar differences in 
rates of suicide in males, emphasize the likely 
importance of social factors in the causation of 
both forms of suicidal behaviour. The highest 
rates of parasuicide and suicide were found in 
the impoverished slum areas characterized by 
high levels of geographical mobility and indices 
of social disorganization such as overcrowding, 
eviction, children taken into care and family 
dislocation, RSPCC contacts, and crime (Philip 
and McCulloch, 1966, 1967; McCulloch et al., 
1967). The results of this study confirm that 
persons living in such an environment are 
especially prone to parasuicide, particularly if 
they are young adult women, and also to 
suicide, particularly if they are middle-aged or 
older men. 

Thus a common ecological setting has been 
demonstrated for both forms of behaviour, at 
least for men,* and there is evidence in the 
literature that many of the social and environ- 
mental influences which seem to be relevant are 
also operative directly at an individual level. 
Nevertheless, there may also be additional and 
specific social determinants for each pattern 
(McCulloch et al., op. cit., Lester, 1970). 

Although the study confirms that suicide and 
parasuicide are different in a number of im- 
portant respects so that their causes need to be 
investigated separately, the findings also illus- 
trate the close relationship between the two. 
One per cent of parasuicides identified during 
1970 committed suicide within the year; clearly 
parasuicides are a very high risk group for 
eventual completed suicide, and this has im- 
portant implications for suicide prevention. 
It was found that 41 per cent of completed 
suicides had a history of parasuicide. In most 
respects they resembled the suicides more than 
the parasuicides, but in other characteristics they 
occupied an intermediate position between the 
two populations. Ovenstone (1973) has de- 


* The difference between the sexes in this respect is 
intriguing, especially as it has been shown that male 
clients of the Telephone Samaritan organization in 
Edinburgh tend to come from city wards with high 
parasuicide (and suicide) rates, while there is no such 
correlation for females (Chowdhury and Kreitman, 
1971). 
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scribed this important ‘overlap’ group in detail, 
and further studies are in progress. 


SUMMARY 


This paper describes the prevalence patterns 
of both suicide and parasuicide (‘attempted 
suicide’) in Edinburgh during 1970. Doctors in 
a random sample of Edinburgh general practices 
provided information on all known parasuicides, 
whether or not they were admitted to hospital. 
A psychiatrist investigated all suspicious deaths, 
including accidents, reported to the Crown | 
Office ïn order to detect cases of completed ° 
suicide. The comparative analysis presented 
here is believed to be the first using general 
practice data on parasuicide and psychiatrically 
evaluated data on suicide, in the same popula- 
tion at the same time. 

The main results were as follows: 

1. Hospitalized parasuicides in Edinburgh 
were representative of all parasuicides detected 
in general practice with respect to sex, age and 
area of residence. Similarly, officially recorded 
suicides were in general representative on these 
variables. 

2. The results confirmed that parasuicide and 
suicide are epidemiologically distinct and there- 
fore likely to have different causes. Peak rates of 
parasuicide were found in young adult females 
in contrast to peak rates of suicide among 
middle-aged and older males. 

3. Parasuicide and suicide rates varied with 
area of residence. Both were most frequent ip 
the impoverished, socially disorganized, slum 
areas of the city. : 

4. The results also confirmed that though 
parasuicide and suicide are different, they are 
clearly related. One per cent of detected para- 
suicides committed suicide within the year of 
study. Forty-one per cent of detected cases of 
completed suicide had a history of parasuicide. 
Parasuicides are a very high risk group for 
eventual completed suicide and this has im- 
portant implications for suicide prevention. 
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Disulfiram Implant: A Controlled Trial 


By C. R. WHYTE and P. M. J. O'BRIEN 


INTRODUCTION 


Hald and Jacobsen (1948) introduced disul- 
firam as an adjunct in the treatment of alco- 
holism. Its usefulness has, however, been limited 
by the ease with which patients may discontinue 
medication and resume drinking. A preparation 
of disulfiram suitable for implantation was 
developed some years ago, and though its use has 
been mainly confined to the continent of Europe, 
several case reports have been published in this 
country (Kellam et al., 1968; Kellam, 1969). 
Madden and Malcolm (1972) suggest, from a 
follow-up study of 47 alcoholics, that implanta- 
tion is followed by a period of sobriety of about 
six months, but they have made no comparison 
with a control group of patients. 

The present study compares the outcome 
following implantation with that in a similar 
group of alcoholics treated without the implant. 


METHOD 


AU male alcoholics admitted to the Alcoholic 
Unit at Scalebor Park Hospital over a period of 
eight months were included in the study. On 
admission, withdrawal symptoms were con- 
trolled by a five-day course of high potency 
Parentrovite, with chlordiazepoxide 20 mgm. 
t.d.s.. phenobarbitone 30 mgm. t.d.s. and 
phenytoin 100 mgm. t.d.s. The average length 
of stay in hospital was six weeks, during which 
time each patient participated in daily group 
therapy sessions as outlined by Glatt (1958), 
and received appropriate individual help with 
his personal and social difficulties. 

Of the 45 patients, 22 were treated with a 
disulfiram implant. Prior to operation, disul- 
firam 200 mgm. daily was administered orally 
for two weeks, and close observation was main- 
tained for the development of toxic side-effects. 
In no case was it considered necessary to with- 
hold implantation because of persistent side- 
effects. 


Implantation technique 

The operation was performed, by a general 
surgeon, under local anaesthesia. A short 
incision of 10 to 15 mm. was made in the left 
iliac fossa, deep enough to reach the sub- . 
cutaneous tissue. The preparation of disulfiram ` 
used for implantation was Esperal 1-o gram in 
the form of eight compressed tablets. The 
tablets were implanted through a specially 
designed trochar and cannula through four 
radial injections 10 cm. away from the incision 
site. The wound was then sutured and a sterile 
dressing was applied. 

Four to six days after the operation, all 22 
patients had developed a mild sterile inflamma- 
tory reaction at the site of the implantation. 
The inflammatory nodules were firm and not 
tender. Two patients experienced mild dis- 
comfort after the tenth day, lasting for two to 
three weeks. The remainder of the implant 
group were free of any local symptoms, although 
the chemical inflammatory nodules remained 
for a period of three to six months. No signs of 
rejection of implant were noticed. 


Statistics of patients n 
In the implant group were 22 male alcoholics 
of mean age 40°6 years. They had on average 
been heavy drinkers for 11:0 years, during 
which time their longest period of abstinence 
had been 1-7 months. In the control group were 
23 male alcoholics whose average age was 45°4 
years. These had been drinking heavily for 10-8 
years and had a longest period of abstinence of 
119 months. These differences are not statisti- 
cally significant. The two groups were also 
matched with regard to social class (see Table I) 
and marital status (see Table II). Five patients 
in the implant group and four in the control 
had a family history of alcoholism. Both groups 
had an average of 3'5 previous admissions to 
hospital for the treatment of alcoholism. 
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Follow-up at out-patient clinics or by home’ 
visits and reunion meetings was possible in all 
but two cases. 


TABLE I 
Distribution of patients according to socio-economic class 
Number of patients 





Socio-economic 
class Implant Control 
group group 
Is “x o o 
Nn. I, _ oO 
m. 6 8 
IV . 7 8 
Vv. 8 q 
Taste IT 


Distribution of patients according to marital status 
Number of patients 





Marital 
status Implant Control 
group group 
Married .. a 13 14 
Single sg a 5 4 
Divorced or 
separated . 4 5 
REsULTS 


The average time from discharge to first drink 
for the implant group was 5-4 months, and for 
the control group 1:9 months; this difference 
Between the two groups is highly significant 
(P < o-oor). Further, patients in the implant 
group, but not the control patients, achieved 
significantly longer periods of abstinence after 
implantation than they had had with previous 
methods of treatment (P < 0-001). 


Discussion 


It has been shown that with the help of a 
disulfiram implant, patients achieve longer 
periods of abstinence than matched controls 
having otherwise similar treatment. 

It could be argued that the difference found 
was a reflection of better motivation on the part 
of the implant group. Motivation is, however, 
hard to measure. Aharan et al. (1967) assessed 


the motivation of a group of alcoholics, but 
found no relationship between his measures and 
the outcome of treatment. Patients were divided 
into three groups: Group I patients were willing 
to, and did receive, disulfiram. Group IT were 
willing to take the drug, but were not given it. 
Group III were unwilling. On follow-up there 
was no difference in outcome between the three 
groups. 

It has been shown both by the present investi- 
gation and by Malcolm and Madden (1973) 
that implantation is followed by a period of 
abstinence which is significantly longer than that 
following previous treatments. If the difference 
between the two groups is due to better 
motivation, it can be argued that this was 
stimulated by implantation. 


CONCLUSIONS 


Disulfiram implantation is followed by longer 
periods of abstinence than similar treatment 
without implantation. However, it is empha- 
sized that implantation is intended to supple- 
ment other aspects of treatment, such as group 
therapy, appropriate individual help and ade- 
quate after care, not to replace such treatments. 
Use must be made of the increased period of 
abstinence to develop ways of coping which do 
not include alcohol. 


SUMMARY 


The treatment of 22 male alcoholics was 
supplemented by disulfiram implantation, and 
the outcome was compared with that of 23 
matched controls. Implantation was followed by 
a period of sobriety of 5-4 months, which was 
significantly longer than that achieved by the 
same patients on previous occasions and by the 
control group. 
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The Effect of Sulthiame on Disturbed Behaviour in Mentally 
Subnormal Patients 


By A. H. AL-KAISI and R. J. McGUIRE 


This paper describes a double-blind drug trial 
to assess the effect of sulthiame on the behaviour 
-of very disturbed mentally handicapped pa- 
tients. Behaviour problems (especially hyper- 
kinesis) are among the main causes of admission 
when parents or guardians cannot cope at 
home; and in hospital such patients constitute 
the main problems of management and reduce 
the time available for other patients. Moreover 
the present recognized treatments seem to 
have little effect on such behaviour if given 
within a dosage that avoids side-effects. 

Sulthiame, until the trial of Moffat, Siddiqui 
and Mackay (1970) had been primarily investi- 
gated as an anti-convulsant, although behav- 
ioural changes brought about by this use had 
already been described. Haran (1962) had 
found that it reduced irritability and violent 
behaviour and generally improved the sociabil- 
ity of epileptic patients. Ingram and Ratcliffe 
(1963) reported that the hyperkinetic behaviour 
of 16 out of 18 patients in their sample was 
either ‘abolished’ or improved. Working with a 
laxger group, Liu (1966) noted overall improve- 
ment in the behaviour of 32 out of 50 patients. 
Kneebone (1968) claimed that 12 out of 18 
hyperkinetic children had ‘significantly im- 
proved behaviour’ with sulthiame. 

Moffat et al. (1970) used sulthiame in a 
double-blind cross-over trial on 42 disturbed 
mentally-handicapped patients. They found 
that sulthiame was significantly effective in 
reducing the incidence of disturbed behaviour, 
and there were no observable side-effects 
during the trial period of 12 weeks on sulthiame. 


Metuop 
Subjects 
For this trial 40 patients were chosen from a list of 
65 disturbed patients at Meanwood Park Hospital, 


45 


the criteria of exclusion being—the short-stay patient, 
the very disturbed ‘at risk’ patient, those unable to 
swallow tablets, those on special treatment, e.g. 
behaviour therapy, and older patients whose inclusion 
would have raised the average age unduly. 

The patients were divided into two groups of 20. 
Group I patients were disturbed but not epileptic; 
10 were male, ages ranging from 6 to 19 (average age 
13), and 10 female, ages ranging from g to 20 (average 
age 15). Group II patients were disturbed epileptics; 
14 were male, ages ranging from 8 to 21 (average age 
15) and 6 female, ages ranging from 15 to 24 (average 
age 18). 

The IQ of all patients in both groups was shown by 
the hospital Psychology Department to be below 50. 
Their aetiological classification is shown in Table I). 


Assessment 
A special rating scale was used in this trial, adapted 
from one designed by Hunter and Stephenson (1963) 
and the Werry-Weiss-Peters Activity Scale (1968). 
Taste I 
Aetiological classification of the 40 patients who were 
chosen for the trial 


Group I (not epileptics) Group II (epileptics) 








No. of No. of 
cases cases 
Unknown causes 7 Unknown causes 7 
Prematurity 4 Tuberous sclerosis 3 
Hyperkinetic syn- Post encephalitis 3 
me with Post meningitis I 
trichorrhexis nodosa 3 Mongolism I 
Mongolism 2 Infantile spasm 
Post maturity I (hypsarrhythmia) 1 
Cretinism 1 Petit mal status I 
Phenylketonuria 1 Phenylketonuria I 
Psychotic (autistic) 1 XXYY variant of 
Klinefelter’s 
syndrome I 
Cystinuria I 
Total 20 Total 20 
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In our scale there were four main fields of behav- 
iour, representing motor hyperactivity, aggressive- 
ness, destructiveness and antisocial behaviour. Each 
field was measured by five items, with five possible 
rating scores (0—4). This gave a maximum score of 20 
for each field and of 80 for each patient (see 
Appendix). 

The nurses were trained in the use of the scale by 
discussing with them the meaning of the sub-scales 
and the scoring. 

The inter-rater reliability was assessed for one pair 
of nurses who made independent ratings after jointly 
observing children over a period of three hours. The 
correlation between their scores for 14 children was 
0-85. At the end of the trial 66 pairs of scores from 
the same nurses were found to correlate 0-50. The 
difference between the two correlations was attributed 
mainly to patient differences, in that for the latter 
correlations the patients were not always observed at 
exactly the same time, but only within the same week. 
It is well known that this type of patient does fluctuate 
markedly in behaviour, and therefore differences in 
scores may be attributable to actual differences in the 
patient’s behaviour. This emphasizes the need for 
several ratings to be made, and in our results each 
score used in assessing change consisted usually of the 
mean of four separate assessments over each period. 


Design 

Except for the epileptic patients (who were left on 
their regular anticonvulsants) all the patients were 
withdrawn from their tranquillizer and sedative drugs. 
They then remained for a period of four weeks with- 
out further treatment. 

During this time each group was randomly alloca- 
ted by the hospital pharmacist to sulthiame and 
placebo medication. Each patient’s tablets were 
provided in a separate container on which was 
written his name only, so that only the pharmacist 
knew whether a patient was on placebo or active 
drug, and whether any two patients were on the 
game or different treatment. 

At the end of this four-week period sulthiame was 
introduced; it was given initially in dosages of 
5 mg./kg. body weight, and was increased gradually 
to a maximum dosage of 15 mg./kg. body weight 
within a two-week period. The patients then con- 
tinued on this dosage for a period of 12 weeks. 

It was decided that in cases of very violent beha- 
viour chloral mixture B.P.C. would be used as a 
short-term measure. 

Although all the patients were rated continuously 
during the four months period of the trial, changes in 
behaviour were assessed by comparing the mean 
score during the four-week initial period when no 


subjects were given drugs with that for the last two 
weeks of treatment. During these periods each 
patient was assessed by at least two nurses rating 
independently of each other, most scores being based ` 
on four or five separate assessments over the period. 


Other investigations 

Physical examination, EEG, full blood-count, 
serum electrolytes and blood urea were carried out on 
all patients before and after the trial. Urine examina- 
tion (for specific gravity, PH, protein, casts, cells, etc.) 
and a comprehensive list of side effects were checked 
at monthly intervals during the trial. Also an informa- 
tion and case-summary sheet was made for each’ 
patient, 


RESULTS 

Out of the total of 40 patients who started the 
trial, 5 were withdrawn on the grounds of their 
uncontrollable behaviour; 3 of these were from , 
the placebo group and 2 from the drug group. 
One of these was an epileptic patient from the 
sulthiame group. One other epileptic patient 
was dropped from the placebo group during the 
analysis of the results because insufficient data 
had been collected. This reduced the number of 
patients on the drug to 18 and on the placebo to 
16. Half of each group consisted of epileptics. 


Standardization of raters 

Although it had been shown that the correla- 
tion between raters was very high (0-85) when 
they were rating the same patient at the same 
time, this did not ensure that their raw scores 
were equivalent, since the correlation coefficient 
is unaffected by differences in means and stan- 
dard deviations. This problem was dealt with 
in the following way. 

All raters whose ratings had not covered the 
whole period of the trial were rejected, which 
left 11 raters and reduced the number of 
patients adequately rated to 34. For the 11 
raters the mean rating score covering all their 
patients varied from 16 to 32 with a standard 
deviation which varied from 8 to 19. It seemed 
clear, therefore, that despite the instructions 
some raters were assessing their subject more 
stringently than others. This meant that a 
rating of 20 might represent an above-average 


' Standardized score == 50-+ 
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score for one rater and a below-average score for 
another. This would have been less important 
if each nurse had seen every patient through the 
trial, since it was only difference scores that 
were analysed, but no such uniformity had 
been possible. To overcome this, the scores of 
each rater were arbitrarily scaled so that each 
now had a mean score of 50 and a standard 
deviation of 10. This was done by a linear 
transformation. 

10 (raw score—raw mean) 





raw standard deviation 


This transformation would not alter the order 
of patients for any one rater, but ensured that 
a score of 60 meant exactly the same thing for 
each rater, namely that this patient had scored 
one standard deviation above the mean score 
given by that rater. 

The scaling procedure was carried out for all 
four areas of behaviour rated. A total score was 
also available as the sum of the four standardized 
scores for each patient. 

The mean changes for the various groups 
of patients are given in Table II. 

Two-way analyses of variance were carried 
out on these data, and the results are sum- 
marized in the same table. They show that only 
the drug effect was significant. 


Biochemical changes and side effects 


No significant differences were found in the 
results of biochemical and haematological in- 
vestigations before and after the trial. 

The only observation of a side effect was 
hyperpnoea in one epileptic patient receiving 
sulthiame during the trial. Before the with- 
drawal period this patient had been given 
sulthiame with his normal anticonvulsant 
treatment, and hyperpnoea had been observed. 
During the withdrawal of sulthiame this side 
effect disappeared, but it returned when sulthi- 
ame was re-introduced. 


EEG 


Although there were less artefacts in recordings 
at the end of the trial, no significant differences 
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Tase II 
The mean improvement score for each sub-group of 
patients and the results of the two way analysts of 
variance carried out for each subscale and the total 





Number of patients in each group 
Drug Placebo Both 


Ep. 9 8 17 
Non-ep. 9 8 17 

Two way analysis 
Both ig i 34 He ha á 


Mean improvement scores for 




















each group Effect Stat. sig. 

A. Hyperactivity 

Drug Placebo Both Drug p< 0-05 
Ep. 5'7 orl 3'1 Epilepsy — 
Non-ep. 8:6 2'0 5°5 Interaction — 
Both 7'1 1'1 4°3 
B. Aggressiveness 

Drug Placebo Both Drug p< o-o1 
Ep. I1'2 Ig 6-8 Epilepsy — 
Non-ep. 6-0 —0'4 3:0 Interaction — 
Both 8-6 0:8 4°9 
C. Antisociability 

Drug Placebo Both Drug — 
Ep. 4'4 —i4 1:7 Epilepsy — 
Non-ep. 59 5'3 5'6 Interaction — 
Both rl 1'9 3°6 
D. Destructiveness 

Drug Placebo Both Drug — 
Ep. 10°0 0'5 5'5 Epilepsy — 
Non-ep. 2'3 3'4 2:8 Interaction — 
Both 6-2 3°9 4'2 
Total of 4 sub-scales 

Drug Placebo Both Drug p<o0'05 
Ep. 31:3 r911 7't Epilepsy — 
Non-ep. 22-8 10°3 16:9 Interaction — 
Both 27'1 5°7 I0 
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from pre-trial were shown between placebo and 
drug groups. 


Discussion 


The trial showed that sulthiame did signifi- 
cantly improve the behaviour of the active 
group of patients in aggressiveness (p < 0-or), 
hyperactivity (p < 0-05) and total score (p < 
0-05). The drug also produced greater mean 
improvement scores in anti-sociability and 
destructiveness, although the differences were 
not statistically significant. 

Differences in rating results between epileptics 
and non-epileptics were not statistically signifi- 
cant for any of the measures. They did not even 
suggest a consistent trend, and the total scores 
were almost identical (17:1 compared with 
16-9). 

For the 20 epileptic patients the following 
non-significant differences were noted: the 
incidence of seizures in the sulthiame group was 
reduced in four cases and slightly increased in 
two cases with no change in four cases, while for 
the placebo group there was a reduction in one 
case, an increase in three cases and no change in 
six cases. These observations were made by 
comparing the number of seizures during the 
twelve-week period of the drug trial with the 
equivalent twelyve-week period one year pre- 
viously. 

This trial therefore demonstrated the effect- 
iveness of sulthiame in reducing the incidence of 
disturbed behaviour with only trival side effects. 
The addition of sulthiame to the already pre- 
scribed anticonvulsants also reduced the number 
of major seizures during the trial. 


SUMMARY 

Sulthiame was investigated as a tranquillizer 
in a double-blind trial on 34 severely subnormal 
patients with disturbed behaviour. A special 
rating scale was used by nurses for the assess- 
ment of behavioural changes in hyperactivity, 
aggressiveness,destructiveness and anti-sociabil- 
ity. The results showed that sulthiame was 
significantly effective in reducing disturbed 
behaviour in general, and aggressiveness and 
hyperactivity in particular. Only one case of 
hyperpnoea was observed, in an epileptic 
patient. 


APPENDIX 
MEANWOOD PARK BEHAVIOUR RATING SOALE FOR THE 
DISTURBED MENTALLY HANDICAPPED 
Names. con. 


Not at | Slight | Moder- |Marked 
all ate 


o I 2 3 4 














A. MAINLY 

HYPERACTIVITY 

1. Obstructive 
movements 

2. Leaving the 
room. 

3. Rushing about 

4. Vocal noise 

5. Rhythmic 
movements 


Total: 








g. Stealing food 
3. Rejecting food 
4. Smearing food 
5. Refusal to join 
group activities 
Total: 





DATE 


note: More detailed forms of this scale are available on 
request from Meanwood Park Hospital, Leeds, 6, England. 
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ABSTRACT 


A Controlled Evaluation of Lithium in the Premenstrual 
Tension Syndrome 


By K. SINGER, R. CHENG and M. SCHOU 


INTRODUCTION 

Good results with the use of lithium salts in the 
premenstrual tension syndrome have been reported 
(Sletten and Gershon, 1966); these observations await 
confirmation. The value of lithium is suggested by its 
known capacity to affect water and electrolyte 
balance implicated in the pathophysiology of the 
syndrome, and by its efficacy in psychiatric disorders 
characterized by periodicity. We therefore under- 
took a controlled study on the efficacy of lithium in 
the syndrome. 


METHOD 

The study compared lithium with placebo, was 
double-blind with multiple random cross-over, and 
involved 19 Chinese out-patients. It lasted up to 8 
menstrual cycles for each patient. The first cycle 
involved open lithium for dosage adjustment; 
thereafter the allocation to either lithium or placebo 
for a cycle was randomized so that a patient did not 
necessarily have equal number of lithium and placebo 
periods. Lithium was dispensed in capsules of 250 mg. 
(6-8 mEq.) of the carbonate salt. Dosage was 
flexible, ranging from 750-1,000 mg. daily and 
aiming at maintaining serum concentration at 0+8- 
1:13 mq./l. Lithium estimations by flame photo- 
metry were carried out at least once a month, when 
patients were interviewed. Dosage was regulated by 
the interviewing psychiatrist on the basis of serum 
lithium values reported to him from the laboratory, 
true values for the lithium periods and fictitious 
values within the same range for the placebo periods. 

Patients were selected on the basis of symptoms 
being temporally related to the menstrual period: 
marked emotional tension (irritability, anxiety, de- 
pression) and various somatic features, as originally 
described by Frank (1931). They had also to promise 
not to become pregnant during the trial. They were 
not permitted to take diuretics or hormones, excepting 
oral contraceptives; other psychiatric medication, 
including antidepressants (8 patients) and tran- 
quillizers (18 patients), was maintained at fixed 
levels throughout. Excluded from the study were 
patients with brain damage, active somatic disease, 
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alcoholism or character disorder, as well as those in 
whom lithium therapy was for one reason or another 
contraindicated. The majority (17) of the subjects 
had, at onset of trial, moderate to severe symptoms 
and these had either not responded to medication or 
had shown slight response which had stabilized for 
long periods. Their ages ranged from 20 to 44 (mean 
32'3). Concomitant psychiatric conditions were 
diagnosed in accordance with the U.K. Glossary of 
Mental Disorders, 1968, as follows: Affective psychoses: 
depressed type, 2 cases, manic type 1; Neuroses: 
anxiety 2, depressive 1, hysterical 1. Five subjects 
were remitted schizophrenics. Seven had no psychiat- 
ric condition apart from the premenstrual tension., 
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There were 5 dropouts, 1 due to pregnancy and 
4 to exacerbation of symptoms or side-effects re- 
quiring review of management; their assessments 
were retained. One hundred and five cycles were 
completed; the assessments of 15 of these were 
excluded because they were associated with serum 
lithium levels below o-6 mEq./l., and those of 
another 11 because lithium was present in serum 
whilst the patients were supposedly on placebo. Of 
the remaining 79 cycles subjected to final assessment, 
33 were treated with lithium and 46 with placebo. 
Patients were rated on a Global Clinical Scale 
(GCS), which scored illness from o = asymptomatic 
to 3 = severely ill; a Target Symptoms Scale (TSS), 
which rated nine symptom parameters* from o = 
absent to 3 = severe; and a Self-Rating Scale (SRS), 
which scored overall condition from o = asympto- 
matic to 3 = severe. Initial scores obtained just 
before the trial were compared with post-cycle scores 
at the end of cach cycle; the differences between 
these were the score changes. 

GCS. The mean initial score was 2:26. The mean 
score changes were: with lithium, 1:35, with placebo 
1-24 (t = 0°673; P > +05). 


* These were: irritability, depression, headache, 
abdominal distension, anxiety, dysmenorrhoca, breast 
pain, swelling of ankles, swelling of face. 
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TSS. The mean initial score was 7:58. The mean 
score changes were: with lithium, 5-59, with placebo 
5:13 (t = 0:871; P > -o5). Significant differences 
at the ʻo5 level or greater were not obtained on any 
of the items of the TSS (details supplied on request). 

SRS. The mean initial score was 2:26. The mean 
score change with lithium was 1-44 and with placebo 
1:22 (t = 0:995; P > -05). 

Overall, patients made good improvement with 
lithium and with placebo; they did slightly better 
with lithium, but the differences were not significant. 

The main adverse reactions noted in a minority of 
cases were tremor, weakness of limbs, nausea, vomit- 
ing and abdominal discomfort. One patient became 
acutely confused. 


Discussion 

Our experiences with lithium treatment of the 
premenstrual tension syndrome differ from those of 
Sletten and Gershon; the reason for this is not clear. 
The two studies differed slightly in the way lithium 
was administered. Sletten and Gershon gave a fixed 
dosage of 27 milliequivalents per day for ten days 
before menstruation. We adjusted dosages (range 
20-27 milliequivalents per day) according to the 
serum lithium concentration and gave treatment 
throughout the month.. It does not seem likely that 


these small differences could lead to such dissimilar 
results. A more likely explanation may be that the 
patient groups, although fulfilling the same diag- 
nostic criteria, in fact differed in composition. The 
premenstrual tension syndrome may encompass a 
variety of entities. 

The main difference between the study of Sletten 
and Gershon and our study is, however, that we 
employed placebo control periods. Everyone who 
has studied the premenstrual tension syndrome will 
testify how easily this condition is influenced, at least 
temporarily, by new treatments and other psycho- 
logical factors. The response to placebo indicates that 
the major part of the improvement noted during 
lithium treatment was due to the psychological 
effects of the treatment, and that the small fraction by 
which the lithium scores were better than the placebo 
scores may have been due to random variation. 
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A Double-Blind Trial of Long-Term Lithium Therapy in 
Mental Defectives 


By G. J. NAYLOR, J. M. DONALD, D. LE POIDEVIN and A. H. REID 


INTRODUCTION 

The therapeutic effect of lithium in mania 
was first described by Cade (1949), but the 
possibility that lithium could have a prophylactic 
action in recurrent affective disorders was not 
suggested until some years later (Hartigan, 1963; 
Baastrup, 1964). The early studies of the pro- 
phylactic action of lithium were open trials, in 
which both investigator and patient knew that 
the patient was receiving the drug. More 
recently, controlled double-blind studies have 
confirmed these early reports (Melia, 1970; 
Coppen ei al., 1971; Cundall et al., 1972). 

There has been considerable discussion 
whether manic-depressive psychosis does occur 
in mental defectives, e.g. Earl (1961) stated that 
‘since cyclothymia does not occur in sub- 
normal patients they do not suffer from manic- 
depressive psychosis’, whereas Penrose (1963) 
claimed that manic and depressive states do 
occur in mental defectives but are often milder 
than in persons of normal intelligence. The 
controversy has been reviewed by Reid (1972), 
who concluded from careful clinical observations 
that manic-depressive illness does occur and can 
be diagnosed in mental defectives. 

Adams ect al. (1970) described the successful 
treatment with lithium of a female patient 
(I.Q.60) who suffered from a manic-depressive 
psychosis. The present study is a systematic 
attempt to assess the effectiveness of long-term 
lithium therapy in a group of mental defectives. 


METHOD 
All the patients admitted to the trial were 
mentally defective long-stay in-patients of 
Strathmartine Hospital. Since there was some 
doubt, when the trial began, about the possi- 
bility of diagnosing manic-depressive psychosis 
in mental defectives, we selected patients who 
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had a history of frequently recurring affective 
change or simply of recurrent behavioural 
changes. Seventeen patients were admitted to 
the trial. We attempted to give all patients a 
diagnosis according to the I.C.D. Three patients 
were withdrawn from the trial in the first year 
for reasons that were not connected with 
lithium therapy: one patient was discharged 
from hospital, one elderly patient died, and one 
patient, we decided, did not have a clear history 
of phasic behavioural change but one of pro- 
gressive deterioration. The diagnoses and clini- 
cal features of the g male and 5 female patients 
who completed the trial are shown in Table I. 
Since the patients were all mentally defective, 
it was considered that the usual rating scales for 
manic-depressive illness were not appropriate. 
Similarly, one scale could not be constructed for 
all the patients, as the symptomatology differed 
from patient to patient. Instead, each patient 
was seen weekly for three months before the 
trial commenced, so that the interviewer knew 
the patient and his symptoms well. During the 
two years of the trial each patient was seen. 
weekly. Each week it was decided whether the 
patient was ‘normal’ or ‘ill’, and if ill the details 
of this were recorded. At the end of the trial the 
number of weeks ill and the number of episodes 
of illness were calculated. Protein-bound iodine 
was estimated three-monthly on all the patients. 
Each patient received lithium carbonate in 
a sustained-release tablet (Priadel, Delandale 
Laboratories) for one year, and a placebo for 
one year. The patients were randomised into 
two groups, one receiving lithium during the 
first year, the other receiving lithium in the 
second year. The trial was double-blind, neither 
the patients nor the clinical assessors being 
aware of whether the patient was receiving 
lithium or placebo. Once stabilized, the lithium 
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Taare I 
Clinical data of patients 
Grading* 
Patient Sex Age of defect Diagnosis Clinical findings 
1 M 34 Severe Manic-depressive Depression and mild hypomania 
2 M 36 Borderline Manic-depressive Depression and mixed affective state 
3 M 43 Severe Manic-depressive Cyclic changes in activity from semistupor 
to marked overactivity, with apparent 
elation in overactive phase 
4 M 5B Mild > Manic-depressive Mania 
5 M 47 Mid Manic-depressive Mixed affective state , 
6 F 42 Moderate Manic-depressive Mania and mixed affective state 
7 F 31 Moderate Manic-depressive Depression, mania and mixed affective 
: state 
8 M a27 Mild Manic-depressive Depression 
9 M _ 29 Moderate Manic-depressive Depression 
10 M 38 Profound Probably manic-depressive Cyclic changes in activity from marked 
retardation to moderate overactivity, 
impossible to assess affect 
11 F 21r Severe Probably manic-depressive Recurrent episodes of noisy disturbed 
behaviour, apparently in pain associated 
with apparent depression of mood 
12 M 39 Moderate Probably epileptic psychosis Recurrent hallucinatory episodes 
13 F 19 Severe Probably periodic catatonia Cyclic changes in activity from semistupor 
to marked overactivity but with little 
affective change 
14 F 35 Moderate Probably residual schizophrenia Recurrent episodes of either withdrawal 


* LOD. Glossary of Mental Disorders (1968). 


dosage was controlled by monthly plasma levels; 
blood was also taken from the placebo group. 
The dosage of lithium (and in order to maintain 
double-blind the dosage of placebo) was adjusted 
by a person not involved in the clinical assess- 
ment of the patients to maintain plasma lithium 
levels between 0:6 and 1-0 m.Eq./l. at an 
interval of 21 hours after the last dose of lithium. 
Occasionally the clinical assessor reduced the 
dosage of lithium or placebo if there were good 
clinical grounds for doing so. On breaking the 
code at the end of the trial it was found that 
these alterations had occurred as frequently 
during the placebo:as during the lithium year, 
and hence the trial remained blind. Other 
psychotropic drugs were used at the discretion 
of the clinical assessor. None of the patients 
received ECT during the trial. 


RESULTS 
Since it has been claimed that the prophylactic 


reduced activity or attention seeking 
behaviour and overactivity 


action of lithium increases during the first few 
months of therapy, the results have been 
analysed both by comparing each full year and 
also by comparing the last g months of each year 
(i.e. omitting the first 13 weeks of each year) by 
one-tail t tests for correlated means. 

The mean plasma lithium (during the lithium 
treatment) was 0-77-+0:05 m.Eq./l. for the 
whole year, 0:78-+-0-06 m.Kq./l. for 9 months. 
One patient (Case 10) had a consistently low 
blood level of lithium (mean 0-26 m.Eq./l.), 
since the clinician in charge had reduced the 
dosage because of side effects. This patient has 
still been included in the trial although he 
showed no therapeutic response. The plasma 
lithium was maintained at the usual therapeutic 
levels in all the other patients. It is of interest 
that several patients required large doses of 
lithium to maintain the required blood level, 
e.g. Cases 2, 4 and 14 all required over 2 
grammes per day. 
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The mean number of weeks ill on lithium 
(14°28+3-31 for one year, 10:14-+2°51 for 9 
months) was significantly less than the number 
of weeks ill on placebo (19°64+3:46 for one 
year, 14°28-+2-40 for 9 months). These results 
are shown in Tables II and III. When the 
data from the nine cases, where a definite 
diagnosis of manic depressive psychosis was 
made are examined, the results are similar, 
i.e. the mean number of weeks ill on lithium 
(9:22 2:28 for one year, 7+11-+1-81 for nine 
months) was significantly less than the mean 
number of weeks ill on placebo (17-443 +85 for 
one year, 13°00-+-2-59 for nine months). The 
number was too small to enable conclusions to 
be drawn about the effectiveness of lithium in 
the five patients of doubtful diagnosis. If the 
number of episodes instead of the time spent ill 
is considered the results are much less con- 
clusive. The mean number of episodes for the 
whole group when on lithium (7-28-+1-66) did 
not differ significantly from the number of 
episodes when on placebo (8-144190) when 
calculated for the whole year, but it did reach 
significance when the first three months were 
omitted (5-14-+1-22 on the lithium, 6'424- 
1°53 on placebo). Those with a definite diag- 
nosis of manic-depressive psychosis showed no 
significant difference in the number of episodes 
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of illness between the period on lithium and the 
period on placebo. 

The mean value for the protein-bound iodine 
for the year on lithium (5-00--0-18) was lower 
than that for the year on placebo (5'58 +0'34), 
but the difference was not statistically significant 
(P < o-1, by one-tail t test for correlated 
means). 


Discussion 

Although the number of patients involved in 
the trial was relatively small, the results clearly 
suggest that. lithium is a useful therapeutic 
agent in manic-depressive psychosis in mental ' 
defectives. But because of the small numbers we 
do not feel that our results justify drawing 
conclusions about the therapeutic effect of 
lithium in the sub-groups of manic-depressive 
illness (e.g. recurrent ‘unipolar’ depression) or 
in patients with other psychiatric illnesses. In 
some patients who appeared to respond to 
lithium (e.g. Cases 3 and 7) the morbidity was 
still considerable. Previous reports have sugges- 
ted that lithium reduces the severity and 
frequency of recurrent affective disorders, but 
that the recurrences do not disappear entirely 
(Schou, 1963; Melia, 1967). In the present 
study the number of recurrences was only 
slightly reduced, but there was a greater effect 


Taste II 
Illness of individual patients during the trial 





Tilness in full year 





Patient Mean plasma Lithium 


Placebo 





Illness in 9 months 





Mean plasma Lithium Placebo 








lithium lithium 
concentration Weeks Episodes Weeks Episodes concentration Weeks Episodes Weeks Episodes 
1 *70 9 4 7 3 -69 4 3 7 3 
2 +80 o o 15 I -88 o o 8 I 
3 ‘8o 20 1I g6 18 -68 13 8 26 14 
4 94. I I 32 2 ‘99 1 I 22 2 
5 "QI 7 3 I I -88 5 2 I I 
6 +82 10 2 19 2 -81 10 2 15 2 
7 -68 17 5 24 6 -68 14 3 16 5 
8 ‘8o 14 3 14 2 -84 13 2 13 I 
9 "68 5 3 9 3 -70 4 2 9 2 
Lo -26 18 10 9 1I -16 13 6 9 II 
1 -82 5 10 9 13 -79 2 5 3 5 
12 "86 17 15 26 16 -QI 8 12 19 14 
1g “gl 46 20 47 18 “go 36 14 33 14 
14 2 gI 15 27 18 +96 19 12 19 15 
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on the duration of each recurrence. However, 
the patients in the trial of Coppen et al. (1971) 
were seen ‘at least every six months’, and in the 
trial of Melia (1970) ‘mild mood swings were 
ignored and only episodes of affective disorder 
which would require hospitalization were con- 
sidered’. It is probable that we observed such 
little reduction in recurrence frequency because 
the patients were under close observation. Minor 
or short-lived episodes could well have been 
missed if the patients had been seen less fre- 
quently. It is thus not strictly accurate to speak 
of lithium’s prophylactic effect in these patients. 

Thyroid disorders have been reported in 
patients on lithium therapy, usually non-toxic 
goitres (Schou, 1968), but also hypothyroidism 
(Candy, 1972). The P.B.I. of the patients in this 
present study was lower during treatment with 
lithium but this change was not statistically 
significant. 

Most of the patients in the study who were 
diagnosed clinically as suffering from manic- 
depressive psychosis showed a significant re- 
sponse to lithium, a drug which is claimed to be 
effective in manic-depressive psychosis in adults 
of normal intelligence (Coppen et al., 1971; 
Cundall et al., 1972). We therefore think that 
those (e.g. Earl, 1961) who contend that manic- 
depressive psychosis does not occur in mental 
defectives are wrong, and we stress the import- 
ance of diagnosing this potentially treatable 
disorder. 


SUMMARY 


A two-year double-blind trial of the pro- 
phylactic effect of lithium therapy was carried 
out on an in-patient group of mentally defective 
patients who were suffering from frequently 
recurring affective or behavioural changes. 
Fourteen patients completed the trial. 

The number of weeks ill during the year on 
lithium was significantly less than the number 
of weeks ill during the year on placebo. There 
appeared to be less effect on the actual number 
of episodes of illness. The number of episodes 
during the year on lithium was less than that 
during the year on placebo, but the difference 
was not statistically significant. 
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ADDENDUM 
Mendels and Frazer (1973) have reported that those 
depressed patients who respond to lithium as an anti- 
depressant have a higher erythrocyte, plasma lithium 
ratio than those depressed patients who do not respond. 
They also report that the ratio is fairly constant despite 
changes in lithium levels. On each of ten patients in our 
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study we have at least two estimates of the erythrocyte 
plasma lithium ratio. The correlation of this ratio with the 
percentage improvement is in the direction predicted 
from the study of Mendels and Frazer but does not reach 
statistical significance (+0°43 for g month figures; 
-+-0-+47 for one year figures). 
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ABSTRACT 


Flupenthixol Decanoate in Schizophrenia 


By H. R. TRUEMAN and M. G. VALENTINE 


The anti-psychotic properties of flupenthixol have 
been described by Gottfries (1971) and Gross and 
Kaltenback (1965), and its antidepressant action 
by Reiter (1969), Merskey (1971), and Hall and 
Coleman (19793). It is available in the form of its 
decancate in oil (“Depixol’) as a depot injection. 


PATIENTS AND METHODS 

"The patients (19 out-patients, 3 in-patients) were 
selected on the basis of apathy, depression, a poor 
response to other medication and, apart from two 
cases, a schizophrenic diagnosis; 13 were male, 9 
female. Their ages ranged from 23 to 67 years 
(median age 32 years) with a duration of illness 
between 3 and 23 years (median duration 9 years). 
Symptoms (hallucinations, delusions, withdrawal, 
apathy and depression) and side effects (tremor, 
rigidity, dystonia and akathisia) were rated as 
absent (0), mild (1), moderate (2), or severe (3), on 
entering the trial and at each subsequent attendance 
at the clinic. Half the patients were transferred 
directly from injections of fluphenazine decanoate, 
on the basis of 25 mg. equivalent to 40 mg. flupen- 
thixol decanoate. Other patients were given 20 mg. 
flupenthixol decanoate initially, the dosage and 
intervals between injections being reviewed after 
one week. Subsequently the average dosage schedule 
was 40 mg. every three weeks by deep intramuscular 
injection. Initially all patients were prescribed anti- 
parkinsonian medication (benzhexol 10-15 mg. per 
day or orphenadrine 100-200 mg. per day), but it was 
possible in most cases to withdraw these after the 
first few injections. Blood and liver-function tests 
were carried out initially and twice during treatment. 


RESULTS AND Discussion 


In 8 cases the drug was discontinued for a variety 
of reasons; in only one was an adverse drug reaction 
perhaps responsible, a schizo-affective patient who 
became over-active. Of those 8 patients, 4 responded 
well during the 29 to 66 weeks they were under 
treatment, the total symptom score falling from 22 
points to zero. 

The total symptom score for the group of 14 
patients who completed the trial fell progressively 
with each injection. The initial score of gg fell to 51, 


43, 38, 28 and 16 after the second, third, fourth, 
fifth and latest injections respectively. Ten patients 
completed more than one year’s treatment, and 
there was no evidence of tolerance to the drug. All 
symptoms responded, including depression (see 

Table). : 











TABLE 
: Symptom and sids effect scores 
Initial* Finalt 
Symptoms Hallucinations .. 8 I 
Delusions 3 15 Nil 
Withdrawal yi a2 6 
Apathy ..  .. 3g 7 
Depression os Qi 2 
Side effects Tremor .. S 12 4 
Rigidity .. se 1 Nil 
Dystonia Nil Nil 
Akathisia MSs 2 2 


* Score on previous treatment. 
t Score at end of trial. 


Side effects ‘were less frequent and less severe than 
with previous medication. Apart from mild tremor, 
there were two cases of mild akathisia, No abndr- 
malities in blood or liver-function tests were detected. 

On ethical grounds there are problems about the 
design of a placebo-controlled trial with drugs of this 
type, also, the tendency of modern drugs to be 
symptom-specific makes it difficult to try one pre- 
paration against another. However, the impression 
left by this uncontrolled trial is that flupenthixol 
decanoate depot injections are of value in the treat- 
ment of schizophrenic patients, particularly those 
who are apathetic, withdrawn or depressed. 
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The Discharged Patient’s Drug Treatment 


By BRIAN R. BALLINGER 


INTRODUCTION 

When a doctor sees a patient it is important 
that he should have an accurate account of that 
patient’s previous drug treatment. An earlier 
study (Ballinger and Stewart, 1971) showed that 
there were inconsistencies in the various reports 
of a patient’s drug treatment immediately 
before admission to a psychiatric hospital. It 
seemed very likely that this problem was not 
limited to this one situation, and general 
practitioners have often criticized the quality 
of the information received after a patient has 
been discharged from hospital. The present 
survey attempted to assess the quality of the 
information about drug treatment sent to 
general practitioners at the time of discharge. 

Many patients admitted to a psychiatric 
hospital may be mildly or severely dependent 
upon psychotropic drugs (Ballinger, 1972), and 
there is some danger that the continuation of 
drug treatment when a patient has left hospital 
may promote or continue a dependence upon a 
drug. The present survey attempted to estimate 
the proportion of patients remaining on psycho- 
tropic drugs 18 months after their discharge 
from hospital. 


METHOD 

All patients admitted to the beds of the 
Dundee Psychiatric Service between 1.7.70 and 
31.12.70 were included, provided they were 
discharged from the hospitals before 1.7.71. 
Ten patients were excluded because no dis- 
charge letter was written, as they were not 
registered with any general practitioner. 

Information about drug treatment at the 
time of admision had been obtained from 
patients and their general practitioners as 
part of the earlier study, mentioned above. 
The current drug treatment sheet at the time 
of discharge was reviewed for each patient and 
the recommendations about drug treatment in 


60 


the discharge letter were noted. Patients are 
usually given approximately three days supply 
of any recommended medication on leaving the 
wards, and the records of this were also avail- 
able. Non-psychotropic drugs and drugs pre-, 
scribed on an ‘as required’ basis for intermittent 
administration were not included in the present 
survey. 

Eighteen months after the patient’s discharge 
a standard letter was sent to his general practi- 
tioner asking for details of any drugs prescribed 
during the four weeks before receipt of the letter. 
Patients who were in hospital at the time of this © 
follow-up were excluded (N = 26). 

A total of 359 patients were included in the 
present study, consisting of 146 males and 219 
females. Of these 128 were re-admitted to a 
psychiatric hospital at least once during the 
18 months after their initial discharge. 

The diagnoses of the patients were as follows: 
Schizophrenia (32); Paranoid state (13) ; Manic- 
depressive psychosis (125); Organic state (23); 
Neurosis (91); Personality disorder (41); Alco- 
holism and drug dependence (33); Other (1). 

The ages of the patients were: 80 and over 
(4); 70-79 (22); 60-69 (50); 50-59 (67); 
40-49 (64); 30-39 (73); 20-29 (59); 10-19 (20). 


RESULTS 


A. Information about drug treatment at discharge 

1. The recommendations for psychotropic 
drug treatment in the discharge letter were as 
follows: No drugs were recommended for 190 
patients (52-9 per cent); One drug was recom- 
mended for 94 patients (26-2 per cent); Two 
drugs were recommended for 56 patients (15-6 
per cent); Three drugs were recommended for 
19 patients (5-3 per cent). 

2. The psychotropic drugs recommended in 
the discharge letter were compared with the 
records of the drugs actually given to the 
patient on leaving the ward. The two accounts 
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agreed in 285 (79°4 per cent) of cases. Extra 
items were recommended in the discharge letter 
as follows: One item for 37 patients (10°3 per 
cent); two items for 6 patients (1:7 per cent); 
three items for 2 patients (0'5 per cent). 

Extra items appeared in the ward discharge 
records as follows: One drug for 23 patients 
(6-4 per cent) and two drugs for 4 patients 
(1+2 per cent). 

In two cases equal numbers of different drugs 
were recorded. 

The classes of drugs involved in these dis- 
crepancies are shown in Table I. . 

3. A comparison was made between the 
current treatment sheet at the time of discharge 
and the record of drugs given to the patients on 
leaving the ward. In 250 instances (69:6 per 
cent) there was agreement between the two sets 
of records. Psychotropic drugs which were not 
recorded as having been given to the patient 
on leaving hospital were present on the treat- 
ment sheet as follows. One item for 76 patients 
(21:1 per cent); two drugs for 13 patients (3-6 
per cent) and three drugs for 6 patients (1+7 per 
cent), 

Drugs which had not appeared on the treat- 
ment sheet during the previous week were 
recorded as having been given to 5 patients 
(1°4 per cent) on leaving the ward, and equal 
numbers of different drugs appeared in the two 
records of 3 patients. Full information was 
lacking for 6 other patients. None of these 
discrepancies could be accounted for by the 


TABLE I 
Drugs involved in discrepancies between discharge letter 
and ward records 
Extraon Extra in 
Drug group ward discharge 
sheet letter 
Phenothiazine and 

butyrophenone 16 16 
Anti-depressant oe 3 10 
Choral .. ae ‘ie 4 Il 
Barbiturate oe 5 5 
Nitrazepam .. vú 2 10 
Other benzodiazepines. . I I 
Lithium sie i o 2 
Total .. S ka 31 55 


discontinuation of drugs given intermittently on 
an as required basis or by any change from a 
regular to an ‘as required’ form of prescription. 

The drugs on the current treatment sheet 
which were not recorded as having been given 
to the patient on leaving the ward were as 
follows: Phenothiazines (28 instances); anti- 
depressants (18); chloral and its derivatives 
(34); barbiturates (16); benzodiazepines (21) 
and lithium (3). 

Of the 22 patients re-admitted within one 
month of their initial discharge from hospital 
8 appeared to have had psychotropic drugs 
discontinued on the day of leaving the ward. 
This is not, however, a statistically significant 
proportion, 


B. A comparison of drug treatment at the time of 
admission to hospital, at the time of discharge 
from hospital and 18 months after the initial 
discharge 


Full information about drug treatment at all 
stages was available for 228 patients. Information 
was not available on admission for 18 patients, 
and 18 months after discharge information was 
not available for 113 patients (the reasons for 
this included: no reply from the general 
practitioner, a change in general practitioner, 
the patient having left the district or died, and 
the patient being in hospital). Of these 228 
patients included 74 are known to have spent 
at least one period as an in-patient in a psychi- 
atric hospital during the 18 months after their 
initial discharge. 

The numbers of patients receiving psycho- 
tropic drugs on these various Occasions appear 
in Table IJ, and the groups of drugs prescribed 
on each occasion are shown in Table ITI. 

Table IV shows the number of instances in 
which patients were receiving a psychotropic 
drug of the same group as recommended in their 
discharge letter 18 months after their discharge. 
This does not necessarily mean that they had 
been receiving this drug for the whole of the 
18-month period. 

Of 169 patients discharged on psychotropic 
drugs 79 were readmitted during the 18 months 
after discharge, as opposed to 49 of the 190 
patients discharged on no psychotropic drugs. 
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Taste II 
Psychotropic drugs at the time of admission, discharge 
and 18 months later 


No. of Patients Patients Patients 
psychotropic at at 18 months 
drugs admission discharge later 
No % No % No % 
o 76 38°83 116 50-9 112 49'i 
I 81 35°5 64 281 62 27'2 
2 49 21°5 35 15°3 43 18-9 
3 20 88 13 57 10 4°4 
4 2 09 o o I o4 
Total 228 228 228 
Tase II 
Drugs prescribed before admission, at discharge and 
18 months later 
Drug group Instances Instances Instances 
before at 18 months 
admission discharge later 
No. % No % \No % 
Phenothiazine 
and butyro- 
phenone .. 73 29°6 68 39°3 49 26°9 
Antidepressant 56 22:7 38 22:0 48 26:4 
Barbiturate.. 47 19°09 16 g'2 22 12°1 
Chloral and 
derivatives 4 r6 17 g'8 10 
Nitrazepam 14 5'7 20 11°6 16 8:8 
Other benzo- 
diazepines 34 13°8 8 46 14 77 
Mandrax .. 11 4°4 o o 4 2'2 
Lithium .. 3 r2 6 3'5 19 FI 
Other + 5 20 o o 3'3 
Total 247 173 182 


This difference was statistically significant (x? 
= 17°03; p < 0-001), although it should be 
remembered that these groups of patients were 
likely to have differed in other ways. 


DISCUSSION 

This study shows that there are many dis- 
crepancies between the drug treatment given 
to the patient as he left the ward and that 
subsequently recommended in the discharge 
letter. Discrepancies may sometimes have been 
deliberate, as it may have been decided to stop 
a particular drug a few days after discharge, 
but this was probably not always the case. 

Another source of information, which was not 
kept in duplicate in the hospital records at the 
time this study was undertaken, was the brief 
note of drug treatment sent with the patient to 


Taste IV 
Drugs prescribed before admission, at discharge and 
18 later 
Instances 
of pre- 
Instances scription % still 
in of drug prescribed 
Drug group discharge from same 18 months 
letter group later 
18 months 
later 
Phenothiazine 
and butyro- 
phenone .. 68 23 33°8 
Antidepressant. 38 13 342 
Barbiturate .. 16 7 43°7 
Chloral and 
derivatives 17 4 23°5 
Nitrazepam 20 6 30-0 
Other benzo- 
diazepines 8 4 50:0 
Lithium... 6 4 66-0 
Total 173 61 35°3 


the general practitioner at the time of discharge. 
It is assumed that this would probably have 
corresponded to those drugs handed to the 
patient on leaving the ward. The retention of a 
duplicate of this document in the case notes is 
now recommended in the report ‘Control of 
Medicines in Hospital Wards and Departments’ 
(H.M.S.O., 1972), and this would probably 
have reduced the number of discrepancies. 

The comparison between the current treat- 
ment sheet on the day of discharge and the 
record of drugs given on leaving the ward 
shows that many drugs were apparently abrupt! 
stopped at the time of leaving hospital. The act 
of rewriting the prescription may have led to a 
further review of drug treatment. It is possible 
that some patients may have obtained supplies 
immediately from elsewhere, but often this would 
appear to have been unlikely. The day of dis- 
charge may not be the best time to stop a drug 
such as a hypnotic, since mild withdrawal symp- 
toms may interfere with the patient’s adjustment 
during the first few days at home. It would be 
preferable to stop these drugs some time before 
discharge. 

The figures obtained for drug use at different 
stages in the patient’s treatment must be inter- 
preted with some caution because many 
patients were excluded on account of lack of 
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information. As might be expected, a larger 
proportion of patients were on psychotropic 
medication at the time of their admission to 
hospital than at the time of discharge, as 
admission would probably have followed a 
period of crisis. 

In many ways it is a little disturbing to find 
that about half the sample were still receiving 
psychotropic drugs about 18 months after 
discharge from hospital. Some of this reflected 
continued psychiatric morbidity, and in some 
instances this treatment was a result of definite 
prophylactic policy, for example phenothiazines 

‘in schizophrenics and lithium for patients 
suffering from manic depressive psychosis. 

The patients remaining on psychotropic drugs 
18 months after discharge would be likely to 
include a proportion of individuals at least 
mildly dependent upon these drugs. Neverthe- 
less the majority of patients were on drugs of 
different groups from those prescribed at the 
time of their discharge from hospital, and 
there was no clear evidence that drugs of any 
one group were more likely to be continued 
than any other. At the time of follow-up there 
were some changes in the proportion of various 
drugs used, although it should be remembered 
that information was lacking for about one 
third of the patients. For example, the propor- 
tion of patients receiving phenothiazines had 
fallen, and these differences may reflect differ- 
ences in prescribing policy between hospitals and 
general practitioners. 

dn conclusion, it is suggested that the informa- 
tion presented here points to the need for greater 
attention to the problem of communicating 
information about drug treatment to general 
practitioners at the time of discharge from 
hospital. In general it is suggested that drugs 
should not be discontinued abruptly on the day 
of discharge, and the drug regime should be 
critically reviewed some time before the patient 
leaves hospital, as some patients are likely to 
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stay on psychotropic medication for a long 
period after their discharge. 


BALLINGER 


SUMMARY 

The drug treatment recommended in the 
discharge letters of 359 psychiatric patients was 
compared with the records of the supply of 
drugs given on leaving the hospital, and 
differences were found in 20-6 per cent of the 
sample. A comparison of the patients’ treatment 
sheets, and the records of drugs given on leaving 
the hospital showed that drugs had been 
discontinued on the day of discharge in 26-4 
per cent of the total. It is suggested that the 
communication of information about drug 
treatment to general practitioners requires 
further attention, and that drugs should not be 
discontinued on the day of discharge. 

The drug treatment of the same group of 
patients was reviewed 18 months later, at which 
time 49:1 per cent were still receiving psycho- 
tropic drugs. Only 35:3 per cent of these 
prescriptions were for drugs of the same group 
as those given at the time of discharge from 
hospital. 
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A Phenomenological Comparison of LSD and Schizophrenic 
States* 


By BARRY G. YOUNG 


INTRODUCTION 


The possibility of understanding self and 
others through the use of drugs has entertained 
and intrigued the imagination of man for 
centuries. The accidental discovery of d- 
lysergic acid diethylamide-25 (LSD) by Hofman 
in 1943 brought this possibility closer to realiza- 
tion than ever before. 

LSD is capable of inducing a variety of 
psychological states. For some individuals, 
changes in time and sensory perception, altera- 
tions in thought, speech, mood and affect are 
so marked that the drug has been characterized 
as a psychotomimetic agent (DeShon, Rinkel 
and Solomon, 1952; Osmond, 1957). 

In a profusion of publications on the subject 
since 1954, a pattern of research developed in 
which many observers tried to show that LSD 
produced a psychotic state, and an equal 
number of researchers exerted energies in the 
opposite direction to show that LSD did not 
produce a psychotic state. 

Several studies have shown similarities be- 
tween LSD and schizophrenic states (Bercel, 
Travis, Ollinger and Dreikurs, 1956; Rinkel, 
DeShon, Hyde and Solomon, 1952; Krill, 
Wieland and Ostfield, 1960). 

Very few comparative studies are reported 
in the literature, and these are somewhat 
circumscribed. For example, Rosenbaum, 
Cohen, Luby, Gottlieb and Yelen (1959) used 
only chronic schizophrenic patients. 

The purpose of this investigation was to gain 
information about the LSD and schizophrenic 
experiences by comparing the two states on a 
variety of measures. The questionnaire included 


* Summarized from a thesis which was submitted by the 
author in partial fulfilment of the requirements for a 
Master of Arts degree from the University of Saskatchewan, 
Regina Campus. 


sensory, thought, motor, affect and other 
phenomena which are characteristically in- 
fluenced by the schizophrenic process. The 
questionnaire also included perception, sensi- 
tivity and temporal phenomena which are 
characteristically influenced during LSD ex- 
periences. 

As Langs and Barr (1968) demonstrated, 
neither the LSD state nor the schizophrenic 
state is a uniform syndrome; rather, each may 
best be conceptualized as a syndrome-complex 
within which a variety of symptom pictures may 
be found. It was considered that the multi- 
variable phenomenological approach used in 
this study would be especially suited to investi- 
gating the syndrome-complex concept of the 
LSD and schizophrenic states. 

The study was designed for young subjects 
aged 14-25 years. LSD use is most frequent 
among this group (Alcohol Commission of 
Saskatchewan, 1969) and the onset of the 
schizophrenic process is also more frequent in 
this age group (Bellak, 1958). It was expected 
that experimental data should then be more 
relevant to the population in which the inci- 
dence of these states is highest and bear closer 
resemblance to the true clinical picture of these 
states and the subjective experience of them. 

In what specific areas the experiences differ, 
how they differ and why they differ were some 
of the questions to be investigated. 


METHOD 
The study compared data collected from a 
questionnaire administered in a taped inter- 
view to LSD, schizophrenic and control subjects. 
The LSD subjects were volunteers from the 
University of Saskatchewan and from two 
Regina city high schools. The subjects were 
accepted as suitable if they admitted in the 


Over a decade of widespread use has therapy from injectable for the acute I 
shown the value of ‘Stelazine’ in mobilising phase, through stabilization with tablets, 
the withdrawn schizophrenic. to once a day maintenance with 

Awide range of strengths and dosage '‘'Spansule’ Capsules. 
vehicles enables the psychiatrist to tailor Stelazine. For the withdrawn schizophrenic. 
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initial section of the questionnaire to having 
taken LSD five or more times. Details of the 
subjects’ age, sex, educational level and drug 
experience are listed in Table IV (Appendix A). 

The schizophrenic subjects were selected from 
young in-patients and out-patients at the 
Munroe Wing and Clinic, Regina General 
Hospital, Saskatchewan. These subjects were 
accepted if the initial diagnosis of schizophrenia 
by a psychiatrist or psychologist had been 
confirmed by a second consultant psychiatrist. 
Initially the author attempted to use only 
acute, untreated patients, but this proved to be 
impossible. However, the treated Subjects used 
provided more than adequate information about 
their experience. Details of the subjects’ age, 
sex, occupation and education level are listed 
in Table V (Appendix A). 

The control group subjects were volunteers 
from the University of Saskatchewan, two 
~ Regina city high schools, Grey Nuns nursing 
“school; and the Royal Canadian Mounted 
< Police recruit classes. Only subjects who denied 
having any non-medical drug experience, ex- 
cluding alcohol, were accepted. Details of the 
control group age, sex and education level are 
listed in Table VI (Appendix A). 

The LSD and control group subjects were 
roughly matched for age and sex with the 
schizophrenic group. 

The final test sample consisted of 60 subjects. 
This comprised three groups: a group of 20 LSD 
subjects, a group of 20 schizophrenic patients 
and a group of 20 control subjects. 

"The age range of the sample was 14 to 25 
years, with the exception of one 29-year-old 
subject in the schizophrenic group. Approxi- 
mately 70 per cent of the subjects in each group 
were male. 

In order to reduce the effects of expectation 
the subjects when asked to volunteer were not 
told initially the nature of the study. At the 
time of the interview an introduction card 
containing the following was read to the LSD 
subjects: 

The information from this questionnaire is to be 
used in a comparative study of young persons aged 
14-25 years. 

The study takes into account the different ways 
that individuals experience the same phenomena, 
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and the different phenomena that are experienced by 
subjects with drug experience, 

All information is coded and kept strictly confi- 
dential. No names will be- released. 

When answering the quest naire you should try 
to remember your past experiences on LSD and then 
answer the questions appropriately. 





Confidentiality was stressed to help make the 
subject feel free to give rather privileged infor- 
mation about illegal activities. All possible 
precautions were taken to maintain anonymity 
of the drug subjects. 

A different introduction card was read to the 
schizophrenic patient: 


The information from. this questionnaire is to be 
used in a comparative study of young persons aged 
14-25 years. 

The study takes into account the different ways 
that individuals experience the same phenomena, 
and the different phenomena that are experienced by 
subjects with drug eerie and those with no drug 
experience. 

All information is: ded and kept strictly confi- 
dential. No names will be released. 

Your past experience is important. When answer- 
ing the questionnaire you should try and remember 
your past experiences and then answer the questions 
appropriately. 


After reading this. card, the schizophrenic 
patients were informed that participation was 
voluntary and no coercion was used. 

Statistical analysis: was carried out in order 
to establish whether or not significant differences 
existed between the LSD, schizophrenic and 
control groups in their experience of the pheno- 
mena under investigation. A ¢ test of significance 
of differences of proportions was used with two- 
tailed p-values. 


 Resunrs 
Proportions of those having experienced the 
phenomena and ? value differences between 
groups are reported in Table I 


1. Disturbances in visual perceptual stability 

Significant differences between the LSD and 
schizophrenic groups were found on only two 
of the seven measures. of visual stability. This 
indicates an initial similarity between the two 
states. : 


A PHENOMENOLOGICAL COMPARISON OF LSD AND SCHIZOPHRENIC STATES 


Taare I 
Proportions and t-values for visual perceptual disturbances among LSD, schizophrenic and control groups 

















Proportions Value 
LSD Schizophrenic Control Iv. 3 Iv. 2 2V.3 
Perception +50 “90 "10 2°76** = — 1-99 387%" 
Size "35 “35 “10 1°89 0°00 1°89 
Shape ‘ ka X 65 “30 05 3+98** 2'22" 2+08* 
Colour .. sa iss 100 70 -25 4°gr** 2-66* 2°85** 
Stereoscopic “40 30 “15 1°77 o:66 r4 
Acceleration -80 55 “10 4°40** 1 "69 3°04** 
Hallucinations z sk "60 -45 “00 4°14** ogs 3°41%* 
Auditory hallucinations .. +30 05 00 2-66* 2-08* 102 
af = 38 *p < +05 i t = 21038 
**p < OI t = “740 
In response to the question on visual halluci- Case roS 


nations, 30 per cent of the LSD subjects and 5 
per cent of the schizophrenic patients sponta- 
neously gave reports of auditory hallucinations. 
No control subjects reported visual or auditory 
hallucinations. The reported auditory hallucina- 
tions are notable because they are reported as 
rare for LSD subjects (Buss, 1966). 


Clinical data 

The material presented below is given exactly 
as presented by the subjects. No grammatical 
corrections or additions were made except when 
it was vital to the meaning. All insertions by the 
author have been bracketed. 

The following cases are presented as examples 
of the more lucidly described visual perceptual 
changes. The letters D, S, or C after the case 
number delineate the LSD, Schizophrenic or 
Control Group. 


Case 4D 

‘I see designs and patterns on walls, things begin to 
move, bright colours glow, I see odd shapes and 
shadows,’ 


Case r6D 


‘Sometimies as you walk towards a 


person they 
shrink and you can’t get to them.’ 


Examples of visual alterations, although fre- 
quent for the schizophrenic group, were not 
quite as frequent or as lucid as those from the 
LSD group. 


‘Pictures of people I’m scared of flash at me.’ 
‘Everything is brighter and it seems closer; its 
nice if its trees and that but not if its people.’ 


Case 38 
‘I saw a girl I thought I knew and after I kept 
staring at her, she changed and I didn’t know her.’ 


Case 8S 


‘. . » (people) mostly (get) smaller as you move 
toward them.’ 


Illusory acceleration of objects was reported 
by 80 per cent of the LSD subjects and most 
frequently involved automobiles. 


Case 14D 

‘Well, driving a car for example, the object itself 
(the car) was going far faster to me than it really was, 
the speedometer said 50 miles an hour and it seemed 
to me like a 100 miles an hour.’ 


Illusory acceleration of objects was reported 
by 55 per cent of the schizophrenic patients, and 
like the LSD group they most frequently 
involved automobiles. 


Case 118 

‘It’s weird, . . . at that point you think something’s 
wrong with you really. A car coming at me and the 
speed seemed to change . . . cause it was coming right 
for me . . . (faster) . . . I had to jump (to avoid being 
hit).’ 


Case 48 
‘A car... it seemed like it was coming fast but that 
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it would take a real long time to get there .. . it hit 


me; (I was) on my bicycle.’ 


Visual hallucinations were reported by 60 per 
cent of the LSD subjects. Two of the more 
bizarre and fascinating ones are as follows: 


Case.4D 


t.. green flying saucer, green little men 2} in. 
high crawling all over my bed, green neon faces.’ 


Case 14D 

‘I thought that my breasts here were eyes and on 
that trip I actually felt my head disjoin from my 
* body and go up into the corner of the room and look 
at my body. And on that same trip the walls in the 
house were transparent and I could see everything 
around outside the house, I would actually see 
through the walls. Of course that shocked me.’ 


Visual hallucinations were reported by 45 per 
_ cent of the schizophrenic patients. These 
patients differed from the LSD subjects in 
_ terms of reality-testing in that the LSD subjects 
were much more able to recognize that their 
hallucinations represented an alien experience. 
< ‘This is especially obvious in cases 45 and 195. 


Gase 4S 
‘Some were in the form of devils, sort of murky 
colors, others bright.’ 


Case 108 
‘Brownie, he’s a steer. He’s always with me; he’s 
my friend.’ 


+ 
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Case 138 

‘It was after an emotional upset I kept thinking 
I had a cigarette in my hand and I was constantly 
burning myself. I kept dropping the cigarette on my 
bed and I couldn’t understand why it didn’t burn.’ 


Case 19S 
‘Look out there now. I see monkeys in the trees. I 
see my cousins.’ 


2. Thought disorder 

Evidence of the experience of disturbance in 
the process of thinking was present in significant 
amounts in all groups. However, the differences 
between groups were small and generally not 
significant. Proportion of subjects experiencing 
each phenomenon and #-value differences be- 
tween groups are presented in Table II. 

The frequency of positive responses among all 
three groups to the questions on thought dis- 
order and the lack of significant differences 
between groups on all but one criterion indicate 
that these phenomena are not exclusive to LSD 
or schizophrenic states. 

There were fewer. extended answers on 
thought disorder, most subjects responding 
simply ‘yes’ or ‘no’.. However, there is some 
indication that blocking and over-inclusive 
thinking occur only at particular times or under 
certain conditions for the LSD and control 


groups. 
Case roD ; 

“Yes, but only when I’m getting off * (becoming 
intoxicated). 














Tase II 
Proportions and t-values for thought disorder among LSD, schizophrenic and control groups 
Proportions t-Value 
LSD Schizophrenic Control ryg Iva 2v3 
"75 -85 “50 164 = 0°79 2°37" 
ee (speech) 80 “75 75 0°38 0°38 0-00 
Overinclusion (attention) 60 +80 60 9100 —1°38 1°38 
Speech 5s . "55 -70 "50 0:32 —0:98 1-29 
Gesture language . . a “65 "60 © -80 — 106 0°33 ~1°38 
Abstract-concrete speech .. “20 “45 +00 a-11* —1°6g g°4i** 
Normal speech “15 “05 -50 -gy 1'05 g. rg** 
d.f. = 38 *p < +05 : == 2:038 
**p < -o1 == 27740 
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Case 19D 


‘Occasionally, depends on how stoned you are.’ 


Case 9C 
(Yes) under circumstances where two or three 
people are talking.’ 


In contrast, the blocking and over-inclusive- 
ness of the schizophrenic subjects tended to be 
capricious and unpredictable. 


Case 208 
‘As soon as you say something my mind seems to 
block it off’ 


Case 158 

“My mind ... I don’t really have a thought of my 
own. My thoughts . . . I can’t explain it. But I don’t 
have a thought of my own really.’ 


Responses to proverb testing and a specially 
designed phrase indicated that some subjects 
were less able to discriminate clearly between 
the object and its symbolic representation in 
consciousness. Forty per cent of the LSD 
subjects’ thought tended to be abstract. Only 
15 per cent of the LSD subjects were judged 
abstract on both phrase and proverb. Forty-five 
per cent of the LSD subjects showed a tendency 
to concreteness of thought, but only one subject 
was judged concrete on both criteria. Fifteen 
per cent of the LSD subjects’ speech was judged 
normal. 

Results for the schizophrenic group showed 
55 per cent tending toward concreteness of 
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thought. Thirty-five per cent of these subjects 
were judged concrete in thought on the phrase 
and proverb. Another 40 per cent of this group 
tended toward abstract thought. However, only 
10 per cent of these subjects were judged 
abstract on both criteria. Only one schizophrenic 
subject’s speech was judged normal. 

In the control group no subjects were judged 
concrete or abstract on both criteria. Fifty per 
cent of the control subjects’ speech was judged 
normal. 

The LSD group was found to be significantly 
more abstract or concrete than the control 
group (p < +05). Also, the schizophrenic - 
group was found to be significantly more 
abstract or concrete than the control group 
(p < -or). 

On the abstract-concrete criteria the control 
group contained a significantly greater propor- 
tion of subjects whose speech was normal com- 
pared to either the LSD or schizophrenic group. 

This is the second measure of similarity 
between the LSD subjects and schizophrenic 
patients on thought disorder. It is also one 
indicator that effects of the LSD experience may 
persist beyond the length of the actual experi- 
ence. 


3. Disturbances in motor function 
Disturbances in motor function were found 
among all three groups. Proportions and ¢-value 
differences are presented in Table III. 
Significant differences were found only be- 
tween the LSD and control group (p < -05) 


Taste TIT 


Proportions and t-values for motor disturbances, identity-loss, time alterations, memory change, delusions and sensitivity 
to others among LSD, schizophrenic and control groups 











Proportions Value 
LSD Schizophrenic Control Iv.3 Iv. 2 2V.3 
net nen ener ent 
Motor aa = as "65 "40 "25 2-55* 1+58 1-Or 
Identity .. oe 20 +30 "05 1'44 -=0 "73 2*08* 
Time 5 a “go 85 "40 3°32** 0°48 2194** 
Memory change .. *go +85 -60 a1g* o: 1°97 
Neg. change "50 -45 “15 2:197* 0'32 2-07* 
Delusions .. “00 "25 +00 0-00 —~2°99* 2°39* 
Sensitivity .. -80 65 ‘85 —0'42 1:06 —1 -46 
d£ = 38 *p < +05 t = 2'038 
**D < -o1 t = 2-740 
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Case 12D 

‘First time I did acid walking but it felt like I 
shouldn’t be walking, I didn’t know how my legs were 
moving.’ 


Case 16D 

‘When you’re walking, you seem to float . . . it’s 
easier to walk. Sometimes you miss when you go to 
reach for a glass or light a cigarette.’ 


Several schizophrenic patients reported they 
felt they were being observed and this factor 
interfered with their motor performance. 


* Case 9S 

‘When I walk I always feel people are watching or 
something. I seem to feel funny. It seems like I’m 
walking funny or something.’ 


The following case of motor disturbance 
involved a trance or blank spell reported by 
_ other schizophrenics (Chapman, 1966). 


“Case 48 

‘When T get into stupors, Pll get up and start 
„walking and try to get away from it. My sight will 
fail, and if I try to keep going I usually fall . . . later it 
comes back.’ 


The control subjects reported motor distur- 
bances due to fatigue, self-consciousness and a 
variety of other unrelated reasons. 


4. Identity loss 

Results of the identity-loss measure and 
 tyalue differences are presented in Table III. 
_ A significantly greater proportion of the schizo- 
phrenic group experienced identity-loss com- 
pared to the control group (p <_-05). No other 
significant differences were found. 


Schizophrenic patients found it difficult to 
explain this experience, but a few good examples 
were given. 


Case 208 

‘,.. going into their skin, you try to act like others, 
not like yourself. By acting through others you’re 
not really yourself.’ 


Gase roS 
‘When I’m with someone (who) is good with 
horses I want to be him.’ 


An inability to explain clearly the pheno- 
menon persisted for the LSD subjects. 


Case 13D 
‘Once two of us became one person, not me or. her 
but another person for 20 minutes.’ 


5. Delusions 

The schizophrenic group was the only group 
whose responses were judged to be delusional. 
The differences were significant between the 
schizophrenic and control groups (p < -05). 
This is one of the few phenomena in which the 
schizophrenic group is clearly different from 
both the other groups. 

Results of this measure and t-value differences 
are presented in Table ITT. 

Evidence of delusions was found in the 
answers to the question, ‘What do you think 
caused the hallucination P 


Case 105 
‘Cause he wants to be here; he wants me to see him. 
I have to protect him and he has to protect me.’ 


Case 48 
‘I feel they were Visions, a state of being possessed 
by inward evil forces.’ 


6. Time 

Proportions and.t-value differences between 
groups are presented in Table IH. Significant 
differences were found between the LSD and 
control groups and between the schizophrenic 
and control groups (p < -or). 


Case 1D 
‘On the bus to Saskatoon, I wasn’t bored, it just 
felt like it went really quick about an hour.’ 


The following example from a schizophrenic 
patient is revealing. 


Case 18S 
‘Definitely yes; last fall I was playing the piano 
and time slowed right down, so slow it almost stopped.’ 


7. Memory change 

Memory change was reported by go per cent 
of the LSD subjects, 85 per cent of the schizo- 
phrenic patients and 60 per cent of the control 
subjects. Proportion and t-value differences are 
reported in Table HI. 
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The change difference was significant be- 
tween the LSD and control groups (p < +05). 
However, the direction of the change is the 
most interesting result. Fifty per cent of the 
LSD subjects reported their ability to remember 
had deteriorated. Forty-five per cent of the 
schizophrenic patients reported deterioration, 
but only 15 per cent of the controls reported 
their ability to remember had deteriorated. 

These differences were significant both be- 
tween the LSD group and the control group 
and between the schizophrenic and control 
groups (p < 05). No significant differences 
were found between group scores for those 
subjects who reported improved memory. 

Another 15 per cent of the LSD subjects 
reported their memory was better for some 
things and worse for others. Ten per cent of the 
schizophrenic group also reported this pheno- 
menon. No control subjects reported it. 

Clinical data of this positive and negative 
change in memory are presented below: 


Case 5D 
‘(Memory is) better for distant past, worse for 
immediate past.’ 


Case 45 

‘(It gets) worse in a practical sense . . . better in an 
inspiring sense, during a moment of strong inspiration 
I can remember things . . . things that might even 
seem unrelated.’ 


8. Emotional reactions 

To the question, ‘What kind of emotional 
reactions have you had to any of these experi- 
ences?’, a variety of answers give one some 
insight into the nature of the experience. 
Fear or paranoia was frequently used (95 per 
cent) to describe part of the LSD experience. 
The fact that possession of LSD is illegal 
probably contributes to a ‘fear set’ in some 
subjects. 


Case 11D 
‘I thought I saw a police car but it was just a flash 
... (why?) ... the LSD and fear of running into a 


police car because it was 3 or 4 in the morning.’ 


The experience most frequently reported (70 
per cent) was that of happiness or elation. Often 
there was an associated or co-existent feeling of 


sadness or depression (g0 per cent). Many 
subjects noted the wide variety of experiences of 
a ‘highly emotional state’. 


Case gD 

‘Scared, insecure—when I felt small as a piece of 
dirt. Wanting it to stop, but knowing I had no 
control over it. One moment sad, then happy. Un- 
limited amount of various emotions.’ 


Case 16D 
‘Mildly depressed or unhappy once. A couple of 
times I was so happy I was bursting over with joy.’ 


None of the subjects had experienced that ° 
widely reported and popularized phenomenon 
of newspapers and magazines, a ‘freak-out’. 

Forty per cent of the schizophrenic patients 
reported fear or paranoia as the principal 
emotion during the experience. For example: 


Case 7S 
‘Sometimes felt there was people against me and 
people with me.’ 


Many just responded in a word or phrase. 


Case 8S 
‘Scared, just wondering if it was really happening.’ 


Twenty-five per cent of the schizophrenic 
patients reported feelings of anxiety during 
their experience. Another 25 per cent reported 
feeling sad or depressed. Only go per cent re- 
ported that they were happy. Another 20 per 
cent reported no emotional reactions or a lagk 
of feeling. One co-operative and particularly 
verbose patient, for example, on this question, 
reported only a lack of emotional reaction. 

These descriptions build a picture of an 
experience that is fraught with distress, anxiety 
and fear for some, and creates an emotional 
emptiness for others. Very rarely are feelings of 
happiness used to describe the experience. 

Because the contrel subjects by definition 
could not have had an LSD or schizophrenic 
experience, the question on emotional reactions 
was not relevant to them, and hence this 
question was not used for this group. 

These results indicate differences in the way 
LSD and schizophrenic subjects react to their 
experience. 
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g. Sensitivity to others 

All groups reported they had become more 
sensitive to other people. Proportions for this 
measure and t-value differences between groups 
are presented in Table II. 

No significant differences were found between 
the three groups. These results may indicate a 
weakness in the self-report method. 

There appear to be many more similarities 
between the LSD and schizophrenic states than 
differences. However, we also find about one- 
half of the measures indicating similarities 
between the groups are also present in the 
' control group. 


Discussion 


The findings of this study do not allow us to 
draw any firm conclusions as to how LSD and 
schizophrenic states are similar, because many 


<r of the phenomena under investigation were 


reported by large proportions of the control 
group subjects. However, significant differences 
do exist in some phenomena between the LSD 
and control groups and between the schizo- 
phrenic and control groups, and on these 
measures we can clearly see how LSD and 
schizophrenic states are similar. 

Several significant differences were also found 
between the LSD and schizophrenic states 
(Table IIT). 

In order to investigate the question of 
visual perceptual stability, seven different 
measures were used. Of this number only 
three, perception, illusory acceleration of objects 
and visual hallucinations, revealed clear and 
exclusive similarities between the LSD and 
schizophrenic experience. But, of the remaining 
four measures, proportions were in every case 
greater for the LSD and schizophrenic group, 
with only a minority of the control group having 
experienced the phenomena. 

The findings regarding hallucinations con- 
tradict earlier studies. Feinberg (1962) and 
Malitz et al. (1962) both describe the predomi- 
nantly visual nature of hallucinations under 
LSD and their auditory nature in schizophrenia. 

In contrast, this study found that 45 per cent 
of schizophrenic patients and 60 per cent of 
LSD subjects had experienced a visual halluci- 


nation. In addition go per cent of the LSD 
subjects reported auditory hallucinations. 

Results from the measures of experiential 
disturbance in thinking are particularly in- 
teresting. Blocking, overinclusion, speech dis- 
turbance and use of gesture language were 
present in large proportions in all three groups. 
Only the abstract-concrete measures were 
useful in delineating differences between the 
control group and the other two groups. But the 
possible influence of observer bias should be 
noted here, as no precautions were taken to 
prevent the investigator from knowing to which 
group the subjects belonged, while assessing 
the interview material. 

It was found that schizophrenic speech, 
although most often concrete, could be abstract 
and at times both concrete and abstract during 
the same interview. These results are similar to 
those found by Chapman (1966) in a clinical 
study of schizophrenics. 

The presence of a tendency towards abstract- 
ness or concreteness of thought in a high pro- 
portion of the LSD subjects may indicate some 
long-term effects: of the drug, or perhaps is 
characteristic of those individuals who choose 
to use LSD. However, it may also be accounted 
for by the fact that many LSD subjects inter- 
preted the proverb in relation to a drug experi- 
ence or in relation to their feelings about drug 
use. In any case, the results indicate a trend 
only and are not to be taken as definitive 
evidence, which could only be obtained by a 
further, more specific study of this finding in 
users of LSD. 

The results of these measures on disturbed 
thinking provide tentative evidence of simi- 
larities between ESD and schizophrenic states. 
However, except for the blocking and abstract- 
concrete measures; disturbances in thinking are 
present in significant proportions for the control 
group as well. It is interesting to note that the 
failure to use a control group, as in some studies, 
might have created the impression of marked 
similarities between the LSD and schizophrenic 
groups on these measures of disturbed thinking 
because the LSD and schizophrenic groups were 
very similar on these measures. 

It is fair to suggest that the high incidence of 
alteration in the process of thinking amongst all 
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groups may be accounted for in terms of fre- 
quency and persistency of occurrence. Ordered 
thought is the product of a long period of 
intellectual maturation. Disordered thought can 
occur during periods of stress or extreme 
emotional excitement even in a stable mature 
individual, and is therefore latent in everyone, 
manifesting itself only at certain times and in 
certain conditions (e.g. sensory isolation, severe 
fatigue and in states of semi-arousal from sleep, 
etc.). However, for the acute schizophrenic, 
thought disorder is probably a pervasive and 
persistent feature of psychic life. Thus, thought 
disorder, qualitatively present for all groups, 
may vary quantitatively so as to produce 
entirely different experiences. 

The phenomena of motor disturbance and 
identity-loss both tend to show similarities 
between LSD and schizophrenic experiences. 
But these differences, when compared to the 
control group, failed to reach significance for 
one or the other of the two groups. There was 
some indication that the nature of the motor 
disturbance differed between the groups, the 
schizophrenic patients showing more debili- 
tating effects. 

The presence of delusional material among 
the beliefs of the schizophrenic patients re- 
presented a unique and exclusive difference 
between the LSD and schizophrenic state. It has 
been reported elsewhere that delusions are often 
secondary symptoms of schizophrenia and 
appear essentially to be attempts on the 
patient’s part to explain what was for him a 
real experience (Chapman, 1966). If this is 
true, we would not expect the development of 
delusions among the LSD group, because they 
are able to attribute the most bizarre of experi- 
ences to the effects of the drug. The findings are 
consistent with this hypothesis. 

The experience of time provided a marked 
similarity between the LSD and schizophrenic 
groups. Both groups experienced marked altera- 
tions in time perception. These results agree 
with those reported by Holt and Goldberger 
(1960) and Shlosberg (1969). 

Memory disturbance provided another 
measure of similarity between the LSD and 
schizophrenic group. However, the difference, 
although significant, was complicated by an 


unexpected, spontaneously developed category 
among some subjects in the LSD and schizo- 
phrenic groups. This new category consisted of 
a disturbance in memory for ordinary details 
and problems of everyday life while at the same 
time providing an enhancement of memory for 
important distant past events. 

The presence of abstract thinking and 
memory disturbance are subtle indications that 
the schizophrenic psychosis and the LSD state 
may both be organic in nature. The hypothesis 
that schizophrenia is an organic psychosis has 
been postulated by Slater, Beard and Glithero 
(1963) and Chapman (1966). This possibility- 
has serious implications for regular users of LSD 
and is deserving of further research. 

The emotional content of the experience 
represents a phenomenological difference be- 
tween LSD and schizophrenic states. 

A significantly greater proportion of the 
LSD subjects (7o per cent) report feelings of 
elation or happiness during the experience, 
compared to only 20 per cent of the schizo- 
phrenics. These findings are to be expected 
when we remember that the LSD subject 
knows his experience is determinate and he 
enters it of his own free will, often with positive 
expectations. The schizophrenic patient, on the 
other hand, is suddenly or insidiously over- 
whelmed by sense alterations that he cannot 
explain. His responses to these early changes 
are, appropriately enough, usually anxiety and 
later depression. Although depression is re- 
ported by both LSD and schizophrenic groups, 
there are differences in the experience. The LSD 
subjects frequently reported feelings of elation 
and depression in close conjunction. The LSD 
subjects’ depression is short-lived unless it 
governs the entire experience, something which 
did not occur for these subjects. Also, an LSD 
depression very rarely ends in suicide. The 
schizophrenic patients, on the other hand, did 
not report feelings of elation in conjunction 
with their feelings of depression; their depression 
is of relatively long duration and occasionally 
leads to suicide. As the disease process continues, 
a loss of affect, or ‘lack of feeling’ as the subjects 
described it, becomes an evident symptom. 
These findings are consistent with Bleuler’s 
(1911) description of the schizophrenic state 
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and with Blewett and Chwelos’ (1959) descrip- 
tion of emotional reactions in LSD states. 

Some of the possible reasons for the high 
proportion of sense alterations in the control 
group have been discussed. 

The inconsistency of the changes reported for 
the schizophrenic group is also important. They 
can in part be accounted for by the great 
variability of the symptom picture for each 
individual schizophrenic. Failure to take this 
variability into account has undoubtedly contri- 
buted to confusion surrounding the clinical 
picture of what constitutes schizophrenia. Con- 
‘tributing to this confusion is the sudden tem- 
porary improvement that a clinician may see 
due to change of environment or other factors. 
Unawareness of some subtle changes and 
repression of unpleasant changes could also 
contribute to an incomplete perspective of the 
_ patient’s experience. This factor is augmented 
~ by a. suspiciousness in some schizophrenic 
_ patients who fear confinement and deny any 
~ unusual or altered experiences so as to create an 
impression of health. A questionnaire is especi- 
ally .susceptible to such misrepresentation, 
although itis hoped that the use of a lie scale 
reduced this factor to a minimum. 


SUMMARY 


The LSD and schizophrenic experiences are 
similar. in more ways than they are different. 
The. states are phenomenologically similar, but 
the: similarity is contaminated by the fact that 
nq significant differences exist between these 
‘two groups and the control group on several 
measures, if the phenomena in question are 
regarded as isolated. Significant differences 
exist. between the LSD and schizophrenic 
experiences, primarily in the affective nature 
of the experiences and due to the presence of 
delusions in some schizophrenic states. 
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APPENDIX A 
Taste IV 
Details of LSD subjects 
Case LSD  Educatión 
No. Age Sex Occupation experiences (years) 
1 14 M Student 5 8 
2 14 M Student 9 8 
3 15 F Student 10 10 
4 16 M Student 63 11 
5 16 M Student 125-150 9 
6 ı7 F Student 20-25 13 
7 17 M Student 80~100 12 
8 117 M Student 8 11 
9 1 M Unemployed 7 12 
10 18 M Student 75 13 
11 18 F Student 50+ 13 
12 18 M Musician 15 13 
13 18 F Student 20 13 
14 18 M Student 70 I 
15 19 F Student 8 13 
1 19 F Student 15 13 
17 20 F Student 15 14 
18 20 M Student 60-70 14 
ig 20 M Student 25-30 14 
20 21 M — Student 15 13 
Mean 17°65 34°75" rigo 





* Minimum number of times taken in each case. 








Taste V 
Details of schizophrenic patients 
Case Education 
No. Age Sex Occupation (years) 
I 15 M Student 8 
2 16 M Unemployed 8 
3 16 M Student 8 
4 6 M Student II 
5 16 Fo. Student 10 
6 17 M. Student 8 
7 18 M. Student 10 
8 18 F Student 12 
9 19 M Student 12 
10 19 F Student 11 
II 20 M Unemployed 10 
12 20 M> Student 13 
13 21 M Student 13 
I4 2I Fo Housewife 8 
15 21 M Student 13 
16 at F: Student 13 
17 23 M: Baker 10 
18 25 M. Student 15 
19 29 Fo Student 11 
20 19 M Student 12 
Mean 19°50) 10°80 
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Taste VI 
Details of control subjects 
Case Education 
No. Age Sex Occupation (years) 
I i5 M Student 10 
2 16 M Student 10 
3 16 M Student 10 
4 16 M Student 10 
5 7 M Student i 
6 18 F Student 13 
bi 18 F Student nurse 13 
8 18 F Student nurse 13 
9 18 F Student nurse 13 
10 18 F Student nurse 13 
fat 18 M Student 13 
12 t9 M Student 13 
13 19 F Student 14 
14 19 F Student 13 
15 19 M Student 14 
16 19 M R.C.M.P. recruit 13 
17 20 M R.G.M.P. recruit 12 
18 at M R.C.M.P. recruit 12 
1g 22 M R.C.M.P. recruit 14 
20 23 M Farmer-student 12 
Mean 18-45 12°30 
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Psychiatry, Systems Theory, Education, and Change 


By MAXWELL JONES 


How far are the traditional skills of psychi- 
atry relevant to the everyday problems of our 
time? Or, put differently, do the goals of psychi- 
atry reach beyond identifying someone as 
mentally ill and treating such an individual? 

Some movement towards community involve- 
ment by psychiatrists has begun, -and in 1971 
Sir Keith Joseph announced his plan to empty 
the mental hospitals in England and Wales 
over a period of 15 years. But such a plan, like 
the community mental health clinics initiated 
in 1963 during the Kennedy administration in 
the United States, imply a physical change in 
the location of patients rather than a change in 
psychiatry’s basic function. Admittedly, anyone 
- working in the community outside the hospital 
doing home visits to prospective patients as in 
crisis intervention work (Jones and Polak, 1968) 
gets some awareness of the ‘artificiality’ of 
traditional psychiatry. The cultural and socio- 
economic factors in the evolution of psychiatric 
casualties are now generally accepted as an 
important dimension in psychiatry. This in turn 
is equated with a growing interest in various 
forms of group treatment (Walton, 1971), 
together with marriage guidance, prenatal 
groups, and so on. 

[he basic question seems to be: is psychiatry’s 
function to treat patients individually or in 
groups, or has it a responsibility to become 
involved in social problem areas, integrating its 
skills with other disciplines, e.g. behavioural 
science, education from infancy to death, 
religion, architecture, town planning, politics, 
and so on. 

If the latter, then have we the training and 
motivation to enter such relatively new fields, or 
will we have to learn ‘on the job’ from our 
colleagues, from the other disciplines, and from 
the consumers themselves? 

Psychiatry has remained strangely resistant in 
its awareness and application of the developing 
field of systems theory. 


Milton Greenblatt (1972) has recently drawn 
attention to the relative failure to develop the 
role of the administrator in psychiatric facilities, 
and contrasts this with the developments in 
business administration. He attributes this 
neglect to the psychiatrist’s preoccupation with 
his role as psychotherapist and his lack of con- 
cern about the social organization in which 
treatment occurs. Yet, as far back as 1957, he 
himself had coimed the term ‘social system 
clinician’ which indicates a psychiatrist who 
treats the social organization of which the 
patient is a part, in contrast to the traditional 
psychotherapist who treats the sick individual. 
In this context he describes the therapeutic 
community approach which originated in 
Britain during World War II (Main, 1946; 
Jones, 1953 and 1955). In recommending the 
role of administrator to psychiatrists he says: 
‘Whereas individual pathology is at the centre 
of attention of all clinicians and psychiatrists, 
institutional pathology is scarcely recognized as 
a field of observation and study. Yet the 
psychiatrist would have a unique contribution 
to make-if he could adopt the social system 
clinician’s role.’ 

Applied to the present practice of hospital 
or community mental health clinic work, a 
social system clinician concerns himself with the 
social system of the psychiatric facility as well as 
with the diagnosis and treatment of identified 
patients. The social system clinician is in- 
creasingly interested in interacting with the 
‘patient’s’ social system in order to see his 
‘patient’ as a real person; otherwise the ‘patient’ 
may try to live up to the traditional expectation 
of a patient role. ' 

The stereotype of a ‘patient’ role is often 
shared by the professional personnel whom he 
meets. The interviewing doctor trained in 
traditional psychiatry understandably wants to 
use this knowledge and identify the ‘patient’ as 
suffering from some recognized disease entity. 
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Such a diagnosis then gives the patient a familiar 
identity to which the professional personnel 
react in predictable ways. So the general 
principle that the role of a ‘patient’ is to be ‘sick’ 
is reinforced. The ‘patient’ in such a situation 
finds it difficult not to respond to the expecta- 
tions of a staff who give a fairly consistent 
message (Polak, 1971; Polak and Jones, in 
press). 

A ‘patient’ diagnosed as depression with 
suicidal tendencies, will to some extent see a 
reflection of the staff’s anxious expectations all 
around him. The contagion may spread even 
to his visitors, via the staff. 

I am questioning the whole approach to 
‘illness’, which may be relevant to medical 
and surgical conditions, but which may be 
actually harmful in psychiatry. 

The irrelevance of the medical approach may 
become apparent to anyone doing a home visit 
at the request of a family doctor. The latter will 
probably have identified the ‘sick’ individual, 
interaction with the family may raise doubts as 
to who, if anyone, is ‘sick’. The family crisis 
may have affected one individual more obviously 
than other family members. The temptation to 
play the role of a doctor is strong, and the family 
physician may have already committed himself 
to a diagnosis. This has to some extent satisfied 
the family’s need for an immediate, even if 
temporary, relief from their dilemma. Someone 
is identified as mentally ill and that ‘explains’ 
the family disturbance. The psychiatrist and/or 
his team have only to concur and the tension is 
eased. The identified patient is removed from 
the family system and introduced to the hospital 
system where the expectations already described 
will begin to operate. 

Social psychiatrists and their colleagues are 
becoming increasingly aware of the dangers of 
such a traditional stereotyped approach, which 
largely ignores the social system of which the 
patient is a part. They are aware of disturbed 
behaviour as a response to some immediate 
stress or crisis, and to understand and modify 
such aberrant behaviour they focus on the ‘here 
and now’ events. It may not be necessary or 
even relevant to analyse intrapsychic events 
from the past. 

In brief, Greenblatt’s concept of social systems 


clinician brings systems theory into the field of 
psychiatry but does not take the psychiatrist 
outside his formal clinical role or involve him 
in social problems generally. The same limita- 
tion applies to David Clark’s (1964) excellent 
book on Administrative Therapy. 

My own experience is that a psychiatrist’s 
training is useful as an introduction to social 
problem areas which would seem to represent 
one aspect of preventive psychiatry. The con- 
cept of a therapeutic community (Main, 1946; 
Rapoport, 1960; Jones, 1952, 1953, 1962, 
1968a, 1968b) grew out of a psychiatric hospital 
setting and anticipated the concepts of organi- 
zation development (O.D.) and systems theory’ 
by at least a decade. Basically a therapeutic 
community represents a system for change. It 
was this interest in systems theory as applied to 
social problem areas generally which led me to 
get involved in schools, industry, church groups, 
etc. My role as a consultant in the Department 
of Staff Development at Fort Logan Mental 
Health Center in Denver, Colorado, was inter- 
preted very liberally by my employers, and this 
has allowed me to explore various possibilities of 
preventive psychiatry (Caplan, 1964). 

What is strikingly absent in both schools and 
hospitals to date is interest in the organization or 
systems dimension. It is this omission which in 
my opinion has contributed to the rigidity and 
lack of ‘growth’ in both these systems. Never- 
theless, Neill (1962) founded Summerhill as a 
school operating as an ‘open system’ in 1921, 
and a psychiatric hospital started on these lines 
in 1947 (Jones, 1953). Argyris (1970) defines An 
open system as follows: ‘An open system is one 
whose strategy for adaptation is less on building 
defensive forts and more on reaching out, learn- 
ing, and becoming competent in controlling the 
external and internal environment so that its 
objectives are achieved and its members con- 
tinue to learn. An open system not only is open 
to being influenced, but also its members strive 
to accept every responsibility that helps them 
increase their confidence in themselves and their 
group and increase their capacity to solve 
problems effectively.’ 

An open system is an invitation to involve- 
ment, discussion, interaction, and learning. But 


such a system is at variance with much of our 
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previous growth experience. We grow up in 
families, schools, universities, work and play 
groups where communication is at two levels— 
what we say and what we hide. The double 
standard by which we live makes it hard to trust 
the next person, at least until we think we 
‘know’ him. Even then there are many inner 
thoughts which we keep to ourselves for fear of 
estrangement, disgrace, misunderstanding, and 
so on. Much of group treatment in psychiatry has 
evolved as a reaction to such closed systems. 

There is reason to think that this heritage of 
suspicion and doubt might be modified from 
the earliest school years (Glasser, 1969; Silber- 
man, 1970). The classroom may be used for 
learning as well as for memorizing subject 
matter for future exams. The class has a life of 
its own, and living learning situations (Jones, 
1968a) inevitably occur with great frequency. 
But school teachers tend to avoid such oppor- 
tunities for learning because their perception 
of their role is to teach subject matter and not 
get involved in trying to understand behaviour 
in the classroom. ‘Problems’ are dealt with 
through punishment (discipline) or by referral 
to a psychologist. 

When a class is given an opportunity to learn 
problem solving, we are up against the same 
difficulties as a psychiatrist experiences with a 
new group. My own experience over the past 
four years is very similar to Glasser’s (1969). 
Seat any class of schoolchildren in a circle away 
from their formal rows of desks, and there is the 
amicipation of interaction. However, such an 
unstructured situation is as anxiety-provoking 
for schoolchildren as it is for a new psychiatric 
patient group or for any other group of people. 
With schoolchildren, the warming-up process 
can be hastened especially in the younger age 
groups by role playing. The goal of such a group 
is to get children interested in what lies behind 
behaviour so that they can begin to examine 
their attitude towards their own and other 
people’s behaviour. They begin to think for 
themselves instead of blindly accepting the 
mores of their age group and the expectations 
of the teachers. They may begin a process of 
re-evaluating many of their traditional cultural 
values and learning new skills in problem 
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solving. A brief illustration may clarify these 
ints. 

A class of nine-year-olds with 25 children of 
both sexes began to discuss a familiar topic of 
how the sexes differed. The girls complained 
bitterly about the boys snowballing them even 
though they did not want to play. We decided 
to develop this theme by re-creating the situa- 
tion by role playing, using volunteers. Three 
little girls left the classroom and returned 
crying and frightened. They had been set upon 
by three boys who snowballed them mercilessly. 
The three boy volunteers now returned to the 
classroom and the whole class discussed their 
behaviour. This led to discussion of the abuse 
of force, and the biggest boy in the class was 
accused, even by his own sex, of abusing his 
strength. The topic of bullying saved the class 
from the familiar polarization into boy and girl 
factions and led on to a discussion of the 
meaning of the ‘bully’s’ behaviour: he merely 
emphasized what was a status symbol among 
the boys, their need to demonstrate their 
strength and incidentally their ‘superiority’ 
over girls. Luckily this boy’s peers stressed his 
good qualities too, and the class agreed to focus 
on these and devalue his unnecessary use of 
force. In this supportive setting one boy pointed 
out that the ‘bully’ tended to pick on the 
weaker boys who he knew could not challenge 
his strength, and so reinforced his own image of 
a ‘tough guy’. 

My contention is that if the school system 
would give as much thought and attention to 
learning as a social process as it does to memo- 
rizing subject matter, many problems of later 
life might be avoided. Educationalists like Neill 
(1962), Rogers (1969), Brunner (1966), Glasser 
(1969) and Silberman (1970) have been advo- 
cating this approach for many years. 

Why do we as psychiatrists not enter this 
preventive field now? Why do we still tend, 
even in schools, to wait until someone is identi- 
field as delinquent or psychiatrically ill before 
we refer such a person for ‘treatment?? Many 
educationalists and mental health workers are 
convinced that to identify such an individual 
as a ‘case’ and remove him from his peer group 
for treatment elsewhere is to reinforce illness 
patterns by admission to a psychiatric facility. 
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A somewhat similar state of affairs exists in 
industry. This time we are not thinking of the 
patient, or the pupil, but the employee. Again 
we are faced with a familiar heirarchical social 
system with the employee at the bottom of the 
pecking order. But a new factor is introduced in 
an industrial system, i.e. the consumer. The 
profit motive seems to have more effect in 
bringing about system change as a result of 
inefficiency leading to consumer complaints 
and dwindling sales than the ‘concern’ for 
patients or pupils does in effecting change in the 
other two heirarchical systems already dis- 
cussed. Whether this over-simplification is 
basically true or not, it is ironical that industry, 
with its reputed lack of concern for human 
values, has done more to further systems theory 
than other vectors of society. Organization 
development (O.D.) and the whole field of 
systems theory and change has been supported 
primarily by industry (Bennis, 1969; Schein, 
1969; Argyris, 1970). The consumer has still to 
find an appropriate place in the industrial 
system, although in the U.S.A. consumer reports 
and the person of Ralph Nader as a self- 
appointed watchdog of consumer interests 
indicate an evolutionary process which cannot 
easily be stopped. Whether it will ever reach the 
point where consumers have a significant say 
in what products are needed, and how they 
should be manufactured (factory conditions), 
and sold (shop environment), is another matter.* 
Our concern here is with the employees (factory, 
business, civil service, etc.). 

Organization development (O.D.), although 
introduced within the past decade, is a rapidly 
growing force in industry. Bennis (1969) 
describes O.D. as ‘. . . a response to change, a 
complex educational strategy intended to change 
the beliefs, attitudes, values, and structure of 
organizations so that they can better adapt to 
new technologies, markets, and challenges and 
the dizzyring rate of change itself’. 

At first sight such a concept seems to imply 
interference with the status quo and threaten 
the security of everyone within the system. The 
threat is greatest at the upper levels of the hier- 

* The misuse of information by advertising media is 
another whole field of inquiry of deep significance to the 


consumer. 


archy where power, decision-making, controls 
over behaviour, etc. are centralized. 

To change the beliefs, attitudes, and values 
within a system seems presumptuous and 
questions the traditional concepts of manage- 
ment built up over many decades. The industrial 
revolution saw the introduction of new tech- 
niques to harness physical forces to multiply the 
production of material goods many times, 
compared with manual labour. The people with 
money and power (the industrialists) benefited 
enormously, but the employees fared less well, 
and slowly the state had to intervene to promote 
and protect the rights of children and employees 
generally. 

The struggle was often bitter, but led ulti- 
mately to the right of the trade unions to repre- 
sent and speak for the workers. This produced 
an essential counterweight to the power of the 
employers and gradually brought home to them 
the need of both humane and economic grounds 
for good industrial relations between both sides 
in industry. 

In the United States a massive study was 
undertaken by the Federal Government, De- 
partment of Health, Education, and Welfare, 
on ‘Work in America’ (1972). This points to the 
decline in physical and mental health of 
employees. Working conditions, says the report, 
have dehumanized the workers, with the 
accompanying social ills of increasing absen- 
teeism, high worker turnover rates, and de- 
creased family stability. To these social ills the 
report adds: increased incidence of mental 
illness, abuse of drugs and alcohol, together with 
aggression and delinquency in the work setting 
and in society at large. In terms of job satisfac- 
tion, the white collar workers fare significantly 
better than the blue collar occupations. 

Does psychiatry have any contribution to 
make in industrial systems, or should we wait for 
the end results of stress and treat the individual 
mental symptoms? The question has been partly 
answered not by psychiatry but by the behav- 
ioural scientists, by their concepts of organi- 
zation development and of developing the 
potential that systems have for change. They 
have defined the role of the Process Consultant. 
‘Process Consultation is a set of activities on the 
part of the consultant which help the client to 
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perceive, understand, and act upon process 
events which occur in the client’s environment’ 
(Schein, 1969). Argyris (1970) uses the term 
‘interventionist’. “To intervene is to enter into 
an ongoing system of relationship, to come 
between or among persons, groups, or objects 
for the purpose of helping them. There is an 
important implicit assumption in the definition 
that should be made explicit: the system exists 
independently of the intervenor.’ The role of 
the process consultant, or interventionist, in 
industry has much in common with that of a 
group therapist in psychiatry, and indeed one 


- of the essential aspects of his training is exposure 


to group work (Bradford et al., 1965). But in 
comparison with the usual role of a consultant 
in psychiatry, who focuses on some aspect of 
treatment, the process consultant is concerned 
with the functioning of a system. This distinction 
is crucial to an understanding of the contribu- 
tion that systems theory and the role of a process 
consultant might make to psychiatry. 


Discussion AND SUMMARY 


Certain parallels have been drawn between 
the systems operating in psychiatry, in schools, 
and in industry. Social systems range from 
‘closed’ to ‘open’, and this reflects among other 
factors a system controlled by authority or one 
where responsibility and authority is largely 
distributed throughout the system. Practically 
everyone grows up in relatively closed systems: 
family, school, university, and industry. To 
Change such systems in the direction of ‘open- 
ness’ is to arouse the anxieties inevitably accom- 
panying change and the unfamiliar. 

If psychiatry is to extend its functions beyond 
what is commonly called treatment and become 
involved in many of the social problems of our 
time, then new skills and new perspectives are 
called for. In my experience, the present training 
given to young psychiatrists leaves them with a 
deep feeling of dissatisfaction. To ‘treat’ drug 
addicts is to bypass the deeper underlying social 
problems. To witness racial tensions as a passive 
observer is to experience a feeling of impotence. 
But how many psychiatrists feel equipped to act 
in the role of interventionist in campus disturb- 
ances or other social crises? It seems but a short 


step from the role of the psychiatrist in a crisis 
intervention team centring on illness, e.g. 
attempted suicide, psychotic behaviour, etc., 
to more general social problem areas. 

In my experience, psychiatrists who are 
interested in social problems other than ‘illness’ 
tend to gravitate to therapeutic communities 
where a systems approach is seen as comple- 
menting the specific treatment modalities. But 
this is not enough, and exposure to the wider 
community outside hospital in the form of home 
visits, etc., extends the systems approach to an 
awareness of differing cultures, whether racial or 
socio-economic. I see this as a continuum where 
the formal psychiatric training is widened by 
exposure to a small simplified system in a hospital 
to the enormously more complex systems in 
outside society. Only then is it possible to 
conceive of an open system as one approach to 
‘health’ through prevention. 

Our understanding of a methodology of 
systems change is only beginning. But enough 
models already exist in industry, schools, and 
hospitals to suggest that open systems enhance 
the possibilities of self-fulfilment for employer 
and employee, teacher and pupil, psychiatrist 
and patient. 

Having acted as a facilitator (process con- 
sultant or interventionist) in all three systems, 
I feel confident that a possible new horizon for 
social change is emerging, to which psychiatry 
could make a significant contribution. 
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Mental Disorder and Season of Birth: 
A National Sample Compared with the General Population 


By EDWARD HARE, JOHN PRICE and ELIOT SLATER 


Where preventable causes of a disorder are 
unknown, the epidemiologist will be concerned 
to search for an association between an environ- 
mental factor and some attribute of the disorder, 

- commonly its incidence. In choosing what en- 
vironmental factors to study, the epidemiologist 
will be attracted, firstly to those which on 
current hypotheses seem likely to have a causal 
role, and secondly to those for which the 
necessary data are easily collected. No doubt it 
is for the second of these reasons that studies 
have been made on the relation between schizo- 
phrenia and season of birth: the date of birth 
of a patient is rarely unknown, and the informa- 
tion, which may be accepted as being accurate 
in the great majority of instances, is routinely 
recorded in the case notes of most hospitals and 
clinics. All that the investigator has to do (it 
would seem) is to count the numbers of patients 
born in the different seasons of the year and 
compare these with the numbers to be expected 
from the season-of-birth distribution of the 
general population. 

The first author to report on season of birth in 
schizophrenia appears to have been Tramer 
(1929), who among 2,100 cases of schizophrenia 
in a Swiss hospital found an excess (over expec- 
tation) born during December to March. 
Subsequent studies (summarized by Barry and 
Barry, 1961) have in general confirmed this 
finding, and in some instances have extended it 
to manic-depressive psychosis, An association 
between schizophrenia and season of birth 
would, if real, be very remarkable as being the 
first clear association yet found between a well- 
defined, objectively measurable environmental 
factor and the incidence of schizophrenia. It 
would also, one may think, open a promising 
field for further study into possible causal factors. 
Yet until recently the studies which showed this 
association could reasonably be criticized on 


two counts: first that there might have been 
sampling bias in the cases examined, and 
second that the comparison with the control 
population was inadequate. The second criticism 
rests on the fact that, as pointed out by Norris 
and Chowning (1964), the season-of-birth distri- 
bution in a general population may vary not 
only from year to year but also, in any year, 
from one district to another. For England and 
Wales, no data are available on the seasonal 
distribution of births by regions, but it is clear 
from published figures that there may be 
marked variations in the country as a whole 
from year to year. Thus the proportion of live 
births which occurred in the first quarter of the 
year 1946 was 22 per cent, while in the follow- 
ing year it was 27 per cent (Registrar General). 
This difference reflects, of course, the increase in 
births (the ‘post-war bulge’) which began 
abruptly in mid-1946 and ended almost as 
abruptly in mid-1947; and in general it may 
be said that for England and Wales during the 
past 50 years most of the year-to-year fluctua- 
tions in season-of-birth distribution are the 
consequence of short-term changes in the birth 
rate. But what these variations imply is that any 
comparison of season-of-birth distribution be- 
tween a patient population and the general 
population should be made for each year of 
birth separately.* They also imply that the 
patients should be native-born and should be 
representative of all such patients in the 
country. 

Dalén (1968) has reported a study which is 
largely free from the above two criticisms. His 
schizophrenic patients were selected from all 


* Year-by-year comparison is clearly the proper 
procedure, though in fact we found no important differ- 
ences in the results of calculations by this method and the 
simpler method of comparison with quinquennial averages 
of the general population. 
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patients born and treated in Sweden, and their 
season-of-birth distribution was compared with 
that of the general population averaged over ten- 
year periods (Dalén, personal communication). 
He found a very significant difference in 
month-of-birth distribution between schizo- 
phrenics and the general population, the schizo- 
phrenics having an excess of births in January 
to April and a deficiency in July to October. 
In the present paper we report new findings, 
derived from a national sample of patients, 
which confirm for England and Wales the 
findings of Dalén in Sweden. 


Metrop 


The Department of Health and Social 
Security, through its Mental Health Enquiry 
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cards, collects data on all admissions to psychi- 
atric hospitals and units in England and Wales. 
Since 1970, the Department has made available 
to us data on all patients who were first admitted 
during 1970 and 1971 and who were born in 
England and Wales; the data are diagnosis, 
year of birth and month of birth. Table I 
shows the numbers in various diagnostic cate- 
gories for 1970 and 1971 combined. It may be 
seen that the number of cases where month of 
birth was not recorded is very small. The group 
called mania in Table I represents those cases 
diagnosed as.cither ‘manic-depressive psychosis, 
manic type’ or ‘manic-depressive psychosis, 
circular type’; but as these cases were all first 
admissions it may be presumed that the 
episodes of illness were manic. Table II shows 


Taste I 
Number of patients born in England and Wales 1921-1955 and first admitted during 1970 and 1971, by diagnosis 
(sexes together) 
I.G.D. (8th Rev.) Total, known Month of birth 
Diagnostic group Code month of birth not known 
Schizophrenia 295 5,139 76 
Mania oh : 296.1, 296.3 533 7 
Psychotic depression 296.0,2,8,9 2,990 26 
AQ other oses .. 290.0-294.9, 297.0-299.9 2,852 42 
Neurotic depression . . 300.4 6,443 49 
All other neuroses .. 900.0-3, 300.5-9 5,618 34 
Personality disorders gor 4,476 37 
Mental retardation* 310-315 1,628 6 
All other non-psychotic mental 
disorders ee All other codes of Section V 16,161 147 
* Born 1951-1970. 
Tase II ° 


Number of patients, by diagnosis and month of birth 











Admitted 1970 Admitted 1971 
Di z 
JF MAM J J AS ON D J FMAM J J AS ON 
Schizophrenia 241 224 206 259 212 241 211 186 202 196 188 204 243 212 257 219 245 248 206 181 192 185 190 
Mania 18 25 24 24 18 15 29 27 23 18 16 16 30 30 35 24 27 a1 32 18 15 12 17 
Psychotic depression 134. 189 147 114 142 124 108 123 III 108 109 195 127 115 187 141 149 130 145 114 111 107 96 
Other psychoses 109 105 115 19% IIQ 109 192 IOI 105 119 107 109 130 127 I22 138 195 129 117 129 127 106 105 


Neurotic depression 298 252 267 257 309 255 300 245 210 270 218 265 
Other neuroses 226 292 238 281 251 296 254 204 205 205 290 231 
Personality disorder 186 142 188 174 196 175 188 188 193 154 128 185 
Mentalretardation* 94 74 84 82 66 69 53 70 78 82 54 73 
Other non- 

psychotic mental 


disorders 647 574 669 666 736 624 656 673 569 573 561 590 


249 274 311 309 310 273 312 262 249 255 276 
253 230 288 243 245 253 269 223 216 292 214 
210 183 205 215 218 192 209 203 196 191 170 
62 55 77 43 72 75 57 67 59 50 72 


708 707 812 733 769 792 783 666 702 663 625 








* Born 1951~1970. 
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the numbers of patients by diagnosis and month 
of birth. 

There are no published figures of live births 
in England and Wales by month of birth before 
1939, but live births by quarter-year have been 
published since 1921 (Registrar General). We 
have therefore compared, for each year from 
1g21 to 1955 (i.e. for patients aged between 
about 16 and 50), the distribution of patients’ 
births in each quarter of the year with the 
distribution to be expected from the general 
population for that year. The observed and 
expected numbers for the years may then be 
- summed to give totals to which standard 
probability tests may be applied. Among 
patients with the diagnosis of mental retarda- 
tion the numbers of admissions per year were 
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small for those born before 1951; we have 
therefore taken years of birth from 1951 to 
1970 to compare this diagnostic group with the 
general population. 


RESULTS 


Table III shows the observed distribution of 
patients’ births compared with that expected 
from the general population. The distributions 
for schizophrenia and for manic-depressive 
psychosis (i.e. mania plus psychotic depression) 
differ very significantly from the general 
population, both showing an excess over expec- 
tation of some 8 per cent in the first quarter. 
For mania, although the numbers are relatively 
small, the excess in the first quarter is statistic- 
ally significant and is 20 per cent above expecta- 


Taare III 
Observed distribution of patients’ births compared with expectation from all live-births in England and Wales 
' : Quarter year (O-E)/E %t 

Diagnosis x? for 1st 

I 2 3 4 (1 d.f}* quarter 

Schizophrenia Obs. 13983 1412 1178 1166 8-54 +70 
Exp. 12921 1342 '8 1293-1 TQIIe! 

Manic-depressive psychosis.. Obs. 961 924 856 782 g°12 +8°8 
Exp. 883-3 920-0 890-7 828-9 

Maniat Obs. 162 124 144 103 7°98 +204 
Exp. 133°7 139°2 134°6 125°5 

All other psychoses .. Obs. 708 758 qu 675 0:07 —o'8 
Exp. 713°9 743°7 719°2 675°3 

* 

Neurosis Obs. 3058 3172 2949 2882 0°50 fred 
Exp. 3024°2 3150°6 3042°0 2844-2 

Neurotic depression .. Obs. 1591 1713 1578 1561 O51 —15 
Exp. 1615°9 1683-4 1625 +4 1518-3 

Personality disorder .. Obs. 1114 1167 1177 1018 0'20 —1'2 
Exp. IIQ7°1 1169-8 1123+8 1055 "4 

Mental retardation .. Obs. 446 407 384 391 3°05 +7°4 
Exp 4153  419°8_ 4065 386-4, 

All other non-psychotic Obs. 4117 4320 4049 3675 Ierl +14 
mental disor Exp. 4060°2 4223 °1 4072°9 3804°9 





* Taking the first quarter and the remaining three quarters, 
t ie. Excess of observed over expected numbers, expressed as a percentage of the expected number. 
t The figures for psychotic depression can be derived by simple subtraction of mania from manic-depressive 


psychosis; similarly for the group of all other neuroses. 


84 
tion. Although the excess of winter births for 
mental retardation does not reach statistical 
significance, the trend is the same for each year 
of admission. 

What is also noteworthy in Table ITI is that 
neurosis, personality disorder, and the group of 
all non-psychotic mental illness (which includes 
a considerable proportion of cases diagnosed 
‘depression not otherwise specified’) each depart 
very little from the expected value, in spite of 
the large number of cases. The group of ‘all 
other psychoses’, which may be taken as pre- 
dominantly organic psychoses, also has a 
distribution of births very close to that of the 
general population. 

Tables IV to VI illustrate that the trend to an 
excess of births in the first quarter of the year 

for the functional psychoses holds true: (a) for 


Tase IV 
Excess of obseroed over expected births in first quarter of 
year, by year of admission (expressed as percentage of the 
expected number) 





Diagnosis 1970 1971 
Schizophrenia +4°2 +9°8 
Manic-depression +116 +6'1 
Neurosis —0°5 +2:7 
Personality disorder —2°4 —0°3 


each year of admission so far studied; (b) for 
the separate quinquennia of years of birth; and 
(c) for various different groupings of month of 
birth. In the 35 years of birth studied (1921-55), 
schizophrenia shows an excess over expectation 
in 25 of the years and manic-depressive psychosis 
in 24. As there are no general population figures 
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for individual months of birth covering these 
years, the effect of the different monthly 
groupings shown in Table VI has been studied 


Taste VI 
Effect of taking different combinations of birth-months 
on the comparison of season-of-birth distribution of 
schizophrenia, and of manic-depressive psychosis, with 
the group of neurosis plus personality disorder 





Probability* 
Manic- 
Combinations of months Schizo- depressive 
: phrenia psychosis 
Jan.Feb./Mar.—Dec. .. 0-006 0:0932 
Jan.—Mar./Apr.—Dec. .. 0026 0:005 
Jan.—Apr./May—Aug./ 
Sept-Dec.  .. oe 0-029 0-014 
Jan.—Mar./Apr. —Jun./ 
Jly.Sept./Oct.—Dec. 0-006 0-028 





* ie. The probability that the difference between 
the distributions of the psychotic and the non- 
psychotic group is due to chance. 


by making a direct comparison (on a year-by- 
year basis) of schizophrenia, and of manic- 
depressive psychosis, with the group of neurosis 
plus personality disorder. 


Discussion 

It is not easy to attribute these findings to any 
artefact of technique. There can be no sampling 
error, since every appropriate case in the 
country is included; there can be no error due 
to fluctuations in the seasonal distribution of 
births, since the patients have been compared 
with the general population for each year of 








Tasis V 
Observed and expected births in the first quarter of the year, by quinquennial years of birth 
Schizophrenia Manic-depressive psychosis 
Years of birth ——— 
Obs. Exp. (O-E)/E % Obs. Exp. (O-E)/E % 
1921- 135 126-2 -+65 253 285'1 +179 
1926- 121 129°7 —6°7 186 164°9 +21-0 
1931- 163 142'4 +14°6 130 125'1 +4°9 
1936- oi a8 177 169°9 +4°2 120 120°O 0-0 
Ig41— si oe 245 219°8 +115 118 104°9 +13°1 
1946- as iz 318 3116 +1+6 112 go-2 +21-8 
1951-55 ith 224 192°5 +164 42 43'1 —Ier 
1921-55 1383 1292'1 +7°0 961 883-3 +8°8 


faai 
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birth; and there can be no error due to foreign- 
born patients, since the sample was restricted 
to those born in England and Wales. It might 
be supposed that, because of some possible 
differential mortality, the season-of-birth distri- 
bution of any adult sample would differ from 
that based on birth registrations; yet such a 
supposition, improbable on general grounds, is 
made still more improbable by the fact that the 
distribution of births in neurosis and personality 
disorder was practically the same here as in the 
general population. Nor can it be considered in 
the least likely that diagnosis has been influ- 
enced by a knowledge of the month of birth. 

Barry and Barry (1964) have suggested that 
the winter excess of births in schizophrenia 
would be accounted for if schizophrenic patients 
came predominantly from families of low social 
class and if the observed pattern of seasonal 
distribution was normal for that social class. 
It may well be that seasonal distribution of 
birth varies with social class (James, 1971), 
but the relevant factor here is not the social 
class of the patients at the time of their admission 
but of their parents at the time of their birth, 
and there is now strong evidence (summarized 
in Hare et al., 1972) that the distribution of 
parental social class in schizophrenia and 
manic-depressive psychosis does not differ from 
that of the general population. Difficulties of 
diagnosis, which might have been brought 
forward to explain a negative result in this type 
of study, can scarcely be accepted as an explana- 
tion of the present findings. Indeed, our finding 
that patients diagnosed psychotic depression 
differed significantly (p < 0'025) in season-of- 
birth distribution from those diagnosed neurotic 
depression may properly be taken as evidence 
for a real difference between these two types of 
depressive illness. 

There are a number of other possible con- 
taminating factors. Thus, the psychotic popula- 
tion might differ from the non-psychotic and 
the general population in various ways which 
could be associated with season of birth. Family 
size, birth order and parental age are among 
these, but evidence available at present is 
against any such difference. It is also possible 
that differences in religion or in geographical 
area could be associated with differences in 


diagnosis or in the likelihood of admission. 
But there is no evidence to support such a view, 
and as regards diagnostic habits Copeland et al. 
(1971) found good diagnostic agreement among 
psychiatrists from different centres in Britain. 
Although large numbers of cases have been 
needed to demonstrate the significance and the 
consistency of our findings, it should be noted 
that the strength of the association between 
season of birth and the incidence of functional 
psychosis is by no means negligibly small. In 
the present series, births in the first quarter of 
the year exceeded expectation by 7 per cent for 
schizophrenia, by 9 per cent for manic-depressive 
psychosis, and by 20 per cent for mania. 
Causal hypotheses have not been lacking and 
have been summarized by Dalen (1968) and by 
Hare and Price (1969). Perhaps the most 
plausible hypothesis at present is that winter- 
born children are prone to nutritional deficien- 
cies or infections which may damage the consti- 
tution and so facilitate the manifestation of a 
functional psychosis in those genetically at risk. 
One obvious way in which this might be tested 
is to correlate the excess of winter births with 
indices of infectious disease or of climate. Dalen 
did not find any sex difference in the season-of- 
birth distribution of his schizophrenic patients, 
though on the hypothesis of constitutional 
damage we might suppose that males, being in 
general more vulnerable to early adverse 
environmental influences, might show a greater 
excess of winter births than females. An explana- 
tion which is generally applicable to abnormal 
distributions of season of birth is that such 
births were premature. We know of no evidence 
to suggest that patients with schizophrenia or 
manic-depressive psychosis tend to have been of 
low birth weight or born prematurely. 
However, it is the hypotheses holding little or 
no promise of causal factors which need to be 
excluded. The most obvious of these is that the 
patients’ parents have traits of sexual behaviour 
which lead to an abnormal seasonal distribution 
in the births of their children. This could, in 
principle easily be tested by examining the 
seasonal distribution of the patients’ siblings. 
Lang (1931) compared the month of birth of 
manic-depressive patients with that of their 
siblings and found no difference, but because of 
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differences in year of birth between patients 
and their siblings it would be more appropriate 
to compare each group with the general 
population on a year-by-year basis. We may 
also note that, although this is a hypothesis 
which might reasonably be applied to the 
parents of schizophrenic patients, it seems less 
likely to be equally applicable to the parents of 
patients with manic-depressive psychosis. 

The evidence for a real (that is, a non-trivial) 
association between schizophrenia and winter 
birth would seem at present to be fairly strong 
for England and Wales, although of course it 
remains possible that the data from subsequent 
years of admission will not support the findings 
for 1970 and 1971. Taken together, the evidence 
from Sweden and from England and Wales 
suggests that further study of the association 
would now be worth while. In particular, we 
think it would be of interest to know whether 
the association is to be found in other countries, 
especially those with widely different climates or 
in the southern hemisphere. 


SUMMARY 


1. The season-of-birth distribution, by diag- 
nosis, has been examined for 46,000 psychiatric 
patients. The patients were all those with a first- 
ever admission to a psychiatric bed in England 
and Wales during the years 1970 or 1971 and 
who had been born in England and Wales 
during the years 1921-55. Their quarterly 
distribution of birth was compared, on a year- 
by-year basis, with that of all live births in 
England and Wales. 

2. For schizophrenia and for manic-depressive 
psychosis there was a highly significant excess of 
births in the first quarter of the year. This excess 
was particularly marked for patients diagnosed 
as manic. For the other diagnostic groups, the 
numbers born in the first quarter of the year 
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differed only very slightly from expectation. 
There was a significant excess in the first 
quarter of the year for patients diagnosed as 
psychotic depression compared with those 
diagnosed neurotic depression. 

3. Possible explanations for the findings are 
considered, and it is concluded that the evidence 
for a meaningful association between season of 
birth and functional psychosis is now sufficiently 
strong to warrant more detailed study. 
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Creatine Phosphokinase and Psychiatric Illness” 


By LYNN A. CUNNINGHAM, CHARLES L. RICH, 
ROBERT A. WOODRUFF, Jr. and JOHN W. OLNEY 


Since Schiavone and Kaldor (16) reported 
the incidental finding of increased creatine 
phosphokinase (CPE) in patients with schizo- 


. phrenia a number of studies of thë enzyme have 


appeared in the literature. Bengzon et al. (2), 
reported among a group of 30 schizophrenics, 
CPK elevations, which returned to normal 
during the course of treatment with pheno- 
thiazines. These authors investigated a second 
group of 6o untreated patients who were ‘acutely 
psychotic’ and found abnormally high CPK 
levels in half of them. However no mention was 
made of diagnostic criteria, nor of attempts to 
control for extraneous circumstances known to 
elevate the enzyme. 

Meltzer et al. (7, 8, 10, 11, 13), have investi- 
gated a large group of psychiatrically hetero- 
geneous patients characterized as ‘acutely 
psychotic’. Meltzer reports that from 40-65 per 
cent of these patients have unexplained eleva- 
tions of CPK when studied early in their illness 
(within the first 1-28 days of a psychotic episode) 
(10, 11, 13). On the basis of this work he has 
suggested that GPK determination may be of 
Value as a chemical test for acute psychosis or as 
a predictor of impending psychotic decom- 
pensation (7, 10, 13). Recently Schweid et al. 
(17), found CPK elevations in 19 of 35 ‘psy- 
chotic’ patients contrasted with only four of 
y3 ‘non-psychotic’ patients, data consistent with 
the work of Meltzer. 

Feighner et al, (6), have published diagnostic 
criteria for psychiatric research which are 
those currently in use in our department, the 
Washington University Department of Psychi- 
atry. It is the purpose of this study to determine 
if a group of newly-admitted patients with 
unexplained elevations of CPK exists in our 


* This work was supported in part by U.S.P.HLS. 
grants MH-19972, 13002, 09247, 05804, and by NS-og156. 
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patient population; and, if so, what diagnostic 
categories are represented. 


METHOD 

Two groups of patients admitted to Renard 
Hospital (the Washington University—Barnes 
Hospital psychiatric facility) were included in 
this study. The first was a series of 205 patients 
admitted consecutively late in 1971. This was 
shortly after CPK determination became a part 
of the routine chemistry profile done on ad- 
mission to Barnes and Renard Hospitals. A few 
profiles were not available due to technical or 
clerical difficulties; however those omissions 
were random events not related to diagnosis or 
severity of illness. Several months after the 
conclusion of the first collection, admission CPK 
values were compiled for a second group con- 
sisting of all gt patients in the hospital on a 
single day. The hospital charts of patients from 
both groups with CPK elevations on admission 
were reviewed in order to determine the 
following: (1) diagnosis; (2) demographic 
characteristics; (3) duration of illness; (4) any 
circumstances known to cause CPK elevations 
in humans (alcohol abuse [14, 15, 18], intra- 
muscular injections [9, 12], or myocardial 
disease [3, 4, 5] or any circumstances which are 
potential but not adequately established causes 
of CPK elevations in humans (grand mal 
seizures [1], delirium tremens [5], or muscle 
trauma [5]). In all cases with elevations, outside 
informants were contacted in an attempt to 
elicit possible causes of the elevation, especially 
a history of recent intramuscular injection. In 
many cases a careful re-reading of the history 
of the’current illness revealed that the patient 
had been seen at another hospital or physician’s 
office during the week prior to admission. We 
attempted to contact each such physician or 
hospital. 
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The CPK values were determined by the 
Barnes Hospital clinical chemistry laboratory 
using the SMA 12-60 (Technicon Instruments, 
Inc.). The normal range, as given by Technicon 
Instruments, is 25-145 mU./ml. Because we 
were evaluating the usefulness of CPK as a 
routine laboratory test for psychiatric patients, 
no internal controls were used. It should be 
noted that CPK determinations by our clinical 
chemistry laboratory are used diagnostically by 
all divisions of the Barnes Hospital Group. 


RESULTS 

The results are displayed in Table I. In all, 
we reviewed 296 charts and found only 9 
patients (3 per cent) with an elevated CPK 
which was not accompanied by non-psychiatric 
factors known or suspected to elevate the 
enzyme. Although such factors do not represent 
a definite explanation of the elevations they are 
potential explanations wbich render the patients 
unusable in support of a hypothesis of elevation 
due to psychiatric illness alone. The necessity for 
eliminating such patients has been pointed out 
repeatedly by Meltzer (9, 10, 12, 13). 

The diagnosis of each patient with a poten- 
tially explained elevation, the magnitude of the 
elevation, and the factors which might explain 
it are shown in Table II. Some patients had 
more than one possible explanation for their 
elevations. 

The other nine patients for whom no 
potential explanation for CPK. elevation was 
found are presented briefly below with mental 
status findings, duration of illness and com- 
ments. Eight of the nine had elevations of 210 or 
less (normal 25-145 mU./ml.). These elevations 
are much lower than those reported by Meltzer 
or Schweid, but we have included them because 
they are out of the normal range of our labora- 


tory. The single patient in this group with an 
unquestionable elevation (500 mU./mil.) also 
had mildly elevated SGOT and LDH levels as 
well as pretibial oedema. 


Case 4.—76-year-old black male with five year 
history of recurrent primary affective disorder (de- 
pression and mania); admitted with elated affect; 
mild hyperactivity and irritability; grandiose and 
bizarre ideas; large bowel resection for carcinoma 
four months prior to admission; ten pound weight 
loss one month prior to admission; hemoglobin 11 
grams on admission; metastatic work-up negative. 
Final diagnoses—Primary affective disorder (mania) 
CPK 190 mU./ml. Duration of this episode 120 days. ° 

Case &.—54-year-old white male with four year 
history of recurrent primary affective disorder 
(depression only); admitted with slight push of 
speech and loud voice; depressed affect; obsessed 
with religious ideas; delusions of guilt about his 
father’s death. Final diagnosis—Primary affective 
disorder (depression). GPK 210 mU./ml. Duration of 
this episode 14~21 days. 

Case 9.—34-year-old black female with eight year 
history of recurrent primary affective disorder (de- 
pression and mania); admitted with slight push of 
speech and circumstantiality; labile and inappro- 
priate affect; delusions of persecution by witchcraft; 
uric acid 12 mg. % (normal 2-5-8 mg. %) on 
admission, down to 7-4 mg. % by discharge without 
treatment. Final diagnosis—Primary affective dis- 
order (depression). CPK 210 mU./ml. Duration of 
this episode 5 days. 

Case 10,.—38-year-old black female with history of 
recurrent primary affective disorder (depression only) 
for many years; admitted disheveled; distraught with 
headache pain; slow speech; depressed affect; suicidgl 
ideation; alkaline phosphatase 100 mU./ml. (normal 
go-85 mU./ml.) on admission. Final diagnosis—Pri- 
mary affective disorder (depression). CPK 150 mU./ 
mil. Duration of this episode 14 days. 

Case 15.—30-year-old white female with history of 
recurrent primary affective disorder (depression only) 
for many years; admitted with slow speech, depressed 


TABLE I 
Elevated CPK levels 
Number Per cent 
Number Percent potentially potentially 
Total CPK elevations unexplained unexplained 
elevations elevations elevations 
Group I (consecutive admissions) 205 26 13% 7 3% 
Group II (patients in hospital on 1/31/72) . gi 16 18% 2 2% 
Total . a Se I$ 296 42 14% 9 3% 
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Potential explanations for CPK elevations 





Primary diagnosis 
Y 
à g? 
Alcoholism F 36 
Alcoholism M 5i 
Alcoholism M 44 
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Affective disorder-mania F 4 
Affective disorder-mania F 43 
Affective disorder-mania = M28 
Affective disorder-depression . M g 
Affective disorder depression .. F 46 
Affective disorder-depression .. M 44 
Schizophrenia (paranoid) M 22 
Schizophrenia (paranoid) .. F 36 
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* In days prior to admission. NA ane applicable) indicates that the illness was chronic or that a date of 


onset could not be determined. 


t Undiagnosed cases. 


affect; crying; suicidal ideation. Final diagnosis— 
Primary affective disorder (depression). CPK 150 
mU./ml. Duration of this episode 45 days. 

Case 18.—70-year-old white female with history of 
alcoholism for many years; alcoholism had apparently 
been in remission for past four years, but history was 
poor; admitted for suspected barbiturate abuse; 
barbiturate level was 2-1 mg. %; admitted with 
slight impairment of immediate recall; no subsequent 
evidence of barbiturate withdrawl symptoms. Final 
diagnosis—Alcoholism (? in remission). GPK 170 
mU./ml. Duration go days. 


Case 23.—88-year-old white male with a slowly 
progressive organic brain syndrome for 10 years; 
admitted with confused appearance; labile affect, 
disorientation to date and place; marked impairment 
of immediate, recent and remote recall; BUN 39 
mg. % (normal 10-20 mg. %) creatine 1'5 mg. % 
(normal o-7—1°4. mg. %); Na 155 meq./l. (normal 
135-145 meq./l.) on admission. Final diagnosis— 
Organic brain syndrome (chronic). CPK 150 mU./ml. 
No definite acute episode. 

Case 26.-—49-year-old black female with history of 
recurrent primary affective disorder (depression and 


go 
mania) for two years; admitted talking to herself 
constantly; distractable; very circumstantial; labile 
affect; delusions of her family being in danger; on 
admission LDH 260 mU./ml. (normal go-200 mU./ 
ml), SGOT 45 mU./ml. (normal 8-40 mU./mL), 
bilirubin (total) 1-2 mg. % (normal o-2-1-0 mg. %); 
pretibial oedema; no EKG done. Final diagnosis-—- 
Primary affective disorder (mania). CPK 500 mU./ 
mil. Duration of this episode 21 days. 

Case 34.—55-year-old white female with history of 
recurrent primary affective disorder (depression only) 
for four years; admitted with depressed affect; sudden 
crying; irritability; SGOT 45 mU./ml. on admission. 
Final diagnosis—Primary affective disorder (de- 
pression). CPK 210 mU./ml. Duration of this 
episode 240 days. 

By our diagnostic criteria, seven of nine 
patients with unexplained CPK elevations had 
primary affective disorder (two were manic, 
three were depressed, and two had a mixture 
of manic and depressive symptoms). The 
remaining two included one patient with a 
chronic brain syndrome and another with 
alcoholism (apparently in remission) who was 
admitted for barbiturate abuse. 


COMMENT 

CPK elevations occurred in 14 per cent (42 of 
296) of our total sample compared with 22 per 
cent (161 of 726) of Meltzer’s (13) and 27 per 
cent (39 of 144) of Schweid’s (17). Our propor- 
tion of patients with CPK elevations is signifi- 
cantly lower than either Meltzer’s (y? = 
7:9328; p <0-o1) or Schweid’s ( x? = 9-8816; 
p < o-o1). This is puzzling since Renard 
Hospital is an acute treatment facility, and 
CPK values are reportedly highest among 
acutely psychotic patients. Perhaps our popula- 
tion included a disproportionately large number 
of acute but non-psychotic patients. That is 
somewhat difficult to evaluate, as our diagnostic 
criteria do not separate patients into ‘psychotic’ 
and ‘non-psychotic’. From the case histories, 
however, it does seem likely that the majority of 
our patients with OPK elevations would have 
been considered psychotic by either Meltzer’s 
or Schweid’s criteria. 

We climinated a number of patients on the 
basis of current prolonged alcohol abuse because 
the syndrome of alcoholic myopathy is well 
documented and is known to elevate CPK (14, 
15, 18). Schweid reported that many elevated 
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CPK levels in his VA population were accom- 
panied by SGOT, LDH, alkaline phosphatase, 
or total bilirubin elevations; and, that ‘alco- 
holism was common but was listed only if it was 
the primary diagnosis’ (17). Since patients with 
either secondary or primary alcoholism are 
vulnerable to alcoholic myopathy a number of 
apparently unexplained CPK elevations in 
Schweid’s sample may result from the high 
incidence of alcohol abuse in his VA population. 

The major difference between our series and 
Meltzer’s is that non-psychiatric circumstances 
were found as possible causes of elevations in 
most of our patients. In many cases, review of - 
the patient’s Renard Hospital chart did not 
yield the potential explanation. In several 
instances we found that a patient had been in 
another emergency room (four patients), a 
doctor’s office (one patient) or a nursing home 
(one patient) and had received an intramuscular 
injection during the week prior to admission. 
One patient received an injection of haloperidol 
while in jail in another city. An additional 11 
patients received injections at our hospital prior 
to having their blood drawn. In all, 18 patients 
{43 per cent of our high values) were eliminated 
on the basis of intramuscular injections. In 
contrast, Meltzer reported that of 161 elevations 
only 27 (17 per cent) had to be eliminated 
because of injections (13). This discrepancy may 
arise because, while Meltzer controls carefully 
for intramuscular injections once patients are 
admitted to his facility, his ascertainment of 
pre-admission injections may be less complete 
than ours since he mentions no method other 
than chart review for determining how many 
newly admitted patients had received injections 
elsewhere (8, 10, 13). It would seem essential 
that future studies be designed to search ex- 
haustively for evidence of extenuating circum- 
stances for CPK elevations, particularly those 
which might have occurred during the week 
prior to admission. Such exhaustive searching 
would include contacting physicians, emergency 
rooms, hospitals and jails recently visited by 
patients; inquiring systematically among rela- 
tives about a history of such visits; and, possibly 
even searches of public records. 

The upper limit of normal for CPK supplied 
to us by Technicon Instruments Incorporated 
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(145 mU./ml.), is somewhat higher than some 
of Meltzer’s reported elevations (10). We may 
have missed some patients who would have had 
elevations by his criteria. We felt that since this 
study was designed to test the clinical usefulness 
of CPK determinations for psychiatrists we 
should adhere to the normal range supplied 
by the laboratory doing the test. A replication 
of the study should be undertaken utilizing our 
own. OPK. determinations under more stringent 
laboratory controls. We do not feel, though, 
that these considerations should obscure our 
main finding of extenuating circumstances for 
most GPK elevations. 


SUMMARY 

Our attempt to confirm the findings of 
Meltzer and others that a large proportion of 
acutely psychotic patients have an elevation of 
CPK was not successful because of the presence 
of non-psychiatric factors which might have 
affected the levels of the enzyme. Our data 
do not support Meltzer’s suggestion that 
determination of CPK might be of value as a 
chemical test for acute psychosis or for predic- 
tion of impending decompensation. 
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Synopses of Papers Awaiting Publication 


Sedative or Tranquillizer? A Comparison of the 
Hypnotic Effects of Chiordiazepoxide and 
Amylobarbitone Sodium. By Jonn Hinton. 

The equivalent doses of chlordiazepoxide and 
amylobarbitone sodium in the relief of anxiety have 
been estimated by Lader and Wing (1965). A double- 
blind trial of these drugs was conducted on psychiatric 
patients with insomnia to discover whether the same 
dose-equivalence held for their hypnotic action. 
Sleep assessments included EEG recordings and 
subjective ratings, the patients acting as their own 
controls, 

Both drugs were hypnotica, but amylobarbitoné 
sodium had a significantly greater effect than 
chlordiazepoxide when compared at the doses found 
equivalent for relieving anxiety. The hypnotic effect 
of chlordiazepoxide was not clearly related to 
dosage. The barbiturate decreased REM sleep, as 
expected, but chlordiazepoxide did not. 

The difference in actions of these two drugs is 
discussed briefly in terms of the site of action and the 
relief of insomnia by alleviating anxiety. 

John Hinton, 

Department of Psychiatry, 

Middlesex Hospital Medical School, 

London, W.1. 


Sleeping Pills and Dream Content. By Hucu 
Fira. 

There is some evidence that rapid eye movement 
sleep periods (REMPs) with many eye movements 
are associated with active, ‘intense’ dreams. Most 
hypnotic drugs reduce both time spent in REMPs 
and eye movement activity within them. Hence it 
was predicted that sodium amylobarbitone and 
nitrazepam would make dreams less ‘intense’, and 
their withdrawal would make them more intense. 

Twenty subjects underwent baseline (placeob), 
chronic administration (amylobarbitone, nitrazepam, 
or placebo), and withdrawal (placebo) conditions. 
Dream reports were collected from awakenings after 
seven minutes of the second and fourth REMPs on 
nights under each condition. Subjective estimates of 
dreaming were made every morning. Various quanti- 
tative measures of dream content were made. 

Contrary to prediction, dreams from baseline, 
drug and withdrawal were virtually indistinguish- 
able, although both drugs greatly reduced eye 
movement activity. There were, however, two effects 
of interest. Nitrazepam dreams were everydayish and 
its withdrawal made them bizarre. Amylobarbitone 


pe 


subjectively led to exceptionally vivid dreams and 
nightmares at home during withdrawal. Thus, 
although drug effects on dream content were not as 
great as predicted, withdrawal of drugs did lead to 
abnormal dreaming, with nightmares following 
barbiturate withdrawal. 

Hugh Firth, 

Department of Psychology, 

Umwersity of Liverpool, 

Liverpool L69 3BX. 

Poisoning Cases: Suicide or Accident. 
B. M. BarracLoucH. 

The frequency distributions of drugs causing deaths 
classified as suicide, accident or undetermined, 
between 1968 and 1970, have been compared. The 
distributions are similar, with some minor exceptions. 
Explanations for the similarities are discussed, 
including the possibility of ‘non-suicide’ poisoning 
cases being misclassified as suicides. 

B. M. Barraclough, 

M.R.C. Clinical Psychiatry Unit, Graylingwell Hospital, 

Chichester, Sussex. 

A Hundred Cases of Suicide: Clinical Aspects. 
By B. M. Barracioucu, Jans Bunos, B. NELSON 
and P. SAINSBURY. 

One hundred suicides were investigated retro- 
spectively by interviewing surviving relatives and 
examining relevant medical records. Mental illness 
was diagnosed in 93 per cent, 8g per cent suffering 
from depressive illness or alcoholism, Eighty per cent 
were secing a doctor and the same proportion were 
prescribed psychotropic drugs. Over half had spoken 
of suicidal thoughts or intentions. Some suicides may 
be preventable with modern psychiatric treatment, 
but our investigation showed that these methods 
are not always effectively deployed. 

B. M. Barraclough, 

M.R.C. Clinical Psychiatry Unit, 

Graylingwell Hospital, 

Chichester, Sussex. 

Platelet Serotonin of Hyperactive School Age 
Boys. By J. Rapoport, P. Quinn, N. SCRIBANU 
and D. L. Murray. 

Platelet serotonin was measured in a sample of 
35 hyperactive grade school boys participating in a 
study of imipramine and methylphenidate treatments 
and 19 controls. Serotonin measures did not differen- 
tiate patient and control group, nor familial hyper- 
actives from other patients. Imipramine treatment 
was associated with a reduction of platelet serotonin 
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content, while methylphenidate had no consistent 
effect. 

Tt seems unlikely that this biochemical effect on 
amine transport and amine storage is closely related 
to the mechanism of actions of these drugs on the 
behaviour of hyperactive children. 

Judith L. Rapoport, 
Department of Pediatrics, Georgetown University Hospital, 
Washington, D.C., U.S.A. 


A Survey of General Practitioners’ Referrals to 
a Psychiatric Out-Patient Service. By A. Q. 
GARDINER, J. PETERSEN and D. J. HALL, 

Referrals, 689 in number, by general practitioners 
to a specialist out-patient psychiatrié clinic over a 
one-year period were surveyed, and the characteristics 
of patient, general practitioner and psychiatric 
treatment prior to referral were studied. The patients 
were of low mean age (35 years), and neurotic and 
character and behaviour disorders were the most 
common diagnoses. Sixty-eight per cent were pre- 
scribed psychotropic drugs by their G.P.; 55 per cent 
of these failed to take their drugs as prescribed, and 
50 per cent declared untoward events. Women 
consulted their G.P. more frequently, were seen at 
home more often, and were referred for specialist 
treatment later than men. Sixty-seven per cent of 
patients were satisfied with the treatment that they 
had received from their G.P., and 62 per cent 
welcomed psychiatric referral. 

A. Q. Gardiner, 

Reyal Cornhill Hospital, 

Aberdeen, ABg 22H. 

A Follow-up Study of Female Narcotic Addicts: 
Variables Related to Outcome. By P. T. 
p’OrBAN. 

A sample of 66 female narcotic addicts first 
examined in Holloway Prison in 1967-68 was followed 
up four years later by reference to Home Office 
records. Thirty-six per cent had become abstinent, 
32 per cent remained addicted and 15 per cent had 
died, mostly as a result of non-suicidal overdosage. 
Comparisons were made on eight variables of possible 
prognostic significance between those with a good 
outcome and those with a poor outcome. Outcome 
was assessed in terms of continued addiction and 
continued delinquency during the period of follow-up, 
and also in terms of addiction status alone. Homo- 
sexuality was associated with poor outcome (p < 
0:05), but the significance of this association appeared 
to lie in its relationship to delinquency rather than to 
addiction status. The number of previous convictions 
was the only variable significantly associated with 
continued delinquency and addiction and with 
continued addiction. The inverse relationship found 


between previous convictions and abstinence may be 
worth validating in prospective studies of both sexes. 
P. T. d’Orbdn, 

H.M. Prison, 

Holloway, London, N.7. 


Childhood Psychopathology and Psychotic 
Phenomena in Adults. By THOMAS Freeman. 
In this paper an account is given of the similarities 
which exist between aspects of childhood psycho- 
pathology and psychotic phenomena in adults. The 
clinical manifestations which are described fall under 
three headings—the first, ‘Delusions and Phan- 
tasies’, the second ‘Psychomotor Phenomena’ and 
third ‘Disturbances of Affect’. The significance of the 
similarities is discussed and attention is given to their 
relevance for the study of adult psychotic disorders. 
Thomas Freeman, 
Holywell Hospital, 
Antrim, N. Ireland. 


Thiothixene and Thioridazine in Anxiety. By 
Kart Ricxers, CHARLES C, Weisz, E. L. CLARK, 
B. WHEELER Jenxins, Caartzes K. Ros, 
Howard RosenrELD and PauL E. GORDON. 
Thiothixene, thioridazine, and placebo were 
compared as to their anti-anxiety properties in 155 
anxious neurotic out-patients. Ninety-six patients 
completed at least four weeks of treatment. Thiori- 
dazine produced the most and placebo the least 
amount of side effects. A few significant trends for 
both active drugs to produce more improvement than 
placebo appeared after two weeks but not after four 
or six weeks of treatment. Even at the two-week 
period, however, treatment differences were less 
than those usually observed with anti-anxiety agents. 
One reason for this finding may be the tendency for 
physicians to assign more treatment-resistant patients 
to trials involving anti-psychotic than to trials 
involving anti-anxiety agents. While initial level 
of anxious and overall neurotic psychopathology 
had no differential effect on treatment outcome, 
initial level of secondary depression had a mild 
effect, both drugs producing more improvement in 
the initially bigh than in the initially low depressed 
anxious patient. Thus, unless further research, 
which we hope may be conducted with less treatment- 
resistant patients, refutes the present findings, the 
usefulness of thiothixene and thioridazine as anti- 
anxiety agents must be considered to be at best 
rather limited. 
Karl Rickels, 
Department of Psychiatry, 
Hospital of the University of Pennsylvania, 
203 Piersol Building, 4300 Spruce St., 
Philadelphia, Pa. 19104. 
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COMPUTERS 

Computer in Psychology. Edited by 
MicuazL J. ApTER and George Westsy. 
Joba Wiley & Sons. 1973. Pp. 309. Price £5.50. 

In his Foreword, the late Prof. Ross Ashby remarks 
that, just as the proper use of the astronomical 
telescope is not to read one’s newspaper a mile 
away but to yield knowledge unavailable to the 
naked eve, so that of the computer is not to do 
what was done before, only more quickly, but to do 
new things. And the advent of the big computer, 
together with information theory and cybernetics, 
has meant a change so great as to indicate a revision 
of the methods of science, a shift from the analytic 
to the synthetic, and perhaps a reformulation of 
psychology. In a particularly interesting paper on 
computer modelling of behaviour, from several lines 
of evidence, Apter sees psychology developing 
beyond its functionalist S-R stage to one that is 
more structural and interdisciplinary, with the 
nervous system viewed as an information-processing 
system, regulated by genetically determined pro- 
grammes, and able to act on these in a relatively 
autonomous way, i.e. as something like a large 
computer with an enormous memory store, complex 
input-output equipment and organized hierarchies 
of programmes. 

Seven members of the Department of Psychology 
at University College, Cardiff, have produced this 
most useful text on digital computers for the under- 
graduate/graduate psychology student: five papers 
introducing computers, their programming and 
languages, their uses in on-line control of experiments 
and in theorizing through modelling of behaviour 
(data processing, as already treated in many books, 
receives less attention); and five papers on applica- 
tions in perception, language, comparative psy- 
chology, clinical psychology (and psychiatry), and 
education and training. Three of the contributions 
are of a ‘how-to’ nature, concerning programmes and 
their languages. However, no knowledge of any pro- 
gramming language is required to use ready-made 
programmes like the Biomedical package and the 
IBM package—the latter, for instance, including 355 
subroutines, many of them useful in psychology, e.g. 
correlation and regression, factor analysis, non- 
parametric statistics, and so on. The computer can 
also draw graphs, ambiguous figures and stereoscopic 
pictures; carry out a literature search (the cost of 
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this now even within the reach of a lone research 
worker); set up and run experiments for us; and test 
such diverse theoretical formulations as those of 
Freud, Hull, and Hebb. It can interview, test, 
diagnose and treat patients to their satisfaction. 
Among exciting possibilities adumbrated are those of 
providing the most individually adaptive of all modes 
of instruction, training/retraining the autonomic 
nervous system with on-line analysis of physiological . 
recordings, and enabling the blind to see through 
direct cortical stimulation. 

Unfortunately, computer analysis of diagnoses 
appears to have been based mainly on shoddy clinical 
data, and such dead wood as the MMPI and 
Rorschach, neglecting the most logical and systematic 
formulation of psychiatric diagnosis, that of Prof. 
Foulds, with its symptom and trait scales and method 
of quantifying the degree of agreement between 
different diagnoses; and focusing on given clinicians’ 
classifications rather than on producing new classifi- 
cations. 

The contributors show a healthy sensitivity to 
dangers in computer use, quoting Mechl: ‘If a 
relationship is sought with sufficient persistence, a 
relationship will be found. Herein lies the danger 
of the computer, that it enables the experimenter to 
extend his search and at the same time it provides a 
technical distraction which might numb the critical 
sense.” Or as Harrison puts it: ‘the manipulative 
fascination associated with these machines may be 
psychologically sterile’. 

J. Epwin Macpona.p.* 


TEXTBOOK 
Companion to Psychiatric Studies, Vols. I and IZ. 
Edited by Amram Forresr. Edinburgh: 
Churchill Livingstone. 1973. Pp. Vol. I 484; 
Vol. II 509. Price £10.00 for two vols. 

These two volumes have to be taken seriously, 
since their editor makes the surprising claim that 
they are specially designed to prepare candidates for 
the examinations of the Royal College of Psychiatrists. 
Such omniscience is not given to all of us, so the 
editor and contributors will not be surprised if a 
critical eye is cast at the results of their labours. It 
might be assumed that the words ‘Companion to...’ 
in the title would imply a work that would explain 
difficult but important points and topics, provoke 
discussion and thought, encourage further reading, 
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and bring together some important contributions 
considered to be neglected or difficult to obtain; a 
‘Companion’ to studies would not be expected to 
imitate already existing textbooks or reviews that are 
easily accessible and written by acknowledged experts. 

‘These two volumes do not achieve these objectives, 
and this misleading title is their principal weakness. 
The volumes contain thirty-nine chapters on a wide 
variety of topics, of varying length, quality and 
sophistication. The unevenness of the chapters is the 
most striking feature of this compilation, and the 
reader’s task would have been made much easier by 
more rigorous editorial policies and actions. There are 
several instances of considerable overlap and repeti- 
tion, one of the most striking being, for instance, in 
chapters 15 and 16, Volume I. Chapter 15 ,°Topics in 
Neurochemistry’ contains a section on biogenic 
amines, but a good deal of this information is repeated 
a few pages later in chapter 16 “Drugs of Importance 
in Psychiatry’. Chapter 15 is also one of the places 
where the editor should have taken a deep breath 
and tried to tone down the enthusiasm of the experts; 
is it really sensible to start this chapter with a formula 
for the second law of thermodynamics? Another 
major problem is illustrated by the sections on 
physical methods of treatment, psychiatric illness in 
the elderly, rehabilitation, and several other ‘standard’ 
topics. There seems to be little point in including 
these in a ‘Companion’, since they add nothing to 
other chapters or papers in already existing and 
easily available publications. 

As might be expected, most of the chapters are of a 
reasonable standard, and those dealing with suicide 
and attempted suicide, psychology and clinical 
psychology, normal and altered consciousness, and 
disorders of childhood and adolescence can be 
particularly recommended as unusually thorough or 
usfully different from most other easily available 
reviews and articles. A few are curiously unbalanced, 
with misleading titles; for instance, the ‘Historical 
Introduction’ devotes 74 of its 13 pages to Freud 
and the neo-Freudians. If the author of this section 
is so keen to do justice to ‘dynamic’ aspects of psychi- 
atry, he would do well to follow Ellenberger’s 
example* and take a wider view of history. The 
chapter entitled ‘The Diagnostic Process’ should 
really be called ‘Pathways through the psychiatric 
services’. The few mentions made of the diagnostic 
process itself are sadly out of date, and no mention is 
made of the considerable literature on sources of 
variation in ratings of behaviour and emotion so 
central to the diagnostic process. 

* Ellenberger (1970) The Discovery of the Unconscious: 
the History and Evolution of Dynamic Psychiatry. Allen Lane: 
Penguin Press. London. 


The encouragement of a critical and scientific 
approach to all aspects of our subject is probably the 
most important task of contemporary psychiatric 
teachers, for much of what constitutes current psychi- 
atric practice is justified only because it seems humane 
and reasonable, rather than by its scientific status. 
This also applies to a surprising amount of medical 
and surgical practice, so we need not be ashamed in 
psychiatry to discuss openly the status and nature of 
current theories and therapies. There is, however, 
very little of this type of enquiry or admission 
throughout the two volumes, which must be dis- 
appointing for the post-graduate reader. 

Editorial policy might also be questioned with 
regard to the relative apportionment of space to 
important subjects. Psychiatry’s biggest problem, 
schizophrenia, gets inevitable mentions in many 
chapters, but nowhere is there a discussion of its 
international significance and cross-cultural aspects. 
Epidemiological viewpoints are generally neglected, 
and out of a total of gap pages mental handicap is 
allotted only 30. 

These volumes are of great interest in that they 
illustrate who teaches what in and around Edinburgh, 
but they are therefore in many ways local products, 
with inevitably all the local strengths, weaknesses and 
idiosyncracies of one group of teachers. 

Jonn Coopgr. 


NEUROPSYCHOLOGY 


The Working Brain. By A. R. Lurt. London: 
Allen Lane, The Fenguin Press. 1973. Pp. 398. 
Index 16 pp. Price £2.50. (Published simulta- 
neously as a paperback by Penguin Education. 
Price £1.25.) 

This work, subtitled ‘An introduction to neuro- 
psychology’, is more an introduction to Luria’s own 
work and ideas in this field. This limitation does not 
seriously detract from the value of the book, since 
Luria is such an outstanding figure in neuropsy- 
chology, and the more general introductory texts 
that have appeared in recent years have not covered 
his contribution adequately. 

The book is comprehensive in its coverage of basic 
issues, such as the problem of localization of function 
in the brain, the effects of lesions in the various 
anatomical regions of the brain, and the nature of 
psychological processes as revealed by the study of 
brain pathology. It illustrates a remarkable feature 
of Luria’s approach to the subject. This is his ability 
to use simple but ingenious clinical techniques to 
derive information of fundamental scientific import- 
ance and to relate this to the results of more con- 
ventional experimental work. 

Many will wish to dispute aspects of Luria’s thesis. 
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An example is the claimed ‘law of diminishing speci- 
ficity’ to which Pribram draws attention in his preface 
and which relates to the zones around the sensory 
projection areas. Nevertheless, Luria’s contribution is 
of such a stature that it merits careful consideration 
by all who are concerned with the relationship be- 
tween brain and behaviour, and this book is the best 
introduction to Luria so far. At a time when many 
reviewers are commenting adversely on high prices 
it is pleasing to note the reasonable cost of this book 
and the simultaneous production of a cheaper 
paperback edition. 
Epoar MILLER. 


DURKHEIM. 
Emile Durkheim: His Life and Work. By STEVEN 
Luses. Allen Lane. The Penguin Press. 1973. 
Pp. xi+676. Bibliography 54 pp. Index 19 pp. 
Price £6.50. 

Émile Durkheim was born in 1858 into a modest 
rabbinical family in Lorraine. Serious and reserved, 
he showed precocious signs of the formidable dialec- 
tician he became. A fellow-student at the École 
Normale Superieure wrote that ‘On the steps of the 
staircase and even at lunch he would immobilise 
us with four-forked dilemmas’. His preoccupation 
with grand theory was equally evident; ‘With him 
one never encountered a fact. When we told him the 
facts were in contradiction with his theories, he 
would reply: “The facts are wrong”. 

After the Ecole, first at Bordeaux and then as 
Professor of the Philosophy of Education at the 
Sorbonne, he devoted himself to developing social 
theory and to teaching. He particularly directed his 
attention to the social bonds in society which 
transcend the sum of the characteristics of individuals, 
an approach highly critical of English utilitarianism. 
Thus, in his doctoral thesis The Diviston of Labour 
and Societp he sought to identify ‘social solidarity’ as 
collectively held beliefs in pre-industrial societies and 
as resting on the division of labour in more advanced 
communities. Having examined factors leading to 
social cohesion he turned his attention, in the work 
best known to psychiatry, to the opposite processes 
of what he termed ‘anomie’. 

Suicide, published in 1897, represents not only a 
major development of his theories but a model in the 
sociological use of statistics. Durkheim chose the 
subject because it offered him ‘groups of facts clearly 
circumscribed, capable of ready definition, with 
definite limits’, particularly appropriate for the 
discovery of social laws and directly relevant to the 
understanding of social dissolution in contemporary 
French society. Further, his initial interest in what 
was to take seven years’ work may well have been 


influenced by the suicide of his inseparable friend at 
the Ecole, Victor Hommay. 

Suicide, in which be was greatly helped by his 
nephew Marcel Mauss, allowed Durkheim to extend 
his ideas of ‘anomie’ and to suggest that under adverse 
social conditions, when the social context provides 
inadequate sources of attachment and regulation, 
the community’s psychological health is impaired 
and a number of suicide-prone individuals respond 
by committing the act. 

This explanation is open to fundamental criticisms: 
the neglect of individual motives, the lack of clarity 
of the concepts of psychological ill-health and suicide- 
proneness, and the faiure to examine the precise 
connection between ill-health and suicide. Durkheim: 
himself consistently maintained the distinctiveness of 
social facts, but the difficulties increasingly forced him 
in his later work, for instance The Elementary Forms of 
Religious Life, to examine the relationship between 
social systems and the individual. However, whatever 
the shortcomings of the theory and the inadequacies 
of some of the basic information, Suicide remains both 
a significant landmark in the use and technical 
analysis of social statistics and a major contribution to 
our understanding of psychology and psychiatry. 

Dr. Steven Lukes has written an admirable critical 
biography: lucid, magisterial and copiously docu- 
mented from the original and more recent literature. 
He sets a prodigious and wide-ranging talent in its 
intellectual context. It is a huge task, but both 
Durkheim’s theories and his specific empirical con- 
clusions are assessed step by step and the argument 
laid before the reader. It may be that psychiatric 
readers will find the book too formidable and its 
subject-matter too unfamiliar; nonetheless, Dr. Luke’s 
achievement is splendid. 

Ricnarp Mayou, 


TWINS 


Personality Differences and Biological Varia- 
tions: A Study of Twins. By Gorpon 
CLARIDGE, SANDRA CANTER and W. I. Hume. 
Pergamon Press, 1973. Pp. 175. Price £3.80. 

With one or two exceptions this is a beautifully 
written book. It takes the reader stage by stage 
through a carefully planned and executed piece of 
psychophysiological research, at the same time 
acquainting him with the relevant literature, and 
finally pointing to areas which look promising for 
further study. It demonstrates some of the enormous 
advantages of carrying out such a study on a popula- 
tion of twins rather than on unrelated individuals. 

The authors had been studying some psychological 
and physiological variables in psychotic patients and 
wished to extend their work to normal subjects. 
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Fortunately they were offered a series of volunteer 
twins which had been collected by other research 
workers. Although not geneticists themselves they 
very sensibly seized this opportunity to add another 
dimension to their work. That they came fresh to 
genetics is probably a great advantage to the reader, 
for the genetic aspects are described simply and 
without the mathematical notation which the pro- 
fessional worker uses and which cuts him off from 
communication with the average biologist. Sensibly, 
though, the authors have passed their data on to an 
expert geneticist so that the proper work can be done, 
and they tell the reader where to get the information 
if he wants it. : 

Claridge derives his experimental work from a 
theory which he calls nomothetic. I did not find this 
word very helpful. Turning to the Shorter Oxford I 
found ‘Nomothetic, -al a. law giving; legislative, 
1619. A dictionary of psychology merely quoted the 
Shorter Oxford. My attempts to obtain the meaning 
from colleagues degenerated into either a projective 
test or an exercise in group pressures similar to the 
studies on orthosonority. One psychologist gave me 
a rational explanation. He said the word was used 
of some theories to contrast them with those of 
Gordon Allport’s School; nomothetic theories formu- 
late laws about what individuals have in common, 
whereas the ideographic theory is concerned with 
what is unique to any given individual. 

One more objection. Eysenck has given us a 
neuroticism dimension which goes from very neurotic 
at one end to not at all neurotic at the other end, 
and he is about to give us a psychoticism dimension 
which goes from psychotic at one end and to not at all 
psychotic at the other. Dr. Claridge and his colleagues 
introduce two new dimensions called neuroticism and 
psychoticism which are quite different. Claridge’s 
‘neuroticism’ is defined as stretching from dysthymia 
at one end to hysteria at the other; his ‘psychoticism’ 
is defined as stretching from active psychosis at one 
end to retarded psychosis at the other. Contrasting 
the two usages, you are psychotic at one end of 
Eysenck’s psychoticism dimension and non-psychotic 
at the other; you are equally psychotic at both ends 
of Claridge’s psychoticism dimension. This difference 
makes the theoretical parts of the book difficult to 
understand, and is a use of words which seems likely 
to add a lot of confusion to the dimensional approach 
which is already quite complicated enough. 

I am told that part of the trouble is that Eysenck 
strives for, and achieves, orthogonality in his dimen- 
sions, whereas Claridge does not. Again, Eysenck 
starts with two psychological dimensions and looks for 
physiological correlates; Claridge starts with two 
physiological dimensions and looks for psychological 


correlates. Claridge pays more attention to non- 
linearity and interactions. 

With the foregoing reservations this is a very good 
book which should be read by all scientifically- 
orientated psychiatrists and certainly should be in 
every library. 

Jonn Price. 


LAW 


Law Relating to Medical Practice. By C. R. A. 
Martin. London: Pitman Medical Books. 
1973. Pp. 547. Price £8.50. 

Dr. Martin’s rade mecum of law relating to medical 
practice covers most of the recent and current legisla- 
tion as well as over 600 High Court decisions in the 
field of common law. It is the happy blending of 
statute and common law that makes this an attractive 
approach for a legal tome designed to help doctors 
in all fields of medical practice. 

Dr. Martin, who is both a doctor and a barrister, 
displays a grand design in the conception of this 
work; its execution, however, fails to maintain the 
highest level throughout. The book begins with a 
section on registration and related topics under the 
Medical Acts of 1956 and 1969. Full details are given 
of this legislation and practice, with a welcome and 
conspicuous absence of current political controversy. 
A footnote might have referred to the Merrison 
Committee on the Regulation of the Medical Pro- 
fession, and to the Memorandum on Mentally 
Disordered Doctors. 

The National Health Service administration is 
dealt with in considerable depth under the major 
tripartite divisions, including special consideration 
of hospital practice, general practice, mental health 
and local health authority services; but there is 
virtually no mention of the National Health Service 
Reorganization Act of 1979, now on the statute book. 
Interspersed in these major sections of the book are 
topics such as medical records, claims, contracts of 
service, wrongful dismissal and disciplinary proce- 
dures. 

The Mental Health Act, 1959, is discussed in some 
detail, with a nice balance of day-to-day problems. 
The review of the care of patients’ property under 
Part VIII of this Act is somewhat confusing, in that 
it begins by stating that this Part deals with mentally 
disturbed and detained patients only, although this is 
subsequently—and correctly—changed to cover all 
the mentally disordered whether or not they are in 
hospital or under detention. There is a welcome 
appreciation of many recent advances; the most 
important is the new jurisdiction conferred upon 
the Court of Protection to provide for the execution 
of a will (‘a statutory will’) for a patient who lacks 
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testamentary capacity; regrettably, neither of these 
terms is to be found in the index. 

Full accounts are given of National Insurance, 
Industrial Injuries, Contract Law and Partnership; 
and the extensive review of the Law of Tort would 
do justice to a standard legal work, Criminal Pro- 
ceedings cover mental responsibility and crime, 
diminished responsibility, manslaughter, abortions 
and road traffic accidents. The Law of Evidence is 
next surveyed; and then the law relating to drugs, 
including the Misuse of Drugs Act, 1971; and finally, 
Medical Certificates and Coroners Law. 

The coverage is thus both extensive and intensive, 
which may explain the failure to maintain the highest 
level throughout the book. This may be partly 
attributable to faults in sub-editing (for example, 
mistakes in reproducing Section 123 of the Mental 
Health Act which deals with discharge by a Mental 
Health Review Tribunal) or to the speed with which 
discussions of legislation are overtaken by changes in 
the law (for example, the lack of reference to the 
recent National Health Service Reorganization Act, 
1973, which will radically reform and govern our 
practice to the end of this century). These comments, 
however, indicate the need for frequent changes and 
new editions in what will undoubtedly become a 
standard reference book for both the legal and medical 
professions. 

Morris MARKOWE. 


Law of Doctor and Patient. By S. R. SPELLER. 
FL K. Lewis. 1973. Pp. 202. Price £5.00 

Written by a well-known barrister who was 
Secretary and Director of Education to the Institute 
of Health Service Administrators and is a recognized 
authority on The Law Relating to Hospitals (now 
in its fifth edition), this monograph provides an 
interesting contrast to Dr. Martin’s work (reviewed 
above); it is a much shorter book which concentrates 
on specific topics in both the academic and practical 
contexts of clinical practice. 

It begins with a review of the general nature of the 
doctor-patient relationship and the obligations 
arising therefrom, particularly in respect of private 
practice. The subject of consent to treatment forms 
the longest chapter, and covers minor, adults, 
married persons and mentally disordered patients, 
together with artificial insemination, medical termi- 
nation of pregnancy and drug addiction. However, 
no clear references to the changes consequent on 
the Misuse of Drugs Act, 1971, are provided beyond 
a general statement that the various Dangerous Drugs 
Regulations, 1968, will continue until replaced by 
new regulations under the 1971 Act. Such dating in 
the field of legislation is inevitable these days, and no 


book can possibly present the up-to-the-minute state 
of affairs, 

Problems associated with injuries to patients, 

including criminal and civil liability, are fully dis- 
cussed, with a wealth of advice based mainly on 
the common law. The judgements are reproduced in 
extenso, and also many of the equally valuable obiter 
dicta, which may not otherwise be readily accessible 
to doctors. Thus personal, vicarious and contributory 
liability for negligence are extensively covered with 
the clinician firmly in mind, rather than with the 
more academic approach usually followed in legal 
texts, 
The Mental Health Act, 1959, is succinctly 
analysed, with particular reference to doctor and. 
patient rather than to the administrative aspects, 
Mental Health Review Tribunals or the functions 
of the Court of Protection. The practical and thorny 
aspects of Section 30(2) are well discussed but it 
seems a pity that the management of the patient’s 
property and affairs is not also covered. 

Professional confidence and disclosure are highly 
controversial topics today now that so many members 
of the related healing professions as well as social 
services require varying degrees of access to patients’ 
documents. These aspects are well discussed, as are 
the essentials of making a will, ita execution and wit- 
nessing by hospital staff. No mention, however, is 
made of the recent extension of the law in this field 
by the Administration of Justice Act, 1969, dealing 
with statutory wills. 

The ownership of medical records is fully and 
extensively discussed and the various forms of consent 
based on the advice given by the Department of 
Health and by the Medical Defence societies are 
reproduced and should provide excellent reference 
material. 

This is an invaluable book written by an author 
with extensive first-hand experience in the legal field. 
It can be strongly recommended, and forms a useful 
complement to Martin’s Law Relating to Medical 
Practice. Both books should be available in medical 
libraries, especially those forming the nucleus of a 
post-graduate teaching centre. 

Morris MARKOWE. 


HEADACHE 
Mechanism and Management of Headache. 
By James W. Lance. London: Butterworth. 
and Edition. 1973. Pp. xvi+ 197. Index 7 pp. 
Price £4.50. 

The causes, clinical patterns, investigation and 
treatment of headache are described in this book. 
Special chapters deal with the important organic 
intracranial causes of headache, with muscle con- 
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traction ‘tension’ headache, migraine and cluster 
headache. The clinical pattern of tension headache 
and the psychological factors promoting it are parti- 
cularly well described. The existing biochemical 
information and hypotheses in regard to migraine are 
discussed authoritatively and in detail. 

This is a well written and practical book. The advice 
on how to record a history of head pain is outstand- 
ingly good. Further, as one would expect, the basic 
patterns of innervation and their physiology are out- 
lined very well. At the same time there is a perceptive 
account of the many different psychological problems 
which may promote tension headache. Unfortunately 
some of the standard psychiatric aspects are treated 
less well. Most clinicians who see patients with 
migraine, and most of the evidence in the literature, 
favour more emphasis on psychological manage- 
ment than Professor Lance recommends. Moreover 
the information on ‘psychogenic headache’ aud on 
‘atypical facial pain’—both of them unsatisfactory 
terms—deals only with some very peculiar instances 
and there is no proper discussion of their relationship 
to psychiatric diagnosis. 

Notwithstanding these faults this is a valuable and 
well-produced book, and psychiatrists who have 
occasion to use it will find the information in it to be 
helpful and instructive. 

H. MERSEY. 


PSYCHOANALYSIS 


The Patient and the Analyst. The Basis of the 
Psychoanalytic Process. By JosePH SANDLER, 
CHRISTOPHER Dare and ALex HoLDER. London: 
George Allen & Unwin Ltd. 1973. Pp. 143. 
Index 6 pp. Price £2.95 (cloth), £1.75 (paper). 

Most readers of the Journal will be familiar with 
the contents of this volume which appeared in a series 
of ten papers in 1970-71, though some additional 
material has been included from other sources. The 
welcome these papers were accorded warrants their 
reprinting in a more convenient form. 

The roles of the analyst and the patient and the 
interactions between them lie at the heart of psycho- 
analysis and form the theme of the book. Chapter 
headings range from the clinical situation, the treat- 
ment alliance, transference and its various forms, 
resistance, the negative therapeutic reaction, acting 
out, working through, interpretations, other inter- 
ventions, and insight. Their authors are careful to 
avoid oversimplification but clarify what are often 
confused concepts by tracing their historical roots 
and showing how they have changed and been re- 
interpreted with the passage of time and modern 
usage. While the book will be of particular value to 
those working in psychoanalytic training institutes, 


it will also be welcomed by many psychiatrists who 
are not analysts, as well as by clinical psychologists 
and social case workers. A book of uniformly high 
quality which deals with difficult concepts in a precise 
and clear way, it deserves to be included in any 
suggested reading list for postgraduate students in 
psychiatry. 
Jonn HarrincTton. 


A Psychoanalytic Study of the Psychoses. By 
Tuomas Freeman. International Universities 
Press Inc., New York. 1979. Pp. 335. Price $10.00. 

The author, now a hospital consultant psychiatrist 
in Northern Ireland, is also on the staff of the Hamp- 
stead Child Therapy Clinic. He takes the Profile 

Schema originally worked out by Anna Freud and 

her colleagues for diagnosing problem children, later 

modified for neurotic adults, and extends it to 
include psychotics. The aim is excellent, a scheme 
which permits the comparison of different stages in 
the same illness or of psychoses in different people; 
for, as the author rightly points out, most accounts of 
psychoses are vague and indefinite. Freeman regards 
the basic fact in a psychosis to be ‘a disorder affecting 
the development of the libido with this secondarily 
involving the ego’. He makes interesting comparisons 
between so-called ‘borderline’ (psychotic) children 
and chronic schizophrenics, and suggests that they 
have more in common than has been realised, 
possibly transient undiagnosed psychotic episodes. 

Being entirely based on the psychoanalytical 

approach, the book though clearly written will have 

its main appeal to practising analysts. 
R. F. BARBOUR. 


Psychotherapy and Psychoanalysis: Final Re- 
port of The Menninger Foundation’s Psy- 
chotherapy Research Project. By Orro F. 
Kernevure, E. D. BURNSTEIN, L. COYNE, ANN 
APPELBAUM, LEONARD Horowrrz and HAROLD 
Vore. Bulletin of the Menninger Clinic. Vol. 
36. January-March 1972. Pp. 275. Price $8.50. 

The psychotherapy research project of the Men- 
ninger Foundation was begun in 1954. A large pro- 
portion of the quantitative data obtained in this 
ambitious study are presented in this book, which 
therefore requires the attention of all interested in the 
thorny field of psychotherapy research. The book is 
clear and readable, considering the complex nature 
of the subject matter. The study was probably method- 
ologically advanced by 1954 standards. Nevertheless 
it is difficult to resist the conclusion that it clarifies 
possible methodological pitfalls of psychotherapy 
research much more than it informs about the 
processes and outcome of psychoanalytically oriented 
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psychotherapy. Inferences about the effects of psycho- 
therapy cannot be made with confidence from 
naturalistic studies of relatively small numbers of 
clinically heterogeneous and ill-defined patients in- 
vestigated during varied treatments with obscure 
characteristics using unvalidated measures. To be 
fair, many of the methodological problems are 
acknowledged by the authors. Their work should 
aid these concerned to develop more satisfactory 
measures of many variables of psychotherapeutic 
interest than are available at present. 
J. P. Watson. 


OUT-PATIENTS 
The Psychiatric Outpatient. Clinical and Orga- 
nizational Aspects. By Lynn Guis and 
STELLA Eoerr. London: Faber and Faber. 
1973. Pp. 127. Index pp. 3. Price £2.40. 

For those of us who have been concerned, as I have, 
with the establishment and building-up of psychiatric 
out-patient clinics in general hospitals during the 
past two or three decades, there is an almost déja vu 
familiarity about much of the material contained in 
this slender volume. It is, in effect, an analysis of the 
trials and tribulations and the lessons that were 
ultimately learned during the process of creating 
order out of chaos in the out-patient department of 
Groote Schuur Hospital, Cape Town. The book is 
written in good, honest, comprehensible prose, made 
the more so because of its virtual freedom from 
jargon and cliché. 

The first lesson spelt out is that the majority of 
inappropriate referrals come from G.P.s, and, further, 
as a corollary, how easy it is for the hospital doctor 
to take over the role of the G.P. unless the situation is 
firmly controlled. Then, and most importantly, the 
facility with which people can be converted into 
patients and then later, many appointments later, 
become confirmed in the sick role. This leads to the 
vital final chapter which deals courageously and very 
sensibly with what threatens the smooth running of 
all out-patient clinics: how to deal with the ‘jam due 
to the large numbers and intractable nature of the 
“chronic patients” ’. What, in fact, psychiatrists are 
themselves counselled to do is to stop deceiving their 
patients by deceiving themselves that they are 
omnipotent, 

Considering its size, this is one of the most valuable, 
comprehensive, down-to-earth books on the theory 
and practice of psychiatry I have had the pleasure of 
reading. Fad it been available when I started, I 
might well have boasted more hair and less of it 
grey than I can at this moment in time. 

Henry R. ROLLIN. 
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MEDICAL ANTHROPOLOGY 
Health in a Developing Country: Principles of 
Medical Anthropology in Melanesia. By R. L. 
Puusrorp and J. Cawre. The Jacaranda Press, 
Milton, Queensland. 1972. Pp. 188. Price £3.50. 

This is an unusual and interesting book; it sets out 
to provide teaching material for students in-medicine 
and sociology about health in Papua, New Guinea; 
and is most appropriate at a time when this country 
is gaining independence under conditions of the 
greatest difficulty; but it has a wider relevance than 
this. Psychiatrists and social anthropologists will 
enjoy the comments on tribal prejudices and on social 
inequality and will have no difficulty in identifying 
these in other countries; they will also find behaviour 
directed by magic or ritual or loss of face; while the 
‘cargo syndrome’ and ‘semi-starvation neurosis’ are 
not terms used here, they may well be contrasted (or 
compared) with the behaviour of apparently sophisti- 
cated people on an adequate physical diet. Some 
questions arise: What, for instance, is the reaction of 
people with too little opportunity for creative satis- 
faction in their job? Or is the day-dream of winning 
the pools, so carefully fostered by the organizers and 
newspapers, likely to risk such disastrous social results 
as the ‘cargo syndrome’, which itself was fostered by 
feelings of injustice in social opportunity? If Maslow’s 
‘hierarchy of needs’ is correct, what else is needed 
beyond full nutrition? The book may give those 
interested in occupational health, whether doctors, 
managers or trade unionists, some food for thought. 

The authors call attention to the ‘dual medical 
system’, that is the system where doctors, who know 
about micro-organisms and diet, practise modern 
medicine on patients who know nothing of either 
but who instead believe that their illness is the result 
of sorcery or a divine punishment for breaking takoos 
or tribal laws. But such attitudes may occur more 
often in Western countries today than is realized by 
those who teach in centres of civilization. And apart 
from this, most patients, as Lord Rosenheim often 
used to say, are polite people who will tell their 
doctor what they think he is interested in. The 
training of a doctor must therefore be wide enough 
to recognize superstition; how much it should differ 
from the training of a sorcerer, as described with 
interest by Pulsford and Cawte, could be a useful 
point for discussion in academic institutions. 

The authors are to be congratulated on a readable 
and stimulating book, which should be read far 
beyond Papua, New Guinea, and beyond even the 
developing countries; perhaps its most significant 
contribution is to focus on the causes of disillusion- 
ment, its symptoms and its treatment or prevention. 

R. F. Trepscorp. 
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MISCELLANEOUS 


Homosexuality. By F. E. Kenyon. British Medical 
Association, London. Pp. 31. Price 13p. 

This B.M.A. pamphlet on homosexuality is one of 
the popular Famtly Doctor series prepared for the 
interested layman. In this issue Dr. Kenyon provides 
a simple, factual, commonsense appraisal of this 
emotive topic, and distils for the reader acceptable 
views on such matters as aetiology, treatment, and 
‘coming to terms’ with homosexuality. In the psychi- 
atric clinic the pamphlet will no doubt find favour asa 
useful ‘hand-out’ to patients or their relatives, in 
order to supplement the diagnostic or psychothera- 
peutic interview with some simple- background 
information. 

Jonn JoHNsoN. 


Mental Disorders/Suicide. By Morton Kramer, 
Eart S. PorLack, Ricardo W. Repicx and 
Ben Z. Locks. Oxford University Press for 
Harvard University Press. 1972. Pp. xxvii + 30r. 
Index 3 pp. Price £3.50. 

This is an epidemiological work providing statistical 
data about both psychiatric disorder in general and 
about suicide in particular, in the United States. 
With over 160 tables and graphs, supported by a 
clear text it gives broad analyses of national figures, 
together with a more detailed breakdown of findings 
in Ohio and in Louisiana and Maryland, the latter 
States being compared directly. The statistics on 
psychiatric disorder and on the use of facilities is 
related to legislation, particularly to the Community 
Mental Health Centers Act 1963. Most of the data 
refer to the period before this Act was passed, pro- 
viding a yardstick by which pertinent development 
can be measured. 

Fer suicide, demographic variables and psycho- 
logical and sociological theories are discussed in 
relation to mortality rates. Apart from the intrinsic 
value of the figures, the presentation in the form of 
descriptive explanation, comment and reference to 
the literature highlights the many problems associated 
with the collection of useful measurements in the 
large scale practice of psychiatry; relevant statistical 
and epidemiological pitfalls are discussed. 
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The thoroughness of the whole work 1s admirable, 
and the authors are to be congratulated on laying a 
firm foundation likely to increase in value as later 
statistics allow further comparisons. 

Joun Porr. 


Personal Change and Reconstruction: Research 
on a Treatment of Stuttering. By F. FRAN- 
SELLA. Academic Press. 1972. Pp. 282. Price 
£4.00. 

Stuttering is an age-old affliction upon which Dr. 
Fransella has brought her expertise with personal 
construct theory and repertory grids to bear in this 
interesting monograph. 

The book consists of several parts. The first includes 
a brief review of previous approaches to the problem 
and its treatment, an account of personal construct 
theory in general and its application here. The 
second part describes the author’s research in which 
she analysed grids obtained from twenty stutterers 
in order to look for relationships between their views 
of themselves and the qualities of their verbal dis- 
fluencies. The book also includes excerpts from indi- 
vidual psychotherapeutic sessions with some of the 
cases in the study. 

This is all of considerable interest, but there are 
problems. Firstly, the sample was apparently of 
superior intelligence with a mean IQ of about 125 
(expressed in terms of Wechsler IQs). It is thus not 
clear how applicable the author’s focused psycho- 
therapy might be to stutterers of more ordinary 
levels of intelligence with correspondingly less ability 
to fill out repertory grids and to discuss finer aspects 
of their self-concepts, Secondly, apart from the metho- 
dological sophistication of the grid as a technique 
for concept measurement, it is not clear what personal 
construct theory per se offers in accounting for stutter- 
ing. The author’s statements about aetiology and 
treatment could almost have equally well been 
couched in terms of a number of other theories of 
personality. 

The book is readable and a useful addition to the 
literature on personal constructs and their measure- 
ment as well as to that on speech disorders, 

LAWRENCE Barrak. 
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Books Received 


POSSESSION 

The Mind Possessed: A Physiology of Possession, 
Mysticism and Faith Healing. By Wiuitam SARGANT. 
Heinemann. Price £1.75. 

PSYCHOANALYSIS 

The Language of Psycho-Analysis. By J. LAPLANCHE 
and J.-B. Pontas. Hogarth Press. Price £6.50. 

Psychoanalysis and Contemporary Science: An 
Annual of Integrative and Interdisciplinary Studies, 
Volume 2, 1973. Edited by Benyasan B. RUBINSTEIN. 
Collier-Macmillan. Price £7.50. 

The Analytic Situation: How Patient and Therapist 
Communicate. Edited by Henprm M., RurrensRex. 
Aldine Publishing Go. Price $8.50. 

Psychoanalysis and the Law. By O. G. ScHozNnFELp. 
Charles G. Thomas. Price $13.75. 


MENTAL RETARDATION 

Mental Handicap and Community Care: A Study of 
Mentally Handicapped People in Sheffield. By 
Micuant Bayrey. Routledge and Kegan Paul. Price 
£6.50. 

The Mentally Retarded Child and his Family. By 
Hazotp D. Love. Charles C. Thomas, Price $7.95 
(cloth), $5.95 (paper). 

Organisation and Memory: A Review and a Project 
in Subnormality. By PETER HERRIOT, JosepHINE M, 
Green and Roy McaConxgy. Methuen. Price £1.25. 


SCHIZOPHRENIA 
Recent Advances in the Biology of Schizophrenia. 
By Tuomas A. Ban. Charles C. Thomas. Price $12.50. 


PATIENT CARE 

Talking with Patients. By Bryan Bro. (Second edition.) 
Blackwell Scientific Publications, for J. B. Lippincott. 
Price £5.00. 

Psychiatric Nursing. By M. L. Manrrepa. (Ninth 
edition.) Blackwell Scientific Publications, for F. A. Davis. 
Price £3.90. 

Admission of Patients to Hospital. By Howarp 
Baperman, Certe Cores, M. J. FAREY, 
Micrrazin Move, and Yvonne Ramepen. King 
Edward's Hospital Fund for London. Price £1.50. 
CHILDREN, STUDENTS, AND FAMILIES 

Behavior Disorders of Childhood and Adolescence. 
By Ricuarp L. Jenxins. Charles C. Thomas. Price $6.95. 

Care can Prevent: Child Care or Child Psychiatry? 
By Punir Barker. National Children's Home. Price 50p 
++ 10p. postage. 

Student Counselling in Practice. By AUDREY NEWSOME, 
Brian J. THorne and Kerra L. Wyup. University of 
London Press. Price £3.00 (boards), £1.50 (Unibook 
edition). 


Actions, Styles and Symbols in Kinetic Family 
Drawings: An Interpretative Manual. By 
Rosert C., Burns and S. HARVARD KAUFMAN. 
Butterworth, for Brunner| Mazel. Price £6.00. 


BEHAVIOUR 
Annual Review of Behavior Therapy: Theory and 
Practice, 1973. Edited by Cyvrm M. Franxs and 
G. Tereyor Wisor., Butterworth, for Brunner] Mazel. 
Price £9.50. P 
Event-Related Slow Potentials of the Brain; Their 
Relations to Behavior. (Proceedings of the 2nd 
International CNV Congress, 1973. Edited by W, C. 
MoCatium and J. R. Knorr. Elsevier] Excerpta Medical 
North Holland. Price DA. 135.00. 


INSANITY 
Guilty but Insane. By Peter Cryne. Nelson. Price 
£2.95. 
Approaches to Insanity: A Philosophical and Socio- 
logical Study. By Jerr Counter. Martin Robertson. 
Price £3.50 (boards), £1.65 (paperback). 


EUGENICS 
Eugenic Sterilization. Edited by Jonas ROBITSOH ER 
Charles C. Thomas. Price $7.95. 


PRISONERS 
Medical Care of Prisoners and Detainees (CIBA 
Foundation Symposium 16, 1972), Edited by G. E. W' 
WoLsTeNHOLME and Marve O’Connor. Elsevier] 
Excerpta Medica] North Holland. Price DA. 30.50. 


FROM ABROAD 
Leitfaden fur die Psychiatrische Untersuchung. By 
H. Konn. Springer. Price DM 16.80. 
Enuresis. By H. Srecar. Springer. Price DM 12.80. 
Delirium Tremens and Certain Other Sequels of 
Alcohol Abuse. Edited by Inna Sarum. Acta 
Psychiatrica Scandinavica. No price stated. 


NEW PENGUINS AND PELICANS 

Psychotherapy East and West. By Aran W. Warts. 
Pelican. Price gop. 

The Crisis of Psychoanalysis: Essays on Freud, 
Marx and Social Psychology. By Erion Fromm. 
Pelican. Price 45p. 

Children under Stress. By Sura Wore. Pelican. 
Price 50p. 

Psychedelic Drugs: Psychological, Medical and 
Social Issues. By Brian Wers, Penguin. Price 50p. 

A Society on the Run: A Psychology of Northern 
Ireland. By Rona M. Frexps. Penguin. Price sop. 


Many of these books will be reviewed at a later date. 
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PROBLEMS IN EXPOSURE (FLOODING) 
RESEARCH 
Dear Sr, 

Research into exposure treatment like flooding and 
desensitization involves so many variables that inter- 
pretation of results of any one study is fraught with 
problems. The careful report by Professor Gelder et al. 
in your October issue (123, 445-62) illustrates this 
well. Their design compared three groups which had 
contrasting fantasy treatments followed by subsequent 
exposure in vivo (practice) which appeared similar 
across all groups: ‘differences in procedure were found 
more difficult to maintain . . , little attempt was made 
to apply specific desensitization or flooding measures 
while practice was going on...’ (p. 448); all patients 
were asked to keep a diary of counter-phobic beha- 
viour and were set weekly behavioural goals. These 
points suggest that differences between the three 
groups were due more to the differing fantasy than to 
the similar in vivo phases. 

Unfortunately, exposure in vivo appears much 
more therapeutic than exposure in fantasy (Stern and 
Marks, 1973; Marks, 1972), so that the design loads 
the dice against finding significant differences 
between the three groups. This may account for the 
failure of Gelder et al. to find significant differences 
between desensitization and control groups on their 
ratings and behavioural test (Tables II and IV). 
At the end of treatment, on phobic measures their 
control group differed significantly in outcome from 
desensitization on 4 variables and from flooding on 
7 variables. 

In psychological treatment the term ‘non-specific’ 
usually refers to variables like placebo effects, 
expectancy and warmth. The ‘non-specific’ control 
group of Gelder et al. also included exposure in vivo. 
This variable is clearly specifiable and also potent 
therapeutically. Accordingly, their statement (p. 457) 
‘that approximately half of the apparent benefit to a 
phobic patient receiving behavioural treatment is 
attributable to the non-specific factors’ is not very 
meaningful. All three groups contained the variable 
of exposure in vivo, and their design does not allow 
judgement of the significance of placebo effects. The 
latter could only be judged from a control group 


which omitted exposure in practice. The effect of 
‘expectancy’ in this study is debatable, as its manipu- 
lation had no effect on outcome. Progress in research 
will be faster when we drop terms like ‘non-specific’ 
and try instead to tease out the ingredients in that 
pot-pourri. 

Two important differences between the studies of 
Gelder et al. (1973) and Marks et al. (1971) confound 
interpretation. First, exposure in vico in the former 
was similar across all conditions, whereas with Marks 
et al. (1971) exposure was firm during flooding but 
relaxed during desensitization. The difference ob- 
tained by Marks et al. between desensitization and 
flooding might thus be attributable to their manipula- 
tion of exposure in vive rather than in fantasy. 
Second, Gelder et al. gave fantasy and in vivo sessions 
on separate weeks, whereas Marks et al. gave exposure 
in vivo immediately after fantasy treatment. It is 
possible that patients are briefly refractory to anxiety 
after fantasy treatment, during which phase exposure 
in vivo might be potentiated. This requires research. 

One point by Gelder et al. is incorrect (p. 446). 
They note that Prochaska (1971) found that ‘subjects 
experiencing the greatest anxiety in flooding showed 
the most change, apparently consistent with the 
findings of Marks et al.’ In fact, Marks et al. (1971, 
page 371) stated that ‘anxiety during the first few 
sessions did not seem to predict outcome’. Better 
outcome was predicted by higher anxiety before 
flooding began, not during flooding sessions them- 
selves. This finding was replicated by Watson and 
Marks (1971). 

In view of the complex issues in exposure rescarch 
the statement by Gelder eż al. (1973) that differences 
between flooding and desensitization ‘are marginal 
and certainly do not justify any widespread use of 
flooding treatment rather than desensitization’ 
(p. 459) requires great qualification. Their con- 
clusions only apply to flooding of one kind given in 
fantasy, not in vivo. Results of ‘desensitization’ re- 
search are more consistent than those of ‘flooding’ 
research, because the former usually refers to a more 
standardized procedure, i.c. fantasy desensitization at 
a set rate with minimum anxiety. In contrast, flooding 
refers to a wide variety of procedures which can be 
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given (1) in fantasy or in practice, (2) individually or 
in groups, (3) at varying speeds, (4) with anxiety 
heightened or lessened, (5) with or without ‘psycho- 
dynamic’ cues present, (6) with frightening cues 
which are relevant or irrelevant, (7) with differing 
durations of sessions and (8) of intersession intervals, 
(9) with differing intervals between fantasy and in 
vivo flooding, (10) with fantasy flooding sometimes 
imposed externally by the therapist and sometimes 
abreacted spontaneously by the patient, (11) with 
differing endpoints of a given session (is it best to end 
on a good note?), (12) by tape-recorder or by a live 
therapist, (13) with or without coping instructions, 
and the nature of these. 

As work proceeds doubtless other minutiae will also 
appear potentially relevant. Generalizations about 
‘flooding’ will only become accurate when the relevant 
conditions have been dissected out in detail. Some of 
these conditions are undergoing investigation in 
many centres, and from these useful generalizations 
should eventually become possible. Meanwhile, 
reports of exposure research will be interpreted more 
easily if they specify the experimental condition in 
more detail, including these 139 variables. Workers 
in the field need to develop an agreed vocabulary for 
describing research on exposure treatment. 


Isaac M. MARKS. 
Institute of Psychiatry, 
De Crespigny Park, 
London, SE5 8AF. 
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DEAR SR, 

We agree with many of the points made by Dr. 
Marks, but wish to clarify some differences: 

(1) We defined, at the beginning of our paper 
(p. 446), those factors which we considered ‘non- 
specific’. Encouragement to practise counter-phobic 
behaviour was included in these because it seems to 
be common to many different approaches to treat- 
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ment. Our conclusion merely states how much effect’ 
might be attributable to the sum total of the com- 
ponents which we defined. 

(2) We do not say there were no important differ- 
ences between treatments during the in vioo phase; 
on the contrary, difference did exist in‘... the 
hierarchy levels used and degree of anxiety tolerated’ 
(p. 448). Thus, patients were vigorously encouraged 
to tolerate greater anxiety and more difficult situa- 
tions during flooding than in desensitization, although 
we did not continue verbal flooding during practice 
sessions. 

*(3) Dr. Marks states that in vivo exposure is ‘much 
more therapeutic’ than exposure in fantasy. There is 
no unequivocal evidence for this, since studies such 
as Stern and Marks (1973), like our own, use designs 
in which interaction between treatment phases is 
possible and even to be expected, For example, it 
may be that agoraphobic patients improve rapidly 
during in vivo treatment only after previous exposure 
in fantasy (p. 460). We are carrying out research to 
test this, by comparing in vivo practice given alone 
with combinations of fantasy and tn vivo treatment. 


University of Oxford Department of Psychiatry, 
The Warneford Hospital, 
Oxford, OX3 7JX. 


Dear Sir, 

The suggestion of M. G. Gelder et al. in their paper 
that revision of the current explanations of desensiti- 
zation and flooding is needed prompts me to write 
this letter. 

While this letter is neither a criticism nor an en- 
dorsement of behaviour therapy, I would refer to 
Locke (1971), who believes that behaviouristic pro- 
cedures contradict every major premise of beha- 
viourism, and to Wilkins (1971), who asserts that the 
effectiveness of the procedure is not due to the mutual 
antagonism between muscle relaxation and anxiety 
but rather to social variables involved in the patient- 
doctor relationship and to cognitive variables, 
including expectancy of therapeutic gains, informa- 
tion feedback of success, and so on. 

If one accepts these views, considering the thera- 
peutic results are favourable, one has to assume that 
perhaps the behaviour therapists are doing the right 
thing for the wrong reasons. 

After sifting the accumulated wealth of material 
and both observing and carrying out behaviouristic 
therapy, I have come to the conclusion that perhaps 
desensitization and flooding are based on certain and 
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Sbecific sets of neurophysiological mechanisms. These 
are! 

(1) In desensitization the mechanisms are: (a) 
habituation, and (b) the operation of a self-adapting 
sorting screen for the memory bank. Sokolov (1963) 
exposed a subject to a beep of a specified intensity 
and duration at irregular intervals. The EEG and 
galvanic skin responses were monitored. At first the 
changes in the tracings were characteristic of the 
orienting reaction. As the experiment continued the 
indices of this orienting reaction diminished until the 
beep no longer had any effect. Habituation had taken 
place, When the intensity of the beep was reduced 
without changing the other variables the tracings 
indicated another orienting reaction. From this it 
appeared that habituation was not the result of 
fatigue in the neural elements but rather the action 
of a process against which incoming sensory signals 
are matched. Any change in the character of the beep 
had this orienting effect. Even sudden silence could 
become an activator. This process appears to be 
incorporated into a self-adaptive sorting screen which 
S contains coded representations of prior signals 
brought about by person-environment interaction. 
These coded representations are matched against 
incoming signals. If there is constancy in this system 
the encoding is strengthened, leading to expectancies 
of environmental condition. This reduces or stops 
the orienting response. It needs to be stated that an 
exaggeration of the orienting response is accompanied 
by anxiety, 

In therapeutic desensitization, habituation is 
favoured where the screening way-station matches 
incoming stimuli against the imaginal suggestions of 
the therapist. 

By approximating a match between the imagery 
and the phobic content the necessity for an orienting 
reaction is diminished or altogether abolished. Conse- 
quently no alarm reaction takes place. Ideally the 
sorting screen permanently acquires a new set of 
encoded information which contains the elements of 
the phobic situation—or to put it in vernacular: 
familiarity breeds contempt. 

(2) The flooding follows the principle of counter- 
irritation. Counterirritation should not be confused 
with the principle of reciprocal inhibition originally 
proposed. by Sherrington which was extrapolated as a 
concept by Wolpe when he substituted imaginal 
representation of the feared conditioned stimulus 
for actual exposure—a generalization based on very 
tenuous grounds. When two stimuli vie for competi- 
tive acceptance by the nervous system each one 
tends to diminish the other (Jonas, 1962). This 
mechanism, by the way, may account for the 
anaesthetizing effects of acupuncture. Gripping the 
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arms of the chair while the dentist drills one’s tooth is 
a familiar example. In one experiment carried out in 
a different context I exposed an agoraphobic patient 
to a truly terrifying movie sequence of a head-on 
collision filmed from inside the crashing car. After 
three run-throughs of the same scenes the patient 
made the following significant remark: ee 
a e a 
But.. . (shrugging | his shoulders) in that car 
crash.. ri die only once’. Thus the flooding need 
not be specific as long as it possesses similar anxiety- 
provoking potential as the phobia itself, and there- 
fore it appears to be a non-specific counter-irritant. 


A. D. Jonas. 
24-B Wellington Court, 
Knightsbridge, 
London, S.W.1. 
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SCOTTISH AND ENGLISH SUICIDE RATES 


DEAR Sir, 

The Scottish suicide rate has been lower than the 
English for seventy years, but the difference may be 
an artefact, the result of differing ascertainment 
procedures, the Scottish Crown Office placing more 
borderline suicides in the category ‘undetermined 
deaths’. I argued (Barraclough, Journal (1972), 120, 
267-79) from the 1968 suicide statistics that the 
incidence of suicide in the two countries was probably 
the same. 

The purpose of this letter is to show that the 1971 
mortality statistics for violent deaths (quoted by 
permission from the General Register Office), the 
most recent available, are consistent with there 
being a greater incidence of suicide in Scotland than 
in England. (See Table Overleaf) 


B. M. BARRACLOUGH. 
MRC Clinical Psychiatry Unit, 
Graylingwell Hospital, 
Chichester, Sussex, POrg 4PQ. 
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Suicids, undetermined, accidental death rates, per million population 15 and over. England and Wales and Scotland, 1971 , ~“ 








Twice S.E. 

Numbers Rates Diference of differ- 

E. and W. Scotland E. and W. Scotland in rates ence of 

the rates 
Suicide rate (SR) .. ri 3,941 377 106 98 8 10 
*Undetermined rate (WR) 1,099 223 30 58 28 8 
Accident rate (AR) 1,465 162 39 42 3 7 
*SR+UR+AR 6,505 462 175 198 28 15 
*AR+UR 2,564 385 69 100 31 10 
*SR+UR 5,040 600 136 156 20 1g 





* Indicates a difference in the rates significant at 5 per cent. 


SALIVA AND SERUM LITHIUM 
ESTIMATIONS IN PSYCHIATRIC PATIENTS 


Dear Sr, 

The beneficial therapeutic action of lithium carbo- 
nate in the prophylaxis of the affective psychoses has 
been established by Coppen et al. (1971) and Hullin 
et al. (1972). The importance of monitoring lithium 
at a therapeutic level has been stressed. When serum 
estimations are used the therapeutic limits are 
o-7-1°3 m. Eq./L, and thus serial readings are 
required for maintenance. Toxicity occurs with serum 
levels of 1-6 m. Eq./L or above (Schou et al., 1968). 
Thus regular venous samples are required for moni- 
toring the serum level of lithium. 

The following study was carried out in a weekly 
clinic dealing solely with the biochemical stabiliza- 
tion and control of patients receiving treatment with 
lithium carbonate. The clinic had been operational 
for eight months and had 40 patients undergoing 
maintenance therapy from a psychiatric hospital with 
a catchment area population of 450,000. Patients 
attended for serum estimation, initially weekly and 
then at gradually increasing intervals up to six-weekly 
when full stabilization had been reached. 

Despite a rapid service from the laboratory, 
attendance at the clinic for venepuncture, estimation 
of serum lithium and regulation of dose occupied the 
greater part of the morning. (The method used for 
lithium estimation was described by Brown and 
Legg (1970) from the laboratory where our estima- 
tions were carried out). Over the trial period patients 
were asked to provide a 5 ml. sample of saliva in 
addition to their venous sample. Both samples were 
collected between 9.30 and 10.30 a.m. Whilst dosage 
monitoring was carried out solely from the serum 
estimations, serum and saliva levels were compared 
using the same method. Salivation was facilitated by 
sucking a pebble and by visual stimuli; no sialo- 
gogues were used. 


For this study, no account was taken of the formu- 
lation of lithium carbonate, nor of any other medica- 
tion the patient was receiving. 

Over a period of 19 weeks, 88 estimations of 
synchronous serum and saliva lithium were carried 
out in 25 different patients. The findings are repre- 
sented graphically (overleaf). 

The correlation co-efficient for the relationship 
between serum and saliva values was carried out as 
follows: 

All values (N = 88) r=o0-384 p< o-oor. 

Ifit is intended that the dosage of lithium should 
be monitored using saliva samples, therapeutic 
limits for saliva must be devised. Regression lines 
were calculated but are not shown here, as further 
work is required to establish the validity of the 
assumption of a linear relationship. 

Burgen (1958) reported that lithium concentra- 
tions in saliva were related to, though higher than, 
those in plasma at low saliva flow rates. At higher 
flow rates, using chemical sialogogues, they approxi- 
mated to plasma levels except that the saliva : plasma 
ratio for lithium was independent of the abselute 
plasma concentration. Spring and Spirtes (1969) 
similarly demonstrated in five healthy individuals a 
direct relationship between saliva and serum con- 
centrations of lithium when the salivary glands were 
not stimulated. In our patients lithium estimations 
were carried out under constant conditions and at 
the same time of day, using saliva produced by 
salivary glands stimulated only by sucking a pebble; 
saliva levels were consistently higher than serum 
levels, and the two levels correlated. 

As all these patients remained euthymic for the 
duration of this study, changes of saliva volume with 
mood were considered irrelevant. 

If the method fulfils its early promise of effective- 
ness in controlling lithium medication (an ongoing 
study is in progress at the clinic to establish threshold 
limits for saliva and also the possibility of monitoring 
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that a reliable patient who requires long-term 
lithium maintenance could be monitored entirely 
or partially using samples of saliva. Regulation could 
be managed by post. This would be advantageous to 
both patients and staff in terms of ‘clinic-time’, 
reducing for the patient consequent loss of work and 
earnings, and it would also facilitate the treatment 
of patients from outlying rural areas. 
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‘NATURE-NURTURE’ RESEARCH 
Dear Sm, 

May I make use of your correspondence columns 
in order to obtain some information from your 
readers? I am preparing a study of the grounds 
on which scientific journals sort out good work from 
bad in the traditional areas of ‘nature-nurture’ 
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research. Accordingly I would like to compare what 
a given journal has published (on a particular nature- 
nurture topic) with what it has rejected on that topic. 

In particular I am interested to hear from scientists 
whose papers (in the areas of, e.g. mental illness, 
personality, mental abilities, criminality), were 
initially rejected by one or more journals before 
being published elsewhere. For my purposes, refer- 
ences to the papers in this category plus the name of 
the ‘rejecting journal(s)’ would suffice; editorial 
letters of rejection, though helpful, are not essential. 
Once this material is available, I will analyse as 
systematically and objectively as possible the con- 
tents of rejected and published papers with the aim 
of inferring each journal’s criteria of acceptability. 
Copies of the analysis will be made available to all 
participants in advance of publication. 

J. H. Harwoop. 

University of Edinburgh Science Studies Unit, 
34 Buccleuch Place, 
Edinburgh, EH8 oF T. 
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PSYCHOLOGICAL ASPECTS OF GOLF L 
Dear SiR, : : 

I am currently editing a book on the psychological 
aspects of the game of golf. I would appreciate hearing 
from anyone wishing to contribute a chapter or who 
would be able to suggest someone to contribute a 
chapver to this book. This chapter would be written 
on the ‘How-to’ format, i.e. concentration, condi- 
tioning, etc. Any replies should be sent to the address 
below. 

CLAUDE A. FRAZIER, 
4-C Doctors’ Park, 
Asheville, ' 
North Carolina 2880r, 
U.S.A. j 


ERRATUM 
It is regretted that Dr. B. M. King’s initials were 
wrongly printed as E.M. at the foot of his letter in 
the October 1973 issue of the Journal (123, 492). 


HALLUCINOGENIC DRUGS AND THIER THERAPEUTIC USE 
edited by Richard Crocket, R. A. Sandison and Alexander Walk 


The above volume, containing the papers read at the special session on the therapeutic 
uses of the hallucinogens, held during the Quarterly Meeting of the Royal Medico-Psycho- 
logical Association in February 1961, was published for the Association in 1963. 


It is now out of print, except for 215 unbound copies. However, though much of the 
material is out of date, it is felt that some of it may still be usefull, and these copies are 
therefore being offered for sale at gop. each, including inland postage. Requests for them 
should be sent to Headley Brothers Limited, The Invicta Press; Ashford, Kent TN24 8HH, and 
accompanied by remittance of gop, (cheques, etc. should be made payable to Headley 
Brothers Ltd. (B.J.P. a/c) and a self-addressed envelope measuring at least 104 inches by 
by 7 inches. 
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Despite anxiety. . . 
drawings done, deadline met 


Another example of 
‘Stemetil’at work 


: Anxiety poses 
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Because anxiety, by blunting — 


- mental faculties, producing - 


physical symptoms, or both, 
always impairs the capar ity to . 
wark. l 
Because treatment, ifitisthe 
wrong kind, may gasil Y dothe | 
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Both disorder and remedy in. 


short may produce what few can 


afford for| ong: inefficient, 


“belaw-par “performance. 


This in a nutshell is why 
‘Stemetil * makes such good 

sense. 

Because ‘Stemetil’ effectively 
removes the initial incapacitation 

without itself causing fresh 
incapacitation. 

Asan efficient tranquillizer, it 
provides prompt, complete relief 

of anxiety and | its physical - 


symptoms.” 


Asan ok daytime 
tranquillizer, tacts without 
clouding thought, impainng 
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alertness | 
With 'Stemetil’, in short. neither 
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of 1,000-bed community-oriented, geographically unitized mental health 
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Fully approved three years’ residency training program. Clinical supervisory 
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of Connecticut, Institute of Living, Hartford Hospital. Possibility for research 
in fully equipped modern laboratory, Beautiful surroundings in Connecticut 
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cost. Board certification or eligibility required. 


Contact Morgan Martin, M.D., Superintendent, 
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PSYCHIATRIC RESIDENCIES 
APPROVED RESIDENCY PROGRAM 


Applications are invited for residency appointments in psychiatry. Didactic work 
will be carried out at Columbia University and full clinical exposure will be given in 
all areas of adult and child psychiatry in the extensive facilities of Bergen Pines 
County Hospital situated in lovely countryside twenty minutes from New York City, 
This comprehensive program will also include assignments in community, drug 
abuse and alcoholism programs. Third year electives will include clinical administra- 
tion (chief residencies) and research. Vacancies in all years available. Starting time 
will be July 1, 1974. Salaries competitive. : 


Please send applications to Dr. Nathan S, Kline, Director of Psychiatry, Bergen 
Pines County Hospital, Paramus, New Jersey 07652. 


UNIVERSITY OF THE WEST INDIES 
Professor of Psychiatry, Jamaica 
Good academic qualifications and considerable teaching and research experience at University level required. 


Senior Lecturer/Lecturer in Child Psychiatry 
Rank according to qualifications and experience. Appointment for three (3) years only. Applicants should 
have the equivalent of a British D.P.M. or M.R.C.Psych., or have North American Board Certification in 
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Professor (Medical): J$10,000 (£4,338) 

Senior Lecturer: J$7,150 (43,101) 

Lecturer: J$4,800 (£2,082) 
Other conditions of employment: Unfurnished housing at 10 per cent of salary, child allowance (limited to J $600 


(£26c}) payable. Three months leave and passages (not exceeding 5 full passages) once every three years to 
U.K. or N. America. 


Salary scales and allowances are currently under review. Enquiries should be made to: 
The Registrar, University of the West Indies, Kingston 7, Jamaica. 


University of Liverpool 
Department of Psychiatry 


A SYMPOSIUM 
ON ‘ASPECTS OF PSYCHOSEXUAL PROBLEMS’ 
Weekend 19-21 April 1974 
of special interest to psychiatrists, gynaecologists and general practitioners 

Topics: Contraception; sterilization; therapeutic abortion; impotence: frigidity; homosexuality; trans- 
sexualism; medico-legal problems, etc. 
Speakers: Dr. A. J. Cooper; Dr. N. P. Feldman; Mr. H. Francis; Mrs. M, Francis; Dr. John Gunn; Dr. A. J. 
Hall-Turner; Dr. J. Johnson; Dr. F. E. Kenyon; Dr. M. J. MacCulloch; Professor A, Munro; Dr. Myre Sim; 
Mr. Maurice Yaffe. 
Fees: Pull residence £20; non-resident £15. Approved under Section 69 (41 sessions). 
Full particulars from: Dr. M. A. Ansari, Department of Psychiatry, University of Liverpool, 6 Abercromby 
Square. Liverpool L69 3BX, 
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to the advantages of ‘Tryptizol’... 


... helpful in the long nights of their anxiety ~ 
effective in the dark days of depression 


Detailed information is available to physicians on request. 
‘Tryptizol’ (registered trademark) contains amitriptyline hydrochloride/MSD, 
and is supplied as 10 mg, 25 mg, and 50 mg tablets, 
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The Post-Graduate Education and Training of Consultant 
Psychiatrists 


By PETER BROOK 


This paper reports some aspects of a survey 
made of the training experiences of a group of 
recently appointed consultants in general psy- 
chiatry; it is the third such survey made by the 
author. The original enquiry was a postal one 
and asked about the training and education 
received by all consultants who had been 
appointed for the first time to a post in general 
psychiatry, with at least 6 N.H.S. sessions, 
between 1 October 1963 and 30 September 1969 
(R.M.P.A., 1969). A second survey, using a 

< questionnaire much modified from the first, was 
made of consultants appointed between 1 Octo- 
ber 1966 and 30 September 1969, using the 
same criteria of eligibility as the first group 
(Brook, 1972, 1973). The present enquiry 
used a postal questionnaire almost identical to 
that used for the previous group, which was 
circulated to consultants in general psychiatry 
appointed between 1 October 1969 and 30 
September 1972. 

The aims of the enquiry were: 


1. To provide a nationwide view of the present state 
of psychiatric training and education. 

2. To obtain information about the whole medical 
career of a representative group of psychiatrists. 

3. To assess what changes in training and educa- 
tion have taken place in recent years. 

4. To ascertain which particular areas of training 
were most deficient and to make appropriate 
recommendations to remedy these deficiencies. 

5. To see whether different groups of psychiatrists 
differed in their training experience. 

6. To gather information about their background 
and alternative career possibilities. 

The results of this last part of the survey are 

reported on in another paper (Brook: n.p.). 


ReEsuLts 
The number of questionnaires sent out was 
164; after three reminders 125 completed 
questionnaires were returned, and 29 psychi- 


109 


a 


atrists indicated that they did not fulfil the 
criteria of eligibility; there was thus a response 
rate of 92-6 per cent of those eligible. 

At this point it would be proper to utter two 
notes of caution. First, this group of trainees had 
emerged successfully from their period of train- 
ing, and therefore are likely to be a more 
favoured group than the average. Secondly, as 
this was a retrospective enquiry there is the 
probability of partial and distorted recollection. 

For the purpose of analysis, consultants were 
divided into separate groups, using two criteria. 
The first (Table I) was according to the type of 











Tase I 
Type of hospital where majority of training received 
Percentages 
1963 1966 1969 
Bethlem—-Maudsley .. 14 1I i 
Teaching and University 
Hospitals a i 28 26 at 
Psychiatric hospitals and 
Units .. = ss 57 Go 56 
Armed Forces .. 1 3 2 
Total .. 148 108 125 





hospital where they had received the bulk of 
their training; this was operationally defined as 
where they had spent the majority of their 
time in the registrar grade, that is: 

(i) The Bethlem Royal and Maudsley Hospi- 
tals (hereafter referred to as the 
Maudsley). 

(ii) Undergraduate Teaching and University 
Hospital (hereafter referred to as “Teach- 
ing Hospitals’). 

(iii) Psychiatric Hospitals and Units (here- 
after referred to as ‘Psychiatric Hospitals’). 

(iv) The Armed Forces. foo 

The second (Table IT) was on the basis of! 


T10 THE POST-GRADUATE EDUCATION 








Taste H 
Grade held on appointment as Consultant 
Percentages 
1963 1966 1969 

Senior Registrar 60 62 
Senior Hospital Medical 

Officer and Medical 

Assistant bed 32 18 10 
Research and Academic 8 16 16 
Other grades .. cs 6 6 12 

Total , 148 108 125 





grade held immediately prior to their appoint- 
ment as consultant, that is: 
(i) Senior Registrar. 
(ii) Senior Hospital Medical Officer or Medi- 
cal Assistant. 
(iii) Research and Academic. 
(iv) Other grades. 
Table IHI combines the previous two tables. 


AND TRAINING OF CONSULTANT PSYCHIATRISTS 


Throughout the paper the original group of 
consultants surveyed will be referred to as the 
“1963 group’, the second as the ‘1966 group’, and 
the present respondents as the ‘1969 group’. 


Medical background before going into psychiatry 
(Table IV) 

Overall, two-thirds had held a post in general 
medicine after full registration; two-fifths had 
had experience in general practice, a third in 
neurology and a little less than a fifth in 
paediatrics. 

The Maudsley group were more likely than 
the other two groups to have done general, 
medicine, and for a longer period of time. The 
psychiatric hospital group more frequently 
reported experience in general practice than 
the Maudsley and teaching hospital graduates. 
The great disparity between the Maudsley and 
the other two groups in respect of neurology is 





























Tase III 
Type of hospital and grade from which respondents were promoted 
Percentages 
Teaching Psychiatric All 
Bethlem— and Hospitals respondents 
Maudsley University and (inc. 2 
Hospitals Units Armed Forces) 
Senior Registrar 79 64 57 62 
Senior Hospital Medical Officer and Medical ‘Assistant 5 16 10 
Research and Academic 21 at 13 15 
Once 10 i4 12 
Totals Id 39 70 125 
Taste IV 
Previous Medical Experience 
Means in months 
(2 Armed Forces included in total) 
All Maudsley Teaching Psychiatric 
(a = 125) (n == 14) (n = 39) (n = 70) 
Experience % with % with %% with % with 
any ex- Mean Range any ex- Mean Range any ex- Mean Kane any ex- Mean Range 
perience perience perience perience 
General 
Medicine .. 64 18-8 95 86 249 52 62 210 90 60 16-0 89 
General 
Practice 39 341 178 36 32°4 141 26 15:8 58 46 36-8 177 
Neurology 34 9'3 35 79 109 33 33 8-8 ar 24 8'9 23 
Paediatrics 17 8-5 33 14 go 6 13 12:1 30 20 6-8 15 


BY PETER BROOK 


largely accounted for by a period of neurological 
experience being a part of the three year training 
at the Maudsley hospital. 


Qualification 
The numbers holding the various Diplomas 
in Psychological Medicine are given in Table V. 





Taste V 
Diplomas in psychological medicine 
Conjoint (English) = is as 82 
Conjoint (Scottish) is 12 
` University of London (and M.Phil. a x 12 


University of Newcastle (and Durham) . 
University of Leeds nd 
University of Manchester 

University of Edinburgh 

Conjoint (Irish). . 

Trinity College Dublin 

University of Cairo 


mm OO OO Wo OF 





-It would. seem pertinent to quote from the 
Report of the Royal Commission on Medical 
Education: ‘Over 20 years ago the Goodenough 
~ Committee thought there were too many post- 
` graduate diplomas in this country; to-day there 
are even more’. (Report Para. 172). Perhaps 
the inception of the M.R.C.Psych. examination 
will gradually lead to a reduction in the number 
of diplomas together with some rationalization. 
For example, there would really seem to be 
little need for Dublin to offer three diplomas. 
Table VI shows what higher qualifications 


Til 


are possessed by consultants. The most striking 
change is that there has been a steady diminu- 
tion in the proportion of consultants possessing 
some form of higher qualification; this is most 
marked for the teaching hospital group. 


Training analysts 

A full training analysis had been completed 
by 6 trainees (1966 group = 4) and 2 more 
were continuing in analysis. 


Experience in different psychiatric settings 

The most striking finding in Table VII is 
that over a quarter of consultants had had all 
their training in one type of hospital only: this 
was also found in the 1966 group, as was also 
the finding that the commonest pattern of 
experience was a combination of work in a 
psychiatric hospital and a teaching hospital. 


Published papers 


All respondents were asked how many papers, 
articles, or chapters or books on scientific and 
psychiatric topics they had had published or 
had had definitely accepted for publication at 
the time of the enquiry. Fifty per cent of 
psychiatric hospital graduates had had papers 
published or accepted (mean number 3:5) as 
compared with 74 per cent of the teaching 
hospital graduates (mean number 5-8) and 93 
per cent of the Maudsley graduates (mean 
number 5'6). Sixty-three per cent of all trainees 
had published papers (mean number 4'8), 


Taste VI 


Higher qualifications 





M.R.C.P, M.R.C.P. 











M.D. M.D. Special Special Other Total with 
Psychi- Non- subject Part 3 higher any higher 1963 1966 
atric psychiatric or Part 3 non- qualifica- qualification 
topics topics psychiatry psychiatric tion 
Al. - 13 3 n 19 8 46 = 37% 54% 48% 
Bethlem—Maudsley 2 2 2 8 I 12 == 86% 85% 92% 
Teaching and 
University 
Hospitals .. 4 I 2 6 2 1Z-= 393% 71% 54% 
Psychiatric 
Hospitals 
and Units .. 6 — 7 5 4 20 = 29% 37% 36% 














Taare VII 
Experience in different psychiatric settings 
Percentages 
1969 1966 
(n = (n = 
123) 108) 
Psychiatric hospital only . bs 15 i 
Teaching hospital only ine si 10 II 
Bethlem—Maudsley only .. = 3 3 
Psychiatric hospital and psychiatric 
unit only as s Ae 4 15 
Psychiatric hospital and teaching 
hospital only Ae rs ii 42 29 
Psychiatric hospital, psychiatric unit 
and teaching hospital ee 11 13 
Psychiatric hospital, teaching hospi- 
tal and Maudsley x gn 3 9 





Educational and training facilities 

Consultants were asked the following five 
questions related to the educational facilities and 
guidance available to them as trainees: 


a, Did they always have access to an adequate 
library? 

b. Did most of the hospitals in which they worked 
give them sufficient time off to attend lectures, 
etc. ? 

c. Did any of the hospitals have a Clinical Tutor? 

d. If yes, was he of help in such matters as advising 
on reading and generally being of help in training 
and education ? 

e. Was useful guidance from the consultants easily 
available? 


The results are summarized in Table VIII. 
It will be seen that a higher proportion of the 
psychiatric hospital graduates had access to an 
adequate library in the present group than in the 
1963 group, but this finding was reversed for the 
teaching hospital graduates. Of the different 
appointment grades the Research and Academic 
group did best, the Medical Assistant group 
worst, with the Senior Registrar occupying an 
intermediate position. There is no clear cut 
difference between the three surveys as to 
adequate time off, except that the most recent 
Maudsley graduates seemed less satisfied than 
their predecessors. The proportion of trainees 
with access to a Clinical Tutor rose sharply 
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between the 1963 and 1966 groups, with a 
smaller rise in the 1969 group. There would 
also seem to have been a greater appreciation 
of what the tutors were doing, but the fact 
remains that one-fifth of the consultants did not 
find tutors’ activities of value. There has been a 
rise in the proportion reporting effective guid- 
ance from their consultants during their 
training, but again the fact that one-fifth felt 
that career guidance was not usually available 
is a disturbing finding. 


Training and teaching 


The largest section of the questionnaire was 
devoted to what training and teaching in 
psychiatry the consultants had obtained while 
trainees. The areas selected for inclusion were 
identical with those in the questionnaire per- 
sonally administered by the author to current 
trainees in three Hospital Regions but with the 
addition of Epidemiology, Administration and 
Teaching (Brook, 1973). 

Each consultant was asked for his opinion 
as to the quantity and quality of the training he 
received in thirty selected areas of training. 
They were asked to rate each area on a three- 
point scale, thus: 


1. Adequate in quantity; adequate consultant 
supervision, 

2. Adequate in quantity but inadequate consultant 
supervision. 


3. Inadequate or no experience. 


When considering adequacy, the respondents 
were asked to use the criteria of being pre- 
pared for a consultant post. 

The results are summarized in Tables IX to 
XXXVIII. The figures for the 1966 consultants’ 
responses to identical questions are included, 
and also those for the 1963 group for 14 of 
these areas; but it should be stressed that 
questions and responses offered for the 1963 
consultants were not identical with the 1966 and 


1969 groups. 


Overall responses 


1, Case history taking, examination of the mental 
state, work with short-stay patients and interviewing 
techniques (Tables IX, X, XI and XII). These 
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EXPERIENCE AND TRAINING BY HOSPITAL TYPE 
1963 and 1966 TOTALS FOR COMPARISON 








PERCENTAGES 
Tase IX 
Case history taking 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 


(n = 125) Hospital Hospital Maudsley sultants — sultants 
(a= 70) (n= 39) (n= 14) (a= 148) (n= 108) 


Adequaie i in quantity, adequate con- 








sultant supervision 81 70 95 100 86 
Adequate in quantity, but inadequate 
consultant supervision .. = 18 29 3 14 
Inadequate or no experience .. ba 2 I 3 o 
TABLE X 


Examination of the mental state 





All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants  sultants 
(n = 70) (n = 39) (n = 14) (n = 148) (mn = 108); 


Adequate i in quantity, adéquate t con- 














sultant supervision p 78 69 87 100 84 
Adequate in quantity, but inadequate 
consultant supervision .. Y 22 30 13 15 
Inadequate or no experience . 2 I I 1 
Tase XI 
Interviewing techniques 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 


(n = 125) Hospital Hospital Maudsley sultants  sultants 
(n=70) (n=39) (n=14) (n= 148) (n= 108) 








Adequate in quantity, adequate con- $ 
sultant supervision ; 62 59 69 57 63 
Adequate in quantity, but inadequate 
consultant supervision .. s 27 29 26 21 33 
Inadequate or no experience .. i 1i 13 5 ai 4 








Taste XH 
Work with short-stay acute patients 





All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants  sultants 
a = 70) (n= 39) (n= 4) A (n = 148) in:=108) 


Adequate in 1 quantity, adequate con- 








sultant supervision ; go 86 97 93 76 86 
Adequate in quantity, but inadequate 
consultant supervision os a 10 14 3 7 22 u 


Inadequate or no experience .. c 2 3 
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are four basic areas of training. Overall, the 
first three are generally well taught and super- 
vised but the position is much less satisfactory 
with supervised instruction in interviewing 
techniques. 


2. Psychogeriatrics, work with long-stay patients 
and rehabilitation (Tables XIII, XIV and XV). 
There is a marked falling off in satisfaction 
among consultants about training in these three 
fields, less than half reporting adequate super- 
vision. It is noticeable how poorly supervised 
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by consultants these most important aspects of 
patient care are. 

3. The psychotherapies (Tables XVI, XVII and 
XVIII). Again, there isa low level of satisfaction 
about the standard of the training in the psycho- 
therapies, most particularly in methods of 
psychological treatment such as behaviour 
therapy and hypnotherapy. 

4. Out-patient work, ward consultant and emergency 
work (Tables XIX, XX, XXI). The figures for 
experience and training in out-patient work 
































Taste XIII 
Work with psychogeriatric fiatients 
1963 1966 
All Psychiatric Teaching Bethiem Con- Con- 
(n = 125) Hospital Hospital Maudsley  sultants sultants 
(n= 70) (n= 39) (n= 14) (a = 148) (n = 108) 
-Adequate in quantity, adequate con- 
© sultant supervision as as 42 4i 46 29 25 44 
Adequate in quantity, but inadequate 
-consultant supervision 38 44 36 14 27 40 
< Inadequate or no experience .. a 20 14 18 57 48 16 
Taste XIV 
Work with long-stay patients other than geriatric 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants sultants 
(n= 70) (n=g39) (n=14) (n= 148) (n= 108) 
Adequate in quantity, adequate con- 
, sultant supervision wf oe 47 49 51 ag 25 44 
Adequate in quantity, but inadequate 
consultant supervision .. 2, 38 46 36 t4 8 43 
Inadequate or no experience .. si 14 6 13 57 67 13 
Taste XV 
Rehabilitation activities 
ac Sok a to et eg ace a See A bad 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley _ sultants sultants 
(n= 70) (n= 39) (m= 14) (n= 148) (n= 108) 
Adequate in quantity, adequate con- 
sultant supervision a Sa 36 39 33 36 36 30 
Adequate in quantity, but inadequate 
consultant supervision .. Re 41 43 44 14 42 44 
Inadequate or no experience .. Be 23 19 23 50 22 26 
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Taste XVI 
Individual psychotherapy 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 


(n = 125) Hospital Hospital Maudsley  sultants  sultants 
(n= 70) (n= 39) (m= 14) (n= 148) (n = 108) 





Adequate in quantity, adequate con- 














sultant supervision 48 41 51 79 39 47 
Adequate in quantity, but inadequate 
consultant supervision ms ya 36 43 28 14 33 39 
Inadequate or no experience . Be 16 16 21 9 28 14 
Tase XVII 
Group psychotherapy 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 


(a == 125) Hospital Hospital Maudsley sultants  sultants 
(n= 70) (n= 39) (n= 14) (n = 148) (n = 108) 





Adequate in quantity, adequate con- 


sultant supervision 42 36 4I 86 24 4i 
Adequate in quantity, but inadequate 

consultant supervision .. ied 30 36 26 7 30 30 
Inadequate or no experience .. uae 28 29 33 7 46 30 











Taste XVHI 
Other methods of psychological treatment 























1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital eager Maudsley sultants sultants 
(n= 70) (n= 39) (n= 14, (m= 148) (n= 108) 
Adequate in quantity, adequate con- 
sultant supervision 26 21 26 43 28 o 
Adequate in quantity, but inadequate 
consultant supervision .. as 34 34 38 21 31 
Inadequate or no experience .. si 40 46 46 36 42 
Taste XIX 
Out-patient work 
1963 1966 


All Psychiatric Teaching Bethlem Con- Con- 
(n == 125) Hospital Hospital Maudsley sultants  sultants 
(a= 70) (n= 39) (a= 14) (a = 148) (n= 108) 





Adequate in quantity, adequate con- 


sultant supervision : 82 79 go 100 66 80 
Adequate in quantity, but inadequate 
consultant supervision .. 18 26 10 26 18 


Inadequate or no experience .. ies 8 2 
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TABLE XX 
Ward consultation in a general hospital 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants sultants 
(n = 70) (n= 39) (n =14) (a = 148) (n = 108) 
Adequate in quantity, adequate con- 
sultant supervision 62 57 72 57 53 61 
Adequate in quantity, but inadequate 
consultant supervision .. 31 34 26 29 33 27 
Inadequate or no experience .. ea 7 9 3 t4 I4 12 
Taste XXI 
Emergency work 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants sultants 
(n = 70) (n= 39) m= = 14) (m = 148) (n = 108) 
Adequate in quantity, adequate con- 
sultant supervision Gt 53 87 86 50 
Adequate in quantity, but inadequate 
consultant supervision 26 30 34 3i 7 gi 
-Inadequate or no experience .. a 9 13 3 7 19 





were. the most satisfactory, but figures were less 
so for ward consultations and experience in 
dealing with patients in emergency situations 
such as in their home or Casualty. The contrast 
between the experience of graduates of psychi- 
atric and of teaching hospitals almost certainly 
reflects the fact that many psychiatric hospitals 
are still relatively isolated; this underlines the 
need for schemes for rotational training. 


5. Other experience; alcoholism and addiction and 
medico-legal work (Tables XXII and XXIII). 
- Only half report adequate training in these two 
fields. This finding was unexpected and disturb- 
ing, as psychiatrists will in the future be spend- 
ing more time on simple medico-legal procedure, 
such as preparing Court and Probation reports. 


6. Community work and the ‘therapeutic community’ 
(Tables XXIV and XXV). Psychiatrists will in 
the future devote an increasing amount of time 
to practising their skills in the community, and 
supervised experience in this setting is a necessity 
for all consultants. The finding that a third only 
of the respondents had had adequately super- 
vised experience is therefore disturbing; and, 


even more alarming, a half had inadequate or 
no experience. 


4. Basic Sciences. Included under this heading, 
and using it in the widest possible sense, is 
Psychopharmacology (Table XXVI), Electro- 
encephalography (Table XXX), Psychology 
(Table XXXII), Neuro-anatomy (Table 
XXXIII), Neuro-physiology (Table XXXIV), 
and Epidemiology (Table XXXV). For con- 
venience, Neurology (Table XXXI) is also 
included. The degree of satisfaction reported 
from all these, ranges from one-third to three- 
quarters. Attention is drawn to the small 
numbers who have had adequately supervised 
experience in Epidemiology. The figure for 
Psychopharmacology is better, but it can give 
no cause for complacency when for many 
psychiatrists drug therapy, using powerful 
pharmacological agents, is the bedrock of their 
practice. 


8. Specialties (Tables XXVII, XXVIII and 
X XIX). These were Mental Subnormality, 
Child and Adolescent Psychiatry and Forensic 
Psychiatry. The figures for these indicate 
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Tase XXII 
Treatment and management of alcoholism and addiction 
























































1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants  sultants 
(n= 70) (n= 39) (m= 14) (mn = 148) (n = 108) 
Adequate in quantity, adequate con- 
sultant supervision Ste py 49 50 46 50 44 
Adequate in quantity, but inadequate 
consultant supervision : 26 29 21 ai 33 
Inadequate or no experience .. 26 21 33 29 23 
Tase XXIII 
Medico-legal 
1963 1956 
All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley  sultants  sultants 
(n= 70) (n= 39) (n= 14) (n = 148) (n = 108) 
Adequate in quantity, adequate con- 
sultant supervision E fg 46 40 54 50 38 
Adequate in quantity, but inadequate 
consultant supervision ? 27 36 2i 29 
Inadequate or no experience .. 27 24 26 50 33 
Taste XXIV 
Community work 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley — sultants sultants 
(n= 70) (n= 39) (n= 14) (n= 148) (n = 108) 
Adequate in quantity, adequate con- Š 
sultant supervision ue ri 32 34 gt 29 29 18 
Adequate iñ quantity, but inadequate 
consultant supervision ss 18 23 13 14 31 21 
Inadequate or no experience .. 50 43 56 57 40 61 
Taste XXV 
Work in a therapeutic community 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants  sultants 
(n= 70) (n=39) (n= 14) (n= 148) (n = 108) 
Adequate in quantity, adequate con- 
sultant supervision wes an 46 46 44 37 41 
Adequate in quantity, but inadequate 
consultant supervision x 18 20 15 7 1g 
Inadequate or no experience .. 36 34 4i 36 40 
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Taste XXVI 
Psychopharmacology 
E E T E E Te eee nee a 
All Psychiatric Teaching Bethlem Con- Con- 


(n = 125) Hospital Hospital Maudsley sultants sultants 
(n= 70) (n= 39) (n = 14) (n = 148) (n == 108) 





Sufficient quantitatively and well taught 





or properly supervised... 57 50 56 93 52 
Sufficient quantitatively but inade- aor 

quately taught and Deea va 27 29 28 7 33 
Inadequate or none .. oe 17 Qi 15 15 





Taste XXVII 
Mental subnormality 





All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants sultants 
(n= 70) (n= 99) (n= i4) (n = 148) (n = 108) 








— Sufficient quantitatively and well taught 


i -or properly supervised .. 18 19 18 at 14 22 
‘Sufficient quantitatively but insuffici- 

oe ently taught and PEP oe 22 24 21 4 24 1B 
Inadequate. or none .. Sr 59 57 62 71 62 60 





Taste XXVIII 
Children and Adolescents 





1963 1966 

All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants — sultants 
(n= 70) (n= 99) (= 14) (n = 148) (n = 108) 











Sufficient quantitatively and well taught 


œ or properly supervised .. 43 39 49 50 30 30 
Sufficient quantitatively but insuffici- 

ently taught and i a 24 23 21 ab 44 15 

Inadequate or none .. Es 33 39 3I i4 26 55 








Taste XXIX 
Forensic 





1963 1966 

All Psychiatric Teaching Bethlem Con- Con- 

(n = 125) Hospital Hospital Maudsley sultants sultants 
{n = 70) (n = 99) (n = r4) (n = 148) (n = r08) 








Sufficient quantitatively and well taught 


or properly supervised .. 26 24 23 43 20 27 
Sufficient quantitatively but insuffici- 
ently taught and supervised x 22 7 18 a2 17 


Inadequate or none .. a = 52, 49 59 57 58 56 
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Taste XXX 
EEG 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 


(n = 125) Hospital Hospital Maudsley sultants  sultants 
(n= 70) (n= 39) (n = 14) (n= 148) (n = 108) 





Sufficient quantitatively and well taught 








or properly supervised .. bes 4 39 36 64 35 31 
Sufficient quantitatively but insuffici- 
ently taught and supervised = 18 20 18 14 33 1g 
Inadequate or none... va ces 41 4I 46 a1 32 50 
Taste XXXI 
Neurology 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 


(n = 125) Hospital Hospital Maudsley sultants _ sultants 
(n= 7o) (n= 39) (n= 14) (n = 148) (n = 108) 


Sufficient quantitatively and well taught 





or properly supervised .. Mi 75 66 82 100 36 66 
Sufficient quantitatively but insuffici- 

ently taught and supervised dn 18 24 13 32 26 
Inadequate or none .. in a 7 10 5 12 





Taste XXXII 
Psychology 








1963 1966 

All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants  sultants 
(n = 70) (n= 39) (n= 14) (n = 148) (n = 108 





Sufficient quantitatively and well taught 
or properly supervised .. wi 
Sufficient quantitatively but insuffici- 


64 54 72 86 65 °? 











ently taught and supervised s 24 29 21 14. 22 
Inadequate or none ws 12 17 8 13 
Taste XXXII 
Neuro-anatomy 
1963 r966 
All Psychiatric Teaching Bethlem Con- Con- 


(n = 125) Hospital Hospital Maudsley sultants  sultants 
(n= 70) (n= 99) (n= 14) (n= 148) (n= 108) 











Sufficient quantitatively and well taught 


or properly supervised .. Se 61 53 59 100 50 
Sufficient quantitatively but insuffici- 

ently taught and supervised a 22 26 23 at 
Inadequate or none... ee yi 18 ar 18 


29 
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Taste XXXIV 
Neurophysiology 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants sultants 
(n= 70) (n=39) (n= 14) (n = 148) (n = 108) 
Suficient quantitatively and well taught 
or properly supervised 58 50 56 100 46 
Sufficient quantitatively but ‘insuffici- 
ently taught and supervised 20 24 2i 24 
Inadequate or none ii 22 26 23 30 
: Taste XXXV 
Epidemiology 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants  sultants 
(n= 70) (n= 39) (n= 14) in = 148) (n = 108) 
Sufficient quantitatively and well taught 
or properly supervised 33 30 31 64 30 
Sufficient quantitatively but insuffici- 
ently taught and supervised 22 17 31 2I 12 
Inadequate or none s 47 53 38 14 38 





varied degrees of satisfaction; experience in 
Subnormality and Forensic Psychiatry is re- 
ported as exiguous and this has been a constant 
finding for the three surveys. 


g. Special Experience—Administration and Teach- 
ing, Undergraduate and Post-graduate (Tables 
XXXVI, XXXVII and XXXVII). These 
three fields of training are ones where experi- 
eftce is necessary for the future consultant, since 
psychiatrists, in common with other hospital 
doctors, play an increasingly active part in 
administration, while teaching activities will 
occupy more of the consultant’s time and skills, 
not only with his junior colleagues but with other 
professionals, such as social workers. The figures 
given in the Tables, especially for administra- 
tion, are unsatisfactory. 


Changes over the years 


Since the last survey, some progress would 
seem to have been made, particularly with 
emergency work, medico-legal activities, experi- 
ence in the community, child and adolescent 
psychiatry, EEG, Neurology and Neuro-physi- 
ology. However, the changes are not striking. 


Hospital types compared 

Generally speaking Maudsley graduates re- 
ported the most satisfactory training and experi- 
ence, the psychiatric hospital graduates the 
least, and the teaching hospital trainees occupy 
an intermediate position; this finding has 
been consistently present in all three surveys. 
The exceptions to this are that the Maudsley 
group did worst with psycho-geriatrics, long- 
stay patients and administration, while the 
teaching hospital graduates did best of all with 
ward consultation. and interviewing techniques. 
Two other areas which did not conform to this 
general pattern were rehabilitation and admini- 
stration, where those who had had the majority 
of their training in the psychiatric hospital 
did best. 


The consultants’ individual comments on their 
training 

Consultants were invited to make comments 
about the training and teaching they had 
received while in their training grades. The 
great majority responded to this invitation, 
which was also a feature of the 1966 survey, some 
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Taste XXXVI 





























Administration 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants  sultants 
(n= 70) (n= 39) (n= 14) (n = 148) (n= 108) 
Sufficient quantitatively and well taught l 
or properly supervised 28 22 29 15 7 20 
Sufficient quantitatively but insuffici- 
ently taught and supervised 28 30 28 14 19 
Inadequate or none... i 50 41 56 79 61 
Taste XXXVII ° 
Teaching—Undergraduate 
1963 1966 
All Psychiatric Teaching Bethlem Con- Con- 
(n = 125) Hospital Hospital Maudsley sultants  sultants 
(n = 70) (n =39) (n = 14) (n = 148) (n == 108) 
Suflicient quantitatively and well taught . 
or properly supervised .. 46 46 46 43 43 
Sufficient quantitatively but insuffici- 
ently taught and supervised 30 g1 33 ai 20 
Inadequate or none zg 25 23 2I 36 37 
Taste XXXVII 
Teaching—-Post-graduate 
1969 1966 
All Psychiatric Teaching Bethlem Con- Con- 
(n == 125) Hospital Hospital Maudsley sultants  sultants 
(n = 70) (n= 39) (n= 14) (n = 148) (n = 108) 
Sufficient quantitatively and well taught 
or properly supervised st 49 46 49 64 46, 
Sufficient quantitatively but insuffici- 
ently taught and supervised 29 30 28 29 23 
Inadequate or none 22 23 7 gt 


at great length. Perhaps the most striking 
difference between the comments made in this 
survey and the previous one was that the 
numbers of what might be termed the ‘self help 
school’, who deprecate spoon-feeding and 
overclose supervision, were a tiny minority, 
Far and away the commonest comment and 
criticism was of the excessive clinical load 
experienced, most especially by the senior 
registrars, and phrases such as ‘a useful pair of 
hands’ and ‘providing a consultant service on 
the cheap’ recurred again and again. The result 


of this heavy service burden was to deprive 
consultants of what they considered to be 
adequate training in psychotherapy, ofexperience 
in the specialties, particularly child psychiatry 
and subnormality, and of time for research. 
There was also a total lack of training in 
administration, which one consultant saw as a 
‘serious defect as obviously administration is 
more important in psychiatry than in any other 
specialty’. 

Some consultants were by and large satisfied 
although often with reservations, with their 
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training. The Maudsley graduates were on the 
whole appreciative, and although one of them 
described his experience at the Maudsley as 
‘a devastating experience in inhuman psychi- 
atry’ a more typical comment was ‘although one 
could criticise certain aspects, the overall 
atmosphere was such as to make me grateful for 
having trained there’. The commonest defi- 
ciencies in the Maudsley three-year training 
scheme were psychogeriatrics, experience with 
chronic patients and work in the community, 
although one consultant remarked that since 
_ the Maudsley had taken on a direct responsibi- 

lity this last had improved greatly. A number of 
consultants had done a six-month attachment 
at the Maudsley, which was commented on 
favourably, one consultant going so far as to say 
‘] thought the training was good until I went 
to the Maudsley for six months, when my eyes 
were opened and I realized my formative years 
in psychiatry were wasted; how very much 
better I could have been trained’. 

Other consultants who made generally favour- 
able comments about their training were those 
who had obtained experience in a number of 
different hospital settings, either because of their 
changing jobs, or because of being in a planned 
scheme of rotation; the schemes operating in 
Northern Ireland and in the Birmingham 
Region were favourably mentioned by a 
number. Some consultants made various sugges- 
tions for improvement of training, including 
the need for senior psychiatrists working in 
ttaching hospitals to have more interest and skill 
in teaching, the desirability of career guidance, 
and the need for careful vetting of Senior 
Registrar posts, so that service requirements did 
not overwhelm training opportunities. A number 
of consultants implicitly or explicitly stressed the 
desirability for rotational training schemes, 
although one suggested that these needed to be 
carefully planned and supervised. 

It is clear that some trainees in peripheral 
hospitals still feel isolated, and one consultant 
recommended that to remedy the situation ‘it 
should be the responsibility of a designated 
Senior Lecturer attached to a professorial unit 
to establish close and effective liaison with 
clinical tutors and junior staff in non-teaching 
hospitals in order to stimulate interest in current 
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psychiatric thinking and perhaps to involve 


career psychiatrists in research topics’. 


Discussion 


Little discussion is needed, as the figures and 
the comments of the consultants may be allowed 
to speak for themselves. Overall, many import- 
ant aspects of training are experienced by a 
minority only, and too much experience is 
poorly supervised and taught. The two previous 
studies showed how training opportunities are 
unequally distributed (R.M.P.A., 1969; Brook, 
1972; Brook, 1973), and this still applies, 
resulting in the division between ‘the lucky few 
sheep at (e.g.) the Maudsley’ and ‘the hapless 
goats at Little Puddlecombe-in-the-Marsh’ 
(Lancet, 1971). One can only echo the words of 
the same Leader that ‘such a division should not 
be tolerated’, 

The ways in which training should be im- 
proved have been set out in detail (Brook, 1973) 
and need not be reiterated here in full. It is 
clear that the Royal College of Psychiatrists 
and the newly-formed Joint Committee for 
Higher Psychiatric Training need to give a high 
priority to formulating guidelines for pro- 
grammes of training and then approving them 
as speedily as possible. Because many hospitals 
cannot provide experience in all settings, rota- 
tional schemes of training will need to be widely 
introduced. The Department of Health and 
hospital authorities must provide for more 
consultant posts (ideally joint appointments 
between universities and peripheral hospitals), 
partly in order to take some of the clinical load 
off trainees and partly to allow seniors more 
time for training their junior staff. 

Academic units in universities and medical 
schools need to be strengthened, and the three 
major specialties need to be represented in 
university departments, as their present non- 
representation must play a large factor in their 
low status and the poor training given in them 
(Barker, 1971; Shapiro, 1971). 


SUMMARY 
The training experiences of 125 recently 
appointed consultants in general psychiatry 
which were obtained by a postal questionnaire 
are reported, discussed and compared with the 
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results of previous surveys. The findings show 
major deficiencies in certain areas of training, 
notably psychogeriatrics, medico-legal work, 
experience with ward consultation and dealing 
with psychiatric emergencies and in the special- 
ties of mental handicap, child psychiatry and 
forensic psychiatry. 
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Prediction of Outcome in Anxiety States and Depressive 


Illnesses 
By T. A. KERR, MARTIN ROTH and KURT SCHAPIRA 


INTRODUCTION 


In a number of previous papers in this series 
(Roth et al., 1972; Gurney et al., 1972; Kerr et al., 
1972; Schapira et al., 1972) evidence wasadduced 
to suggest that depressive illnesses and anxiety 
states could be clinically differentiated from one 
another. It was shown also that with the aid 
of appropriate statistical techniques patients 
exhibiting these disorders could be separated 
into two distinct groups with relatively little 
overlap. The possibility that these findings were 
due to diagnostic preconceptions or other forms 
of bias was excluded by the results of follow-up 
studies conducted over an average period of 3-8 
years in which the outcome of the entire patient 
population was evaluated by independent 
observers. The clinical picture found was con- 
sistent over the period of observation, with little 
diagnostic interchange between the groups. 
Moreover, the outcome of the depressions was 
significantly better than that of the anxiety 
states, and this provided external and inde- 
pendent validation of the view that the groups 
initially separated with the aid of clinical 
observation were indeed distinct from one 
another. 

However, as in the case of previous investi- 
gasions in the field of affective disorders (Carney 
et al., 1965), predictions made from a multiple 
regression analysis of symptoms on outcome as a 
dependent variable proved significantly better 
than those undertaken with the aid of the two 
main clinical diagnoses alone (Garside and 
Kerr). This is not surprising having regard to 
the fact that the latter takes no account of factors 
such as severity, age of onset, sex, presence of 
other disorders or complications, stressful cir- 
cumstances (with lasting effects in some cases), 
which are known to influence the course and 
prognosis even of highly specific disorders in 
physical medicine. Nor does it contravert the 
distinction between anxiety states and depression 
originally arrived at. This could have been 
falsified by the independent follow-up investiga- 


tion, but in fact it was upheld and not refuted. 

Prediction of outcome can be utilized to assist 
in the resolution of taxonomic problems in 
psychiatry, but cannot by itself resolve them. 
The mutual relationships and constituent 
features of psychiatric disorders have in the 
past usually been brought to light as the result 
of discerning, sustained and painstaking clinical 
observation, although this method has been 
assisted and rendered more rigorous and 
objective in recent years by forms of statistical 
analysis modelled closely upon the clinical 
method. The study and prediction of outcome 
provides a useful objective criterion in valida- 
tion, and an attempt has been made to use it as 
such in the present studies. 

However, there is a special application of 
predictive indices which can help to decide 
whether a set of patients hypothetically segre- 
gated with the aid of clinical criteria into distinct 
groups have been drawn from a single con- 
tinuum divided along an arbitrarily chosen 
point or whether the clinical distinction hypo- 
thetically made between them is an objectively 
valid one. If the patients merely belonged to 
different points along a continuum, the indices 
that predict outcome in the material as a whole 
would be expected to be closely similar to the 
best predictors of outcome within the separate 
diagnostic groups..On the other hand, if differ- 
ences can be found between the predictive 
features for the entire material and those that 
forecast outcome within the individual groups, 
and if the weights that can be attached to these 
predictors also differ, the arbitrariness of separa- 
tions with continua is refuted and the tentative 
clinical distinctions made are upheld. 

One purpose of the present prospective 
enquiry, therefore, is to expose the validity of the 
distinction between anxiety states and de- 
pressions already sustained in previous investiga- 
tion to further critical tests. This was done by 
ascertaining which of the features observed 
during the presenting illness both in anxiety 
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states and depressive illnesses were related to 
outcome by calculating weights proportionate 
to their predictive value. The groups were then 
compared with one another so as to determine 
how far features most closely related to outcome 
of the illness resembled or diverged from one 
another between the groups. 

Another purpose of the enquiry was a more 
practical one. Although several investigations 
have been carried out into the prognosis of 
manic-depressive illness (Kraepelin, 1921; 
Rennie, 1942; Poort, 1945; Lundquist, 1945; 
Astrup et al., 1959; Olsen, 1961; Bratfos and 
Haug, 1968; Shobe and Brion, 1971), relatively 
little attention has been paid to outcome and its 
prediction within a wider range of affective 
disorders. Some recent contributions have been 
made by the work of Kay et al. (1969) and 
Dorzab ef al. (1971). In particular, very little is 
known about the outcome of anxiety states 
(Greer, 1969; Raskin et al., 1972). If the evidence 
is accepted that recent studies have tended to 
subsume all affective disorders under the head- 
ing of depression and thus blur the valid distinc- 
tion between them and anxiety states, then 
separate predictive indices for anxiety states on 
the one hand and depression on the other would 
appear to be needed. 


METHOD 


The present investigation is based on a 
prospective study of 74 patients with anxiety 
states and 61 patients with depressive illnesses 
admitted to the psychiatric hospitals in New- 
castle upon Tyne in 1963-65. The method by 
which the patients were selected, the diagnostic 
criteria employed, the procedure of assessment 
and the definitions of the items employed have 
been described previously (Roth et al., 1972). 
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The information elicited was recorded on a 
structured item sheet containing 348 defined 
items relating to symptomatology, early life and 
personality features. The relationship of each 
item to outcome was examined in this study. 
Details of the progress of the patients during 
the course of the follow-up period are shown in 
Table I. The mean duration from the initial 
assessment during illness to the follow-up inter- 
view was 3:8 years, with a range of 1 to 5-5 
years. The age and sex distribution of the 
patients seen at follow-up is shown in Table IT. 
The followsup interview was conducted jointly 
by T.A.K. and K.S. who in order to increase 
the reliability of the data had no knowledge of 
the information obtained during illness. The 
method of examination at follow-up, and the 
derivation of a measure of outcome which 
reflected the average level of adjustment of 
each patient throughout the course of the 
follow-up period (the outcome component, 
have been reported elsewhere (Kerr et al., 
1972}. In addition to calculating the product 
moment correlations between the individual 
features and outcome, the technique of multiple 
regression analysis was used to determine the 


Taare I 
Progress of patients following discharge from hospital 


in relation to diagnosis 





Anxiety Depressive 








states illnesses 
Interviewed at follow-up.. 66 45° 
Untraced .. ih 2 5 
Refused to be seen A I I 
Died wa a ae 5 10 
Total 74 61 





Tase I 
Age and sex distribution of sample in relation to diagnosis 





Anxiety states 


Depressive illnesses 





Age on admission 


15-24 25-34 35-44 45 & over Total 








Male a ia 3 9 5 
Female iss os 5 18 14 
Total 8 


27 19 











20-39 40-59 6o & over Total 
5 22 I 8 II 20 
7 44 8 9 8 25 
12 66 9 17 19 45 
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items of value in prediction, as it both identifies 
such features and also weights them in propor- 
tion to their predictive value. 


RESULTS 

The anxiety states 

The clinical features present during illness 
which correlated with outcome (p < 0'1) are 
shown in Table III. The sex of the patient corre- 
lated with outcome at a highly significant level, 
male sex with a good outcome and female sex 
with a poor outcome. Of the early life features, 
only the presence of phobias in childhood was 
associated with a poor outcome, whereas others 
which might have been thought to be of prog- 
nostic import, such as a poor relationship with 
one or both parents, parental deprivation, 
neurotic traits in childhood and poor school 
adjustment, were not found to be so. Further- 
more, a family history of psychiatric disorder 


Taste II* 
Multiple regression analysis showing the features of 
predictive importance in the anxiety states 
(Multiple correlation: R = 0-61; p < otor) 








Percentage 
contri- 
Correla- Regression bution 
Feature tion coefficient to the 
coefficient predicted 
variance 
Suicidal tendencies —o-34 ~0'46 16:5 
Agitation .. OO -O ET 45 
Heavy drinking 
during illness. . 0°25 1°25 13-0 
Hysterical features ~—0-29 --0°35 12°5 
Male sex pi 0'32 0°57 12*4 
Syncopal episodes ~—~o-28 0°34 9°3 
Anxiety symptoms —0'25 —0'44 8-4 
Derealization -0'21 O27 74 
Phobias in 
childhood. -0'21 -0°29 6-0 
Other features 
correlating with 
outcome p< 
Domestic 
difficulties 0°27 0°05 
‘Dizzy’ attacks ..  --0-25 0:05 
Improved clinical 
state on discharge 0°33 oor 





* A positive correlation denotes an association with 
a good outcome and a negative correlation an associa- 
tion with a poor outcome. 
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and a personal history of previous psychiatric 
illness were also found to be unimportant 
prognostically, as were age, social class and 
intelligence. The mode of onset as well as the 
duration of the illness emerged as unimportant 
predictors of outcome. However, the presence 
of a large number of symptoms of anxiety 
during illness, and also ‘dizzy’ attacks, syncopal 
episodes, agitation and derealization, were 
associated with a poor outcome. Suicidal ten- 
dencies were associated with a poor outcome at 
a highly significant level, but depressed mood, 
loss of interest and energy, and hypochondriacal 
ideas were found to be unrelated to outcome. 
The presence of hysterical features correlated 
with (poor) outcome, but obsessional features 
were unimportant prognostically. Heavy drink- 
ing of alcohol during illness was related to a 
good outcome. The clinical state of the patients 
at the time of discharge from hospital was 
related to outcome; patients who were improved 
at the time tended to have a good outcome, 
while those who were unimproved tended to 
fare badly. 

The nine features found to be of the greatest 
predictive value were then identified, using the 
method of multiple regression analysis, and are 
shown in Table III. While suicidal tendencies 
and agitation emerged as the most important 
predictors of outcome, it can be seen that the 
contributions to the total variance are fairly 
evenly distributed among the iterns. 

The summated regression score for each 
patient was obtained by multiplying the re- 
gression coefficients of each variable by the 
grading given to the patient and then adding up 
the individual scores. The extent to which the 
summated scores improved the prediction of 
outcome was then determined. The rate of 
clinical improvement during the follow-up 
period was 50 per cent, and the assumption 
was made that this rate could be predicted for 
all patients admitted to hospital with anxiety 
states. On taking the regression scores into 
account, it was found that the rate of predictive 
accuracy was increased from 50 per cent to 74 
per cent, a highly significant improvement 
(x? = 8°53; p < 0-005). 

The regression coefficients of the nine 
variables obtained from the multiple regression 
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analysis were then rounded off to obtain a 
predictive scale (Table IV). A score of —22:5 
on this scale was found to be the optimal point 
of discrimination between patients who tended 
to have a good outcome and those who tended 
to have a poor outcome. 


The depressive illnesses 

The features correlating with outcome in the 
depressive illnesses (p < o'1) are shown in 
Table V. Early life and personality features 
tended to be unimportant prognostically, 
although the relationship between hysterical 
personality traits and (poor) outcome 
approached significance. Of the measures of 
premorbid social adaptation studied, only 
marital disharmony was significantly related to 
a poor prognosis. A family history of psychiatric 
disorder was also significantly related to a poor 
prognosis, but a previous history of psychiatric 
illness was unrelated to outcome. Age, sex, social 
class and intelligence were also unrelated to 
outcome. Brief duration of illness was highly 
correlated with a good outcome, and long dura- 


Taste IV 
Regression scores of twelve features predicting outcome 
in the anxiety states 





Sex 


Male +6 
Female o 
Heavy drinking during illness... Present +12 
Absent o 
Phobias in childhood .. Many —6 
Few (1-2) —3 
None o 

Anxiety symptoms More 
than 5 ~—12 
3-5 —8 
1-2 4 
None o 
Agitation Present = —11 
Absent o 
Syncopal episodes Many —6 
Few —g 
None o 
Derealization Marked —6 
Mild ~3 
None o 
Suicidal tendencies Acts —10 
Ideas —5 
None o 
Hysterical features Many —6 
Few (1-2) —3 
None o 
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Tase V 
Multiple regression analysis showing the items of 
predictive importance in the depressive illnesses 
(Multiple correlation: R = 0-82; p < 0-001) 








Percentage 
contri- 
Correla- Regression bution 
Feature tion coefficient to the 
coefficient predicted 
variance 
Physical illness 
associated with 
onset .. Ls 0I —1'93 20°2 
Brief duration of 
illness 0°45 II Iyi 
Marital 
disharmony .. —0:37 O° O4 10°6 
Loss of confidence O47 0:72 9°7 
Depersonalization 0-32 O77 9'2 
Extraversion 0-31 0°27 6-3 
Weight loss bs 0°43 0°36 5'0 
Early waking .. 0'46 0:30 4:6 
Panic attacks —O'gt —0'34 4'6 
Neuroticism —0:30 —0'17 4'4 
Hysterical 
personality traits —o-+2g 0°39 4°4 
Hypochondriacal 
ideas .. .s O87 —0 24 4i 
Other features 
correlating with 
outcome p< 
‘Dizzy’ attacks .. —o-26 orl 
‘Temporal! lobe’ 
features 0°30 0°05 
Obsessional 
features —0:30 0-05 
Improved clinical 
state on discharge 0'33 0°05 





tion with a poor outcome. The presence of 
physical disease in association with the onset of 
the depressive illness was closely related to a 
poor outcome. Of the illness features, symptoms 
commonly associated with anxiety, such as panic 
attacks, depersonalization and ‘temporal lobe’ 
features, were significantly correlated with a 
poor outcome. Early morning waking was rela- 
ted to a good prognosis, but persistent depressed 
mood, diurnal variation of mood, retardation 
and agitation emerged as unimportant predic- 
tors of outcome. A high neuroticism score on the 
Maudsley Personality Inventory during illness 
was associated with a poor outcome and a low 
score with a good outcome, while a high extra- 
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version score was associated with a good out- 
come and a low score with a poor outcome. The 
relationship between the clinical state on dis- 
charge and subsequent outcome was similar to 
that found in the anxiety states. 

A multiple regression analysis of the features 
on outcome showed that physical disease and 
duration of illness together accounted for 37 
per cent of the predicted variance (Table V). 
Marital disharmony, loss of confidence and 
depersonalization each contributed about 10 per 
cent, while the remaining features were less 
important. : 


Tase VI 


Regression scores af twelve features predicting outcome 
in depressive illnesses 





Hysterical personality traits Many —8 

Few (1-2) —4 

None o 

Marital disharmony Present —9 

: Absent o 
Physical illness associated 

with. onset Marked —38 

Moderate/mild —19 

None o 

Duration of illness Less than i yr. +33 

1-5 years +22 

5-10 years + HI 

More than 10 yrs o 

Weight loss Present +4 

Absent o 

Loss of confidence Present +7 

Absent o 

Panic attacks Many —6 

Few (1-2 daily) —3 

. None o 

Depersonalization Marked —16 

Moderate/mild —8 

None o 

Early waking Present +3 

Absent o 

Hypochondriacal ideas Present —2 

Absent o 

Neuroticism 41-48 ~ 10 

33-40 8 

25-32 —6 

17-24 m4 

9-16 —2 

0-8 o 

Extraversion 41-48 -+15 

33740 +12 

25-32 +9 

17-24 +6 

9-16 +3 

0-8 o 
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The extent to which the patients’ summated 
regression scores improved the prediction of 
outcome was determined for the depressive 
group. And it was ‘found that the increase in 
the rate of predictive accuracy from 71 per cent 
to 87 per cent on taking the regression scores 
into account approached statistical significance 
(x? = 3°27; p < Ort). 

The regression coefficients of the 12 items were 
then rounded off to obtain a predictive scale 
(Table VI). A score of +18-5 was the most 
satisfactory point of separation between patients 
who tended to have a good outcome and those 
who tended to have a poor outcome, 


Discussion 

The term prognosis may refer to the subse- 
quent course and outcome of a disorder or to 
a prediction of its outcome. The former aspect 
was examined in an earlier paper, in which it 
was reported that the subsequent course was 
satisfactory in 50 per cent of the anxiety states 
and 74 per cent of the depressive illnesses, and 
also that the nature of the outcome in the two 
groups was different (Schapira et al, 1972). 
These differences were significant and consistent, 
with the general conclusion that a distinction 
between anxiety states and depressive illnesses 
is both valid and useful. 

Study of the predictive indices can also 
contribute to taxonomic inquiries, and it is 
this aspect which has received special attention 
in the present investigation. Striking evidence 
in favour of a dichotomous as opposed to a 
continuum view of affective disorders is the 
finding that the features of predictive value in 
anxiety states and depressive illness are entirely 
different from one another. And further, the 
fact that there is only limited overlap between 
the items of predictive value in the affective 
group as a whole (Table VII) and (1) the items 
of predictive value in the anxiety states (3 out of 
9) and (2) the items of value in the depressions 
(5 out of 12) is also consistent with this con- 
clusion. 

The findings also demonstrate that arriving 
at a list of predictive indices is unlikely to be a 
satisfactory foundation on which to build a 
taxonomic system. Indeed, the generalization 
may be made that the more constant the feature 
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Regression scores of eleven features predicting outcome 
in affective disorders as a whole 





Neurotic traits in childhood 3 or more —4 
2 or less —2 

None o 

Duration of illness Less than 1 year -+9 
1-5 years +6 

5-10 years +3 

More than 10 yrs o 

Physical Hiness associated Marked — 12 
with onset.. Moderate/mild 6 
None o 

Tension Marked = 14 
Moderate/mild —7 

None o 

Persistent depression Present +10 
Absent o 

Suicidal tendencies Acts — 10 
Ideas —5 

None o 

Hypochondriacal ideas Marked -6 
Moderate/mild — 8 

None o 

Hysterical features 2 or more —6 
One -3 

None (0 

Sex Y Male +7 
Female o 

Neuroticism 41-48 — 10 
33-40 ~8 

25-32 ~6 

17-24 4 

9-16 o 

o-8 o 

Extraversion 41-48 +15 
33-40 + ie 

25732 +9 

17-24 +6 

g-16 +3 

o-8 o 





of the syndrome in question the less likely it is to 
be of predictive importance. Hence the finding 
that neuroticism and extraversion are of pre- 
dictive value in the depressions but not in the 
anxiety states where these personality dimen- 
sions were consistently more abnormal and more 
closely bound up with symptoms as demon- 
strated in a principal components analysis 
carried out on the total affective group (Roth 
et al., 1972). This observation may well have a 
bearing on the difference in prognosis between 
the two disorders. A further example of the 
principle that the more ubiquitous a feature the 
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less likely it is to be of predictive value is the 
finding that suicidal temdencies are of con- 
siderable predictive importance in anxiety 
states but unimportant in depressions, among 
whom they were significantly more common. 

In the Introduction reference was made to the 
better prediction obtained from features derived 
from a multiple regression analysis than from 
diagnosis. However, a closer analysis shows the 
situation in a somewhat different light, in that 
a combination of diagnosis plus predictive 
indices may yield a better prediction. Thus, to 
obtain optimal prediction in the depressive 
illnesscs it appears that beth diagnosis and the’ 
predictive indices should be taken into account 
as this increases the rate of predictive accuracy 
—that is, the percentage of patients correctly 
classified in relation to outcome—from 80 per 
cent when based on the total affective scales 
(indices but no diagnosis) to 87 per cent when 
based on the depressive scale (diagnosis plus 
indices). In contrast, diagnosis would seem to be 
relatively unimportant in relation to prediction 
in the anxiety states, as the rate of predictive 
accuracy whether using the total affective scale 
or the anxiety scale was very similar (76 per 
cent as against 74 per cent). This seems likely 
to be related to the more heterogeneous nature 
of the anxiety group, an observation which may 
be linked to the sex of the patient (see below) 
which suggests that male and female anxiety 
states may need separate predictive indices. 

The items of predictive importance are now 
discussed in relation to the two diagnostic 
groups individually: 

Prediction of outcome in the anxiety states. The 
close association between the sex of the patient 
which outcome could be related in part to the 
greater premorbid stability of the male patients, 
a conclusion suggested beth by clinical im- 
pression and by the difference in the neuro- 
ticism scores (Kerr et al., 1970). The difference 
between the sexes was also reflected in differing 
clinical patterns of neurosis. Whereas the female 
patients tended to suffer from agoraphobic 
states or neurotic personality disorders, the male 
patients more commonly suffered from one of 
three other forms of reaction, for which the 
prognosis tended to be more favourable: acute 
reactions to overwhelming stress, reactions 
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triggered off in vulnerable individuals by a 
threat to their sense of physical well-being 
(Little, 1969), and anxiety in social situations. 

The relationship between heavy drinking 
during illness and good outcome was largely 
accounted for by a small group of male patients 
who sought relief from intolerable tension, 
particularly in social situations, by this means; 
this association between heavy drinking and 
male sex in anxiety states has also been noted by 
Woodruff et al. (1972). On recovery from the 
neurosis, the heavy drinking subsided, disturbed 
„behaviour ceased and the underlying per- 
sonality structure emerged as relatively stable. 
Clearly, it is of importance in relation to the 
problem of alcoholism that these individuals 
whose excessive alcohol consumption arises 
from a neurotic disturbance should be demar- 
cated from those with abnormal personality 
patterns in whom anxiety or other features are 
lifelong characteristics which cause them to 

“seek oblivion through alcohol. Since the former 
have a favourable prognosis which one is not 
accustomed to associate with alcoholism, they 
merit early identification. 

The observation that severity of the illness is 
associated with a poor prognosis (Harris, 1938; 
Miles et al., 1951) is supported by the finding 
that the presence of a large number of symptoms 
of anxiety, and also ‘dizzy’ attacks, syncopal 
episodes and agitation, were related to a poor 
outcome. The symptom of derealization, which 
was clear cut, sustained or of a recurring nature, 
ws found almost exclusively in female patients 
with severe and intractable agoraphobic dis- 
orders. It is noteworthy that depersonalization, 
generally regarded as closely related to de- 
realization, was without prognostic significance. 
Distortions of perception, such as auditory, 
visual, gustatory and olfactory experiences, 
were also commonly present in these patients, 
providing suggestive evidence of temporal lobe 
dysfunction, as described by Roth and Harper 
(1962). The presence of suicidal tendencies was 
highly correlated with a poor outcome, an 
association which appeared to reflect in part 
the tendency for patients with long-standing 
anxiety states, in certain instances on the basis 
of personality disturbances, to exhibit marked 
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emotional lability, including swings into de- 
pression. 

Prediction of outcome in the depressive illnesses. Two 
clinical features emerged as being of special 
importance in the prediction of outcome; the 
presence of physical disease and the duration of 
illness. The association between physical disease 
and depressive illness has been shown previously 
in both middle-aged and elderly subjects (Roth 
and Kay, 1956; Kay, 1962). The present find- 
ings suggest that when the physical condition is 
disabling and progressive the outcome of the 
depressive illness is likely to be poor. However, 
it was shown in a survey of elderly people 
living in the community that the physical 
disease and the psychiatric disorder may pursue 
independent courses, a deterioration in the 
physical illness sometimes being associated with 
amelioration of the depression (Kay and Berg- 
mann, 1966). The relationship between duration 
of the illness and outcome is well recognized 
clinically, and in the study by Kay et al. (1969) 
long duration of illness was correlated with a 
high score on the Hamilton depresion scale at 
(Hamilton, 1960) and (negatively) follow-up 
with a favourable course. 

The known influence of constitutional factors 
on outcome (Astrup et al., 1959; Lewis, 1966) 
was suggested in the present study by the 
associations between hysterical personality traits, 
low extraversion and high neuroticism scores, 
and poor outcome. A similar relationship be- 
tween N and E scores and outcome emerged in 
a study of neurotic subjects (Wretmark et al., 
1970). Of the illness features, loss of weight and 
early waking were related to a good outcome, 
while other symptoms generally associated with 
endogenous depression, such as diurnal varia- 
tion of mood and retardation, were found to be 
of no predictive value, The associations between 
panic attacks, depersonalization, ‘temporal lobe’ 
features and poor outcome suggest that symp- 
toms of anxiety in a setting of depressive illness 
are of adverse significance. Indeed, throughout 
the whole area of affective disorders prominent 
anxiety symptoms appear to be of poor prog- 
nostic import (Kerr et al., 1972). The finding 
that hypochondriacal complaints are prog- 
nostically unfavourable has also been shown in 
studies of neurotic disorders (Greer and Cawley, 
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1966) and depressive illnesses in the community 
(Fahy, 1969). The relationship between loss of 
confidence and good outcome was supported by 
the clinical impression that this symptom repre- 
sents part of the psychological reaction of 
previously well-adjusted individuals to the 
impact of severe illness. 

No significant associations were demonstrated 
between the treatments prescribed during illness 
and outcome. However, as Noreik (1970) has 
pointed out, in long-term follow-up studies of 
this kind no conclusions can be drawn about the 
efficacy or otherwise of treatment. 

The predictive scales. The increase in the rate of 
predictive accuracy in both the anxiety states 
and depressive illnesses on using the predictive 
scales suggests that they may be of value as 
general prognostic guides in the management of 
patients with these disorders. Clearly though, 
individual factors relating to the patient also 
need to be taken into account in prognostication. 
Furthermore, the possibility that environmental 
changes of a largely unpredictable nature may 
take place during the subsequent course of the 
disorder, and moreover have an important 
bearing on prognosis, also needs to be borne in 
mind (Bitinger, 1955; Noreik, 1970). 

Measures which may be used in studies of 
prediction in the assessment of outcome include 
immediate outcome (state on discharge), number 
of subsequent breakdowns, number of re- 
admissions, course (e.g. continuously well, 
continuously ill, and intermediate grades), late 
outcome istate at follow-up or death), or a 
combination of these measures. However, to 
examine the relationship of the clinical features 
present during illness to one of these measures 
enables prognostication only in relation to a 
highly circumscribed area, and to derive a num- 
ber of scales based on several of these criteria is 
cumbersome. In the present study, therefore, a 
single compositive measure which reflected the 
average level of adjustment of the patient 
throughout the course of the follow-up period 
was used as the criterion of outcome. The way in 
which this measure was derived and its advant- 
ages and limitations have been described 
elsewhere ‘Kerr et al., 1972). 

From the statistical point of view, it needs to 
be emphasized that multiple regression analysis 
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is a highly sensitive technique. Small changes in 
the nature of the population can, where this is 
limited in size, materially alter the weights 
assigned to each variable and even the composi- 
tion of the variables selected by the analysis. 
The practical value of the scales as instruments 
for prediction therefore requires evaluation in 
further prospective studies carried out on 
different but comparable groups of patients. 


SUMMARY AND CONCLUSIONS 

In the present prospective study, in which 66 
patients with anxiety states and 45 patients with 
depressive illnesses were followed up over an 
average period of 3-8 years, the clinical features 
present during illness which were related to 
subsequent outcome were determined. 

The aim of the study was twofold. First, from 
a taxonomic standpoint, the validity of the 
distinction between anxiety states and de- 
pressive illnesses reported in previous papers 
was evaluated further in terms of the extent to 
which the features most closely related to out- 
come in the two disorders diverged from one 
another. And the finding that the features of 
predictive value in the twe groups were entirely 
different provided strong additional support in 
favour of a dichotomous as opposed to a 
continuum view of affective disorders. Further, 
only limited overlap was found between the 
items of predictive value in the affective group 
as a whole and the iterns of predictive value in 
the anxiety states and depressive illnesses 
individually. Second, from a more practical 
point of view, predictive scales consisting of the 
weighted indices presented in a scoreable form 
were devised, as it was considered that these 
scales might be of value as general prognostic 
guides in the management of patients with these 
disorders. 

The conclusion is drawn that in general the 
more constant the feature of the syndrome in 
question the less likely it is to be of predictive 
value. 
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Follow-up of 53 Bipolar Manic-Depressive Patients 


By GABRIELLE A. CARLSON, JOEL KOTIN, YOLANDE B, DAVENPORT 
and MARVIN ADLAND 


Despite the monumental follow-up studies of 
patients with manic-depressive illness by Lund- 
quist (1945), Rennie (1942), Hastings (1958), 
and more recently, Shobe (1971), the develop- 
ment of the concept of unipolar and bipolar 
forms of affective disorders with clinical (Brodie 
and Leff, 1971), genetic (Dunner et al., 1970; 
Winokur et al., 1969), and biologic differences 
(Buchsbaum et al, 1971; Cohn et al., 1970), 
has necessitated a revaluation of the question of 
outcome in this psychiatric illness. The avail- 
ability of lithium carbonate for both acute and 
prophylactic treatment of mania (Schou, 1968; 
Coppen et al., 1971), and possibly depression 
(Goodwin st al., 1972), has also increased the 
clinical importance of the unipolar-bipolar 
distinction. The purpose of this study is to 
provide further information regarding the course 
of bipolar manic-depressive illness by reporting 
the level of functioning, recurrence of episodes, 
and quality of life at follow-up assessed in a 
group of patients formerly hospitalized for 
mania at the National Institutes of Health. 

Previous. studies of the course of manic- 
depressive illness which have distinguished uni- 
polar from bipolar patients include those of 
Lundquist (1945), Perris (1968), and Winokur 
(1969).* Lundquist (1945), interviewed 103 
manic patients up to 30 years after the onset of 
illness, and reported 87 (85 per cent) to be 
‘socially recovered’, although another seven 
showed ‘mental symptoms of insufficiency’. He 
concluded that (bipolar) manic-depressive ill- 
ness has a generally good prognosis. Perris 
reported on 131 bipolar patients for an average 
of 20 years after the onset of illness, and found 


* A number of recent studies of the effect of lithium on 
bipolar patients have been reported; however, these are 
primarily short-term and concerned mostly with the 
effect of lithium on preventing recurrent episodes of 
illness. 
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that bipolar patients had significantly more 
episodes of illness than 138 unipolar patients 
followed over the same period. Perris’ study 
does not report levels of functioning between 
episodes. Winokur (196g) followed 28 bipolar: 
patients for an average of two years following 
hospitalization for a manic episode and found 
only four patients to be ‘well in every way’. 
He concluded that bipolar manic-depressive 
illness ‘is associated with a high degree of 
psychiatric and social morbidity’. 

Several studies of manic-depressive illness 
which do not differentiate between unipolar 
and bipolar types nevertheless contain some 
information on the course of bipolar illness. 
Rennie (1942) studied 208 manic-depressives 
over 20 years and concluded that ‘cyclothymic 
[bipolar] cases tend oftener to chronicity [than 
unipolar cases}. Hastings (1958) interviewed 
42 patients six to 12 years after hospitalization 
for a manic episode and found only 40 per cent 
to have ‘a reasonably satisfactory social adjust- 
ment’. Bratfos and Haug (1968) studied 216 
patients an average of six years after discharge 
from hospital and found 19 of 42 manics go 
have a chronic course and only three to have 
been free of relapse. They concluded that ‘the 
circular form of manic-depressive psychosis 
seems to have the least favorable prognosis’. 
Shobe and Brion (1971), reporting on a group 
of 115 private manic-depressive patients followed 
an average of 18 years, found eight of 15 bipolar 
patients ‘not recovered’ and concluded that the 
prognosis is poor in bipolar patients. In spite of 
these generally pessimistic reports (Lundquist’s 
being the exception), Kraepelin’s view (1921) 
that manic-depressive psychosis has a good 
prognosis with a complete return to normal 
functioning between episodes, remains widely 


held. 
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METHODS 


In a ten-year period of longitudinal studies of 
affective illness at the National Institute of Mental 
Health, 53 hospitalized patients have been observed 
in a manic state which was unrelated to somatic 
treatment, These patients were diagnosed by two 
psychiatrists and a social worker according to 
Winokur’s criteria for primary affective disorder. 
Bipolar manic-depressive illness was defined by the 
history or presence of mania requiring treatment. 

The study design called for a detailed follow-up 
interview by one of the authors with each patient, as 
well as a separate interview with a significant family 
member (spouse, parent or sibling) when possible. 
‘Patients who had left the local area were contacted 
by telephone by one of the authors with whom the 
patient and his family had had prior contact during 
his stay in hospital. The same interview format was 
followed by telephone. 

The interview was based on a 200-item question- 
naire completed by the interviewer. Items were 
designed to elicit information in five general cate- 
gories: 

<E General background information (demographic 
variables, etc.). 

2. Family history of psychiatric illness. 

3. History and course of illness prior to admission to 
NIMH. 

4. Possible precipitating events prior to admission.* 

5. Course of illness since discharge from NIMH, 
including: 

(a) work 

(b) social functioning 

(c) family adaptation 

(d) mental status at time of interview 


* Results from this portion of the study will be presented 
in a separate paper. 


Functioning in each of these last four categories 
(5a~-5d) was rated en a four-point scale described 
in Table I. 

Interviews were sought with 53 patients who had 
documented in-hospital manic episodes not pre- 
cipitated by medicatien or electro-convulsive therapy. 
Thirty-five patients. were interviewed in person; 
seven patients were interviewed by telephone because 
they lived too far away from Bethesda to come for 
personal interviews. Five patients were hospitalized 
elsewhere (one for a “stroke’, two for mania, two for 
depression), four were untraceable and two had 
committed suicide. Wo’ patient refused to be inter- 
viewed. All patients: at discharge from in-hospital 
treatment at NIMH had been referred back to their 
original community ‘treatment resource. ; 

Family members (parents, spouse or sibling) were 
interviewed personally for 24 patients, and by phone 
for six. Patients whose family members were not 
interviewed either lived alone or lived with relatives 
who could not provide the necessary information. 

Responses of patients and family members were 
compared, Patient ¢harts were reviewed for corro- 
boration and additional information. In general, 
data obtained frora family members tended to 
confirm those obtained directly from the patient. 
One-third of the families, however, provided informa- 
tion which differed markedly from the perceptions of 
the patient treatment. 

REsuLts 

Data on age of onset, duration of illness, and 
number and types of episodes are presented for 
all 53 patients. The remainder of the data, 
unless otherwise specified, deal with the 47 
subjects interviewed in person or by telephone. 

Mean follow-up period since discharge from 
NIMH was 3-2 years (range six months-nine 


Tase I 








Family intexaction Mental status 





Resumption of role in Patient and family 


Normal 
satisfied 


Family less satisfied 
but tolerant 


Mild affective 
symptoms 


Family dissatistied 


Moderate (obvious) 
but together 


affective symptoms 


Rating Job status Social functioning 

4 Return to same or 

better job community held 
before illness 

3 Return to full time Less than complete 
work but in position resumption but some 
of lesser status social interactions 

2 Employed irregularly Rarely goes out or 
but works around meets friends 
home 

1 Sustained Complete social 


unemployment withdrawal 


Complete family 
disruption 


Severe affective 
symptoms; requiring 
constant care 
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years). Mean duration of illness was 14-7 years 
from onset to time of interview (range 3~37 
years). 

Average age of onset was 30-3 years. Fifty- 
eight per cent of first episodes occurred before 
age 30, 10 per cent after age 60. In 27 patients 
the first episode was a depression, in 26 a mania. 

Number of episodes per patient is sum- 
marized in Table II. An episode was defined as 
a mood change which required treatment in or 
out of a hospital. Patients had a mean of 3:7 
manic episodes and 2-1 depressions. The average 
is really higher, since eight patients with rapid, 
severe cycles were excluded from this statistic, 
their episodes being too frequent to enumerate. 

Twenty-three of the 35 personally interviewed 
patients (66 per cent), had positive family 
histories for affective disorder; in the case of 17 
patients at least one first degree relative was ill. 
A mood change which either incapacitated the 
family member or required treatment was 
considered positive. An additional five patients 
had family histories of other psychiatric illness. 

Seventeen (49 per cent) of the 35 personally 
interviewed patients had a significant parental 
loss (death, divorce or separation) before age 16. 
This figure climbed to 70 per cent if all parental 
separations greater than three months before 
age 16 were included. 

Data on the course and effect of the patient’s 
illness were sought in terms of the quality of life 
to which he had returned at the time of the 
follow-up examination. Patients’ work status, 
social functioning, family adjustment and mental 
status, compared with pre-morbid levels of 
functioning, are summarized in Table III. 

Nineteen patients had returned to their 
former jobs and responsibilities. Seventeen 


Tase II 
Number of episodes per patient in 53* bipolar 
manic-depressives at time of follow-up 











Episodes 1 2-3 4-6 yor Many 
more rapid 
cycles 

Patients a 9 17 17 8 





* Data on number of episodes for the four un- 
traceable patients up to time of discharge from NIH 
is included. It is possible that these four had further 
episodes. 
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Taare HI 
Levels of functioning of 47 dipolar manic-depressives 
at time of follow-up 











Family 
Level of Work Social inter- Mental 
functioning status function action status 
4 41% 45% 45% 34% 
(19) 21) 21) (16) 
3 23% 21% 26% 26% 
(ay (10) (12) (12) 
2 21% 13% 19% 23% 
(10) (6) (9) (11) 
I 15% 21% 11% 17% 
(7) (10)* (5) (8)* 
100% 100% 101% 100% 
(47) (47) (47) (47) 








* Includes four patients currently hospitalized 
elsewhere for psychiatric illness. 


patients who had held responsible jobs in the 
past were working little or not at all. Similarly, 
21 patients had resumed their previous social 
roles, while 16 patients saw friends rarely if at all. 

Ten of 47 patients had. been divorced since 
the onset of illness. Altheugh in 21 instances 
families felt they had a satisfactory relationship, 
there were nine situations where family mem- 
bers, usually the spouse, remained with the 
patient only out of a sense of duty. These 
instances were in long-standing marriages where 
many years of relative stability had preceded 
the onset of illness. Five families had completely 
dissociated themselves from the patients. 

All symptoms reported or observed on follow- 
up examination were consistent with affective 
disorder, and no patients were rediagnosed as 
schizophrenic. Patients with mild affective 
symptoms reported diminished energy, loss of 
self-confidence, occasional loss of sexual interest, 
and reduced ability to concentrate. They did 
not consider themselves depressed, nor could 
we diagnose them as clinically depressed. 
Eleven patients with moderate affective symp- 
toms were obviously clinically depressed (eight), 
or hypomanic (three), but retained some 
ability to function. Of eight patients with severe 
affective symptoms, four were hospitalized, two 
for mania and two for depression. Of the re- 
maining four patients, one was manic, one was 
depressed and two had frequent, extreme and 
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incapacitating cycles. These patients were not 
in hospital in spite of their florid symptoms. 

Taking into account all of the available data, 
an attempt was made to assess global outcome 
at the time of follow-up. The results are presen- 
ted in Table IV. Twenty-eight patients (57 per 
cent) have been well since discharge from 
hospital at the NIMH. Five patients (10 per 
cent) have had further episodes requiring 
treatment but have functioned well in the 
intervening periods. Fourteen patients (29 per 
cent) remain functionally impaired, with mode- 
rate to severe affective symptoms. Two patients 
(4 per cent) have committed suicide. 

The treatment patients were receiving at the 
time of the follow-up is summarized in Table V. 

Thirty-nine patients were discharged on 


Tasie IV 
Estimate of global outcome of 49 bipolar manic-depressive 
patients at time of follow-up interview 





Patients % 





Well since NIMH ree 


(mean 3-2 years) .. 28 57 
Well between episodes 5 10 
Partial remission only (at no time 

have affective symptoms 

abated completely) .. as 8 17 


Chronically ill (constant, severe 
affective symptoms requiring 








treatment) .. a i% 6 12 
Dead d (suicide) Sa v% va 2 4 
49 99 
oe 
Tase V 


Treatment being received by 47 bipolar manic-depressive 
patients at the time of follow-up 











Patients % 

No treatment és 5 10 
Psychotherapy* oe 7 14 
Medication .. a 33 66 
Hospitalized .. re 5 10 
sot 100 





* Meetings with psychiatrist at least once a week 
for 45 minutes. 

+ Two patients were both in psychotherapy and 
receiving medication; one patient was hospitalized 
for non-psychiatric reasons and was receiving 
medications. 
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lithium carbonate; at the time of follow-up, 
31 were being treated with lithium alone or in 
combination with other medications. Twenty- 
one of the 31 lithium patients had had no major 
recurrence of mania or depression since dis- 
charge from NIMH (although six of these still 
felt they had perceptible alterations in mood). 
Five of the 31 continued to have affective 
symptoms, though they were able to function. 
Three patients reported one manic episode 
requiring hospitalization while on lithium, 
but had been well otherwise. Two patients were 
still incapacitated with severe affective symp- 
toms in spite of receiving therapeutic doses of 
lithium. 

Sixteen patients were not receiving lithium at 
the time of the follow-up, although 11 of these 
had been prescribed this medication at dis- 
charge. Six of these 11 had discontinued medica- 
tion themselves; five of these had been off 
lithium for two or more years. A sixth stopped 
his medication less than a year before the 
follow-up. None of these six had yet relapsed. 
The five patients who had discontinued lithium 
more than two years before follow-up had a 
prior history of only r-2 manias as compared to 
a mean of 3:7 manias for the whole population. 
Of the five patients not discharged on lithium, 
two were in hospital and three were symp- 
tomatic but receiving other treatment. Finally, 
one patient, considered a lithium non-responder 
at the NIMH, was discharged on this medica- 
tion but was no longer receiving lithium at 
follow-up; she remained in hospital with 
affective symptoms. 

Four patients relapsed with manic episodes 
when lithium was stopped by their doctors. 
All had been discharged on lithium and had 
been doing well until medication was stopped. 


Discussion 


Our patients may differ from other reported 
manic-depressive populations. Most of our 
referrals are made by psychiatrists who are 
aware of our interest in acute recurrent affective 
disorders. Before lithium was generally available 
many bipolar patients were referred for the 
ultimate purpose of receiving this medication. 
Some patients meeting our diagnostic criteria 

were referred because they had ae Lother 
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treatment modalities, their therapist, and family 
resources. Finally, although patients were occa- 
sionally admitted at the time of a first manic 
attack, such admissions were generally infre- 
quent, as a past history of mood swings was 
considered a reliable diagnostic indicator. These 
factors may bias our population to include more 
severely ill patients than populations reported 
elsewhere. 

In spite of differences in the populations 
studied, much of our statistical data is similar to 
that reported by others. Age at first episode is 
similar to that reported by Winokur (1969), 
Perris (1968), Astrup (1959), Wertham (1920) 
and Rennie (1942). Type of first episode 
(approximately 50 per cent mania) is similar to 
Winokur’s (1969) findings (61 per cent). Three 
authors (Rennie, 1942; Perris, 1968; Winokur 
et al., 1959) reported that approximately 50 
per cent of their patients had four or more 
episodes, and two (Winokur eft al, 1969; 
Mendlewicz et al, 1972) noted that mania 
predominated; our results are similar. The high 
incidence of affective illness in our patients’ 
families is consistent with Winokur’s conclusions 
following an extensive literature review. 

Perris (1966) briefly reviews the literature on 
the relationship between childhood bereave- 
ment and adult depression (unipolar and 
bipolar). In his own series of 145 bipolar manic- 
depressives, he found that 27 per cent had 
experienced parental loss (from illegitimacy, 
death, divorce or adoption). Our figures, based 
on virtually the same criteria, are higher (49 
per cent). 

Although 57 per cent of our sample have been 
well since discharge from the NIMH (for an 
average of 3-2 years), approximately one-third 
have remained chronically ill. This global 
assessment reflects similar findings in separate 
analyses of work functioning, family adjustment 
and mental status at the time of interview. 

Although several authors note that bipolar 
manic-depressive illness has a relatively poor 
prognosis (Rennie, 1942; Hastings, 1958; Shobe 
and Brion, 1971), only Winokur’s study syste- 
matically attempts a detailed follow-up of 
bipolar patients. His two-year follow-up of 28 
patients yielded results similar to ours. He found 
that over one-third of his patients had not 


FOLLOW-UP OF 53 BIPOLAR MANIC-DEPRESSIVE PATIENTS 


remitted and were incapacitated to some degree 
by persistent affective symptoms. Lundquist’s 
optimistic report (1945) (85 per cent ‘social 
recovery’, defined by return to work) may have 
been biased by his sample, which included only 
first admissions. He also included in his re- 
covered group persons who might have had 
further episodes, so long as they were again able 
to return to work. We can state, then, that 
despite certain factors operative in the selection 
of the NIMH patient population, not only 
are the age of onset and frequency of episodes 
similar, but also their outcomes are consistent 
with outcomes of bipolar manic-depressives 
reported in the literature. 

As we could not systematically obtain infor- 
mation on patients’ serum lithium levels (and we 
suspect several patients were probably receiving 
inadequate doses—-300-600 mg./day), we cannot 
compare out data with the results of careful 
studies of lithium efficacy reported elsewhere. 
Nevertheless, our findings do reflect the general 
use of lithium in a population perhaps not so 
assiduously followed up as patients in a research 
situation. Jt was our impression that, while 
lithium carbonate may succeed in keeping ex- 
treme mood fluctuations to a minimum and 
thus maintain people out of hospital, it may not 
control this illness sufficiently to restore many 
manic-depressive patients to their former levels 
of functioning. 

In surveying outcome studies of schizo- 
phrenia, Strauss and Carpenter (in press) discuss 
the difficulty of making and comparing glokal 
assessments of outcome. They suggest that the 
concept of schizophrenia subsumes a spectrum 
of symptoms and a spectrum of outcomes vary- 
ing from the good prognosis of acute schizo- 
phrenia to the poor outcome of hebephrenic 
schizophrenia. The findings reported here are 
supported by some of the available literature 
and, contrary to the prevalent notion that 
manic-depressive illness is a benign, remitting 
illness, it, too, has a variable prognosis. Out- 
comes range from complete recovery to a 
chronicity as devastating im its own way as any 
other chronic, severe illness. 


SUMMARY 
Forty-seven bipolar manic-depressive patients 
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observed to be manic while hospitalized at the 
NIMH were interviewed an average of 3:2 
years after their discharge and 14-7 years after 
the onset of their illnesses. A close relative was 
interviewed separately in 30 cases. 

The patients have had an average of over 
five episodes of illness. Fifty-seven per cent have 
been well since hospitalization; 10 per cent 
have had further episodes requiring treatment 
but have functioned well in the intervening 
periods. One-third remain functionally impaired 
with moderate to severe affective symptoms 
interfering with work, social and family life. 
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Manic Psychosis in Connection with Q-Fever 


By R. B. SCHWARTZ 


Steinberg et al. (11) have recently described, 
in a case report in this Journal, a combination of 
manic psychosis in the course of and following 
an influenza infection with high levels of com- 
plement fixing (CF) antibody titre, with a view 
to encouraging further research-work in this 
direction. Following their suggestions, we should 
like to describe a similar observation. At the 
same time, we will take the opportunity to 
make some critical remarks on the comments 
made by Steinberg et al. as to the correlation 
between the specificity of an exogenic noxious 
agent and a mental reaction, since, in our 
opinion, it might lead to a certain misunder- 
standing to talk about a direct or even specific 
relationship between influenza infection and 
manic psychosis. 

Steinberg et al. refer to the fact that functional 
affective psychoses during or following systemic 
physical illness are a well known phenomenon, 
and in this connection we should like to mention 
that as early as 1923, Walther (12) described 
mania as an accompanying side effect in an 
influenza epidemic. As far as we know, however, 
a manic syndrome related to Q-fever has not 
yet been described in the literature. Here is a 
case report on a 40-year-old male who, during 
and after a serologically confirmed Q-fever, 
developed an agitated delirium, which after a 
couple of days was followed by a manic psychosis 
of about two months’ duration. 


Case Report 


A 40-year-old prisoner, who 7 years before had been 
examined by a specialist and found to be an unstable 
alcohol-addicted psychopath with a neurotic development, 
fell ill on 14 April 1972 with a febrile infection of the upper 
respiratory tract. In the course of his illness pneumonia 
and involvement of the pleura were suspected. On 27 April 
he was able to go back to work in prison, but immediately 
had a relapse, this time with evident signs of an abnormal 
mental state with restlessness, over-activity, logorrhoea and 
generally disturbed behaviour. He was reported to have 
had hallucimations (mice), and at times he was so dis- 
oriented and confused that he performed such actions as 
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taking a shower while fully dressed or drinking water from 
the toilet bowl. In the night of 4 May he remained awake 
bawling all night and threw his excrements around. 

On his admission to the University of Berne Psychiatric 
Clinic our patient showed features of a manic syndrome, 
with flight of ideas, pressure of speech, euphoria and over- 
activity, but with undistorted orientation, Two hours 
later, before he had been given any treatment, his condi- 
tion worsened, and he now showed severe psychomotor 
excitation with bawling and cursing, clouded conscious- 
ness with lucid intervals, a distorted sense of reality (he 
believed he was back in prison and working in the fields), 
hallucinations (he ‘saw’ his daughter and some friends at 
his bedside and spoke to them). Next day he was able to 
remember details of what he had experienced ‘like in the 
movies’. He was treated with promazine and, later on, 
with promethazine combined with chlorpenthixol, but on 
the following morning he reverted to the manic syndrome, 
with affective lability as described above. This state 
proved to be very tenacious, despite treatment with 
various intramuscular injections of large doses of chlor- 
penthixol plus promethazine, thioproperazine plus levo- 
promazine, and chlorpromazine plus promethazine. The 
patient had to be kept isolated repeatedly, and opiates had 
to be administered. 

Tt was not until five weeks later, on g June, that our 
patient, now being treated with 180 mg. chlorprothixene 
im, a day, showed signs of a certain calming down in the 
morning. At noon he began to feel some anxiety, together 
with a feeling of suffocation. That night, in a delirium, he 
hallucinated a most dramatic birth of a calf in a stable. 
On the following day, again in his manic state, he gook 
his hallucinations for reality, but later on forgot all about 
them. On 16 June, when he was on a daily medication of 
350 mg. of chlorprothixene p.o., we saw the first hints of 
a cessation of the psychosis. The patient became less 
restless and was able to sleep for several hours at night 
During the day he could even read and write letters. 
On 7 July he was discharged from our Clinic to the 
prison; he still seemed, without any medication, rather 
agitated, talkative and in an euphoric mood. 

When we followed the patient up on 4 September and 
16 November we found him calm and thoughtful and 
impressed by the severity of his recent illness. There were 
no more signs of his former affective lability. In the 
Progressive Matrices Test he attained an IQ, of 84. The 
Benton Test showed, in quality as well as in quantity, 
signs of a psycho-organic syndrome. 

Repeated neurological examinations did not reveal any 
abnormality, nor did the lumbar puncture on 8 May. 
Two EEG recordings, the first one performed on 28 June 
and the second on 13 September (after remission of the 
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psychosis), revealed, on a normal background activity, 
identical disturbances of the left hemisphere, particularly 
precentro-central, in the form of low theta-wave groups. 
A Te gg m. brain scan on 4 July proved normal on the 
whole, with a normal intracranial circulation time, 
except for a slight time lag in the left hemisphere. 

At the time of his admission to our Clinic, the patient 
was expectorating a purulent sputum, and had signs of 
a dorsobasal pneumonic infiltration in the right lung. 
These symptoms vanished within a fortnight after secreto- 
lytic therapy. During the first couple of days, and in the 
course of the therapy with intramuscular injections, the 
temperature was raised, but not above 38 °C. On 8 May 
the ESR was 76/117 mm. (Westergren); it fell to 1/4 mm. by 
13 September. The blood picture showed a relative 
lymphocytosis, which diminished slowly until 13 Septem- 
ber. On the day of admussion liver enzymes showed a 
slight increase, but they were back to normal by 14 


September. The urine contained albumen, bilirubin and - 


acetone only in the first couple of days. Serological teats 
showed bilirubin, urea, cholesterol and serum proteins to 
be within normal limits. Quick’s test also proved normal, 
and so did serum electrophoresis on 1 July. The ECG was 
normal except for a sinus tachycardia. 

Serological investigations revealed the following levels 
of Q-fever CF antibody titre: 24.5.72—1 : 256; 22.6.72— 
1: 128; 14.9.72-——1 : 256, the last mentioned figure after 
remission of the psychosis. Further serological tests for 
syphilis, salmonellae, brucellae, leptospirae, listeriosis, 
influenza A and B, para-influenza types 1~4, mycoplasma 
pneumoniae, adeno viruses, ornithosis and respiratory 
syncytial viruses yielded negative results. 

In the penal institution mentioned, 30 other persons fell 
ill within this same period of time with a similar disease of 
the upper respiratory tract (and in the cowsheds several 
calves died from an illness with cough). In four of these 
patients, the levels of O-fever CF antibody titre were found 
be as follows: 1 : 64, 1 : 256, 1 : 256 and 1 : 256. When 
our patient was taken ill he had been imprisoned for 
seven months; thus an abuse of alcohol at this time could 
be ruled out. As a young man our patient had suffered 
a‘humber of cranial injuries, but he had never been in 
hospital for this reason. There were no hints of affective 
illness with manic or depressive phases in either the 
patient’s or his family’s history. 


Discussion 


Steinberg ef al. seem to take for granted a 
direct and specific relationship between influ- 
enza A infection and manic psychosis, which 
has to be assumed from their arguments. To this 
we have to object that the facts quoted only 
support the thesis that a noxious agent such as 
a virus or Rickettsian infection, with high levels 
of CF antibody titre and under the picture of 
a possible transitory encephalitis may lead to a 
psychosis in a non-specific manner, if there is 
a corresponding predisposition (Bonhoeffer (2)). 

m 
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A delimitation of the two cases described from 
endogenous mania is, in our opinion, self- 
evident considering the circumstances given 
(Conrad (5)). As to the possible predisposition 
and its nature the two case descriptions do not 
disclose any further details. Only studies of 
long-term catamneses would yield such infor- 
mation and these are still missing for both 
patients. 

With both patients, a psychosis developed in 
temporal coincidence with an infection; in 
both cases it began with a state of confusion 
(acute organic mental disorder), and this was 
followed by a long-lasting manic syndrome, 
which may be considered as a ‘transitional 
syndrome’ (Wieck (14). In both cases CF 
antibody titres reached equally high levels and 
remained high even after the remission of 
the psychosis. Serologically the diagnosis of the 
infectious disease was confirmed (Grumbach and 
Kikuth (7)), and could be interpreted in the 
same way in both cases. It should be empha- 
sized, however, that in three out of four other 
patients examined in connection with the epi- 
demic illness in question the same levels of 
CF antibody titre were found without there 
being any mental abnormalities. Our patient 
had been damaged, before his illness, by 
alcohol and by several cranial injuries, and in 
addition showed an inferior social background 
and a neurotic development. These injurious 
factors cannot be compared to the damage 
caused by the possible transitory encephalitis 
in the case referred to by Steinberg et al. With 
our patient, finally, the infection as well as the 
treatment with chlorprothixene quickly trig- 
gered off a delirium. 

The special nature of the decisive factor in the 
patient’s predisposition cannot be discovered in 
retrospect. Speaking generally, we would only 
repeat that the patient’s genetic and acquired 
constitution, phase of life, his momentary 
psychical and physical stress situation, as well as 
his physical state on the whole, all have to 
be taken into account. Willi (16), for instance, 
regards the necessary condition for the develop- 
ment ofan acute mental disorder as lying mainly 
in the fact that, in addition to its special effect, 
the noxious agent lowers the general status and, 
consequently, the energy balance. In another 
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paper (15) he also stresses the fact that alcoho- 
lism favours the development of manic states in 
exogenous psychosis. Grahmann and Peters (6) 
observed that it is not possible to provoke a 
delirium in all patients by administering 
psychotropic drugs. They also found age as well 
as pre-existing damages to be of significance. 
A rapid increase of the noxious agent seems to 
act like a large primary quantity and, some- 
times, even as a condition in itself (Bash (1), 
Grahmann (6), and Schimmelpenning (10). 
Transitions from an acute organic mental 
disorder to affective psychosis were described 
as long ago as 1917 by Bonhoeffer (2). 
Büssow (4) and Conrad (5), point out the 
significance of the sequel of the different phases 
of such psychoses. Scheid (9) quotes, in addition, 
the reversal of this sequel in the development 
of a brain tumour. 

A system of the dynamic pathogenic correla- 
tions between the somatogenic psychoses has 
been presented by Walther-Biiel (13). He 
employs the following pathogenetic hypotheses: 

1, Assumption of a variable individual pre- 
disposition for exogenous psychoses. 

2. Assumption of a quantitative correlation 
between the pathogenetic agent and the choice 
of syndromes. Massive aggression (or little 
resistance): syndromes on the right side; 
Less aggression (or stronger resistance): syn- 
dromes on the left side. 

Like Walther-Biiel we have to consider that, 
so far, there is very little precise knowledge of 
the exact pathophysiological events and ‘con- 
necting links’ (Bonhoeffer (3)), between an 
ascertained noxious agent and the mental 
reaction on the one hand and of the local reac- 
tions of the brain on the other, in somatogenic 
psychoses. Multifactorial analyses of the somatic- 
metabolic and physical symptoms and condi- 
tions are likely to disclose more knowledge 
than the study of single laboratory findings 
(Huber (8)). 


SUMMARY 
In a case report a 40-year-old man is de- 
scribed, who in the course of a Q-fever infection 
developed symptoms of an acute delirium 
followed by a manic psychosis. This report 
should be understood as a contribution and 
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reply to a paper by Steinberg et al., which 
described a similar case in the course of and 
after an influenza A infection and discussed the 
pathogenesis of the psychosis in question. 

Serological investigations may be useful in 
order to define the primary somatic noxious 
agent. However, they do not contribute any- 
thing beyond the already known facts toward 
explaining the pathogenesis of the psychosis 
involved. 
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Psychosis, Neurosis and Epilepsy* 


Developmental and Gender-Related Effects and Their Aetiological Contribution. 


By P. FLOR-HENRY 


It is generally accepted that in mammalian 
evolution from rodents to primates, including 
man, aggressiveness, and more particularly 
intra-species aggression related to the assertion 
of dominance in the social hierarchy of the 
group, is a characteristic of the male (Gray, 
1971). There is also an increasing body of 
evidence which shows that mammalian beha- 
viour patterns are basically female and that 
male patterns are determined by the action of 
the sex hormone testosterone on neural structures 
during critical phases of intra-uterine develop- 
ment (Seymour Levine, 1966). Ounsted and 
Taylor (1972) have proposed that the X 
chromosome is sexually neutral, essentially 
equivalent to an autosome, and that its role in 
sexual differentiation lies in that it maintains 
ovarian function in the female. The Y chromo- 
some is sex-determining by causing potential 
autosomal and X-coded information to become 
manifest inthe phenotype. Thisisachieved in part 
by determining the development of foetal testost- 
erone during a critical phase of foetal life. In the 
absence of testosterone the fundamental female 
morphology would be established in either sex. 

It was originally suggested by Pfeiffer at 
Yale, in the ’thirties that the pituitary gland 
was sexually differentiated, but Harris and 
Jacobson, working in Oxford and at the Insti- 
tute of Psychiatry of London University, proved 
in the ’fifties that the mammalian brain, in 
both sexes, remained female in the absence of 
testosterone. A key neural structure at the heart 
of these complex interactions is the pre-optic 
area of the hypothalamus. This has been long 
emphasized. Recently, however, Jones and 
Powell (1970), investigating somatic, visual 
and auditory cortical sensory pathways in the 
rhesus monkey by axonal degeneration tech- 
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niques, have demonstrated that each primary 
sensory area projects to a neighbouring field 
in the parieto-temporal cortex, and in turn 
reciprocally with the pre-motor frontal cortex, 
in an orderly sequence. These systems then 
converge in the parieto-temporal and frontal 
regions (principally the superior temporal 
gyrus and the orbital-frontal cortex), from which 
they funnel to the cingulate and para-hippo- 
campal gyri, on the one hand, and the amygda- 
loid, on the other. From the amygdaloid close 
connections are established with the hypo- 
thalamus. These neuro-anatomical considera- 
tions provide a basis for the understanding of 
observations such as those of Rosvold, Mirski 
and Pribram (1954), who found that male 
rhesus monkeys subjected to amygdaloid lesions 
lost their social dominance behaviour. The 
taming effect resulting from amygdaloid lesions 
has since been reproduced in man. Since 
Narabayashi, H. (1963), first introduced the 
procedure, a number of workers have confirmed 
the therapeutic value of bilateral stereotaxic 
amygdalotomy in controlling outbursts of ex- 
plosive violence in aggressive psychopaths, both 
epileptic and non-epileptic (Heimburger et al., 
1966; Vaernet and Madsen, 1970). 

In man aggressive psychopathy is a pattern of 
behaviour essentially associated with the male 
gender. Furthermore ethologists have noted 
that in primates, including the human infant, 
the exploratory drive is also a characteristic of 
the male. Both aggressive and exploratory 
behaviour can be viewed as particular mani- 
festations of visuo-spatial abilities, thus implying 
a supremacy of non-dominant hemispheric 
functions in the male, as compared to the female. 

That this is indeed the case has been con- 
firmed by the analysis of WAIS subtests con- 
sidered according to age and sex. Differential 
abilities in males and females were demon- 
strated by Wechsler (1958). Females are superior 
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to males in vocabulary, similarities and digit 
symbol, and males are superior to females in 
information, arithmetic and picture completion. 
Thus what had been known for a long time in 
the popular culture was formally confirmed; 
girls develop language abilities earlier and 
more efficiently than boys, who, on the other 
hand, are superior in non-verbal activities, such 
as exploratory drive and aggression. 

Translating these gender differences in terms 
of cerebral organization it thus appears that the 
female has a more efficient dominant hemisphere 
and the male a more efficient non-dominant 
hemisphere. Other lines of inquiry are in 
agreement with these relations. Knox and 
Kimura (1970) found male superiority for 
non-verbal tasks on dichotic stimulation, males 
thus exhibiting non-dominant temporal lobe 
superiority. Similarly Hobson (1947) reported 
that boys did better than girls on tests of spatial 
ability, even although the girls, as a group, 
had a significantly higher average I.Q.. Lansdell 
(1962), again, showed comparable differential 
abilities in males and females on non-verbal and 
verbal tasks respectively. Since Brenda Milner 
first reported these relations (1954, 1959), found 
in the study of neuropsychological dysfunctions 
occurring in patients with lateralized temporal 
lobe epilepsy, before and after temporal 
lobectomy, it has become generally accepted 
that verbal intelligence and auditory verbal 
learning are a function of the dominant tem- 
poral lobe; the processing of non-verbal auditory 
stimuli (i.e. tone sequences, pitch, music, etc.) 
afid visuo-spatial abilities depending on non- 
dominant temporal circuits (Meyer and Yates, 
1955; Blakemore and Falconer, 1967). Hence 
it is reasonable to propose that in man the 
female gender is associated with relative domi- 
nant temporal-limbic, and the male gender with 
non-dominant temporal-limbic superiority, re- 
spectively. 

In the light of these various observations 
relating maleness and femaleness to lateralized 
hemispheric specialization, it is of considerable 
interest to examine the psychiatric syndromes in 
terms of both gender association and systematic 
psychometrical profile. Psychopathy, notably 
aggressive, criminal, homicidal psychopathy, 
is very highly associated with the male sex (and 


145 
also with temporal lobe abnormalities). Wechsler 
(op. cit., p. 176), states: “The most outstanding 
single feature of the sociopath’s test profile is 
his systematic high score on the performance, as 
opposed to the verbal part of the scale... .’. 
Again Camp (1966), comparing acting out and 
delinquent children, both with and without 
EEG abnormalities, notes that, irrespective of 
the presence or absence of EEG abnormalities, 
boys have significantly higher performance 
I.Q. than verbal I.Q. both when matched 
against a standard population and when com- 
pared with acting out girls. Hysteria, as a 
formal, operationally defined and stable syn- 
drome (Perley and Guze, 1962; Woodruff, 
1967), differentiated from conversion hysteria 
and from hysterical personality, is specifically 
associated with the female sex; whilst conversion 
hysteria occurs in both sexes. Combining both 
categories (Ljungberg, 1957), there is a signifi- 
cant and specific fall in verbal I.Q. There is a 
universal preponderance of females afflicted 
with pathological depressions, and in both males 
and females depression is associated with a 
decrement in performance I.Q. This has been 
generally, but arbitrarily, thought to be conse- 
quential to the depressed state. Wechsler (op. 
cit., p. 175) observes that schizophrenic patients 
tend to do better on verbal tests in spite of 
perseveration. He notes the diagnostic impreci- 
sion of the class and its heterogeneity. He 
cautions that the so-called verbal ability here is 
restricted to information and word definition 
(i.e. to tests that do not require spontaneous 
verbalization), and he further points out that 
schizophrenic patients do particularly poorly 
on similarities. Finally he concludes: ‘the 
schizophrenic misinterprets words as he mis- 
interprets reality’. Indeed, Moon et al. (1968), 
have demonstrated that the loosening of associa- 
tions traditionally described as specific to 
schizophrenia is in fact the result of the patient 
mis-hearing the stimulus word. In other words 
the ‘loosening of associations’ would thus 
appear to be the reflection of a particular type 
of.sensory aphasia. If this factor is controlled 
then the associations are no longer bizarre. 
The paraphasias of chronic schizophrenia are 
well known, and Zangwill (1964), has con- 
vincingly argued their probable focal signifi- 
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cance. Klonoff et al. (1970), investigating 66 
chronic schizophrenics over eight years found 
the mean verbal I.Q.. on the Wechsler-Bellevue I 
to be lower than the mean performance I.Q.: 
102 v. 108. More generalized cerebral dys- 
function was evident in these subjects, as 
revealed by their pathological scores, impli- 
cating both dominant and non-dominant dis- 
turbance, on the Halstead-Reitan neuropsycho- 
logical test battery. Although the Halstead- 
Reitan battery highly discriminates between 
brain-damaged and normal populations, it fails 
to discriminate between chronic schizophrenia, 
temporal lobe epilepsy and affective psychosis 
(Donnelly et al., 1972; DeWolfe et al., 1971; 
Watson et al., 1968). This very strongly suggests 
the presence of cerebral dysfunction in all three 
groups. 

It is clear that these various observations 
converge and seem to indicate a disturbance of 
dominant hemispheric function in schizophrenia 
and psychopathy as well as in hysteria, whilst 
non-dominant hemispheric dysfunction appears 
to be correlated with depressive symptomatology. 
The increasing body of evidence which relates 
the schizophrenic syndrome and psychopathy 
to dominant temporal-limbic, and the affective 
psychoses and dysthymic neuroses to non- 
dominant temporal-limbic disorganization, has 
been extensively reviewed by this writer (Flor- 
Henry, 1969, 1972). To summarize: in 
schizophrenic and manic-depressive psychoses 
associated with temporal lobe epilepsy, the 
schizophrenic syndrome is very significantly 
related to dominant, and the manic-depressive 
syndrome to non-dominant, temporal-limbic 
dysfunction (Flor-Henry, 1969; Gregoriadis ¢ al. 
(1971). Similarly, in epilepsy, ‘neurotic’ de- 
pression is associated with non-dominant and 
psychopathy with dominant lesions (Serafeti- 
nides, 1965; Falconer and Taylor, 1970). 

Hillbom (1960), investigating soldiers who 
had suffered head injuries during the Second 
World War in Finland, found that dominant 
temporal pathology was positively correlated 
with psychotic manifestations; and similarly 
Lishman (1966), analysing British soldiers who 
had sustained penetrating head injuries, esta- 
blished that psychic sequelae were significantly 
connected with dominant temporal lesions 
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whilst affective disturbances correlated with 
non-dominant hemispheric lesions and frontal 
lesions. In addition, left frontal lesions tended 
to lead to psychopathic and right frontal lesions 
to affective features. Davison and Bagley (1969), 
reviewing the international literature on schizo- 
phrenia-like psychoses associated with organic 
disorders, reported statistically significant asso- 
ciations between ‘lesions of the left cerebral 
hemisphere, particularly temporal lobe lesions, 
and primary delusions and catatonic symptoms, 
whilst di-encephalic lesions correlate with audi- 
tory hallucinations, and brain-stem lesions with 
thought disorder and Schneiderian symptoms of 
the first rank’. Revitch and Zallanski (1969), 
when they analysed 2,335 psychotic veterans in 
hospital, found a significant excess of left-sided 
cerebral pathology both in epileptics and non- 
epileptic subjects. Vinar and Skalickova (1965), 
comparing 100 schizophrenic patients with 20 
manic-depressives and 220 healthy controls, 
obtained neurological evidence suggesting that 
the schizophrenic population was characterized 
by pathology of the dominant hemisphere. 
Lawson, McGhie and Chapman (1964), evalu- 
ating the perception of speech in schizophrenic 
patients in relation to contextual constraint, 
concluded that these exhibit ‘a deficiency in 
perceiving the words in meaningful relation to 
each other as part of an organized pattern’. 
They also observed that the short term memory 
for auditory-verbal material of schizophrenic 
patients is particularly vulnerable. Mefferd et al. 
(1969), testing schizophrenics and controls 
matched for age, sex, education, intelligence and 
auditory acuity, find that schizophrenics signifi- 
cantly fail to reproduce stimulus words, irre- 
spective of distractibility. All these observations 
imply dominant temporal dysfunction. Of great 
interest are studies on lateral preference and 
dichotic stimulation carried out in dyslexics and 
in schizophrenics. Schizophrenic children when 
compared with normal children are impaired in 
the development of right-left preference (Walker 
and Birch, 1970); and unexpectedly, dextrals in 
the dyslexic group, on dichotic stimulation, 
exhibited left-ear instead of the expected right- 
ear crossed superiority (Zurif and Carson, 1970). 
Thus functional impairment of the dominant 
hemisphere is suggested in both groups, at the 
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level of language for the dyslexics and at the 
level of thought for the schizophrenics. 
Pushkina (1971) in Moscow showed by 
toposcopic analysis of inter-areal responses to 
serial light flashes that in paranoid-hallucinatory 
schizophrenia the ‘temporal lobe is locked out 
of the unitary cerebral functional system’; and 
Monakhov (1971), at the same centre, demon- 
strated by inter-areal analysis of in-phase alpha- 
synchronization that whereas in normal subjects 
there is a preponderance of alpha-synchroniza- 
tion of the dominant over the non-dominant 
hemisphere this was reversed in paranoid 
schizophrenia and reduced in the paranoid- 
hallucinatory phase of the illness. Hommes and 
Panhuysen (1971), investigating depression and 
cerebral dominance by means of bilateral intra- 
carotid amytal injections, found that injection of 
the non-dominant hemisphere produced eleva- 
tion of mood in both normal and depressed 
patients, but that, whereas in normals injection 
of the dominant side tended to lower mood, in 
depressed patients it had the opposite effect. 
Furthermore, there was an inverse relationship 
between depth of depression and degree of left 
hemispheric dominance. These authors conclude 
that ‘in depressed patients both hemispheres 
appear to have the organizational structure of 
the non-dominant hemisphere’. Euphoric re- 
sponses have long been noted with cerebral 
lesions of the non-dominant hemisphere (Hécaen 
and Ajuriaguerra (1952); and in this context it 
is probably more than a coincidence that the 
most effective parameter of cure in pathological 
depressions is unilateral non-dominant ECT. 
Although surprisingly little attention has been 
paid to this question, there are extremely 
striking age-related and gender-related incidence 
variations in the distribution of schizophrenia 
and of manic-depressive psychoses in males and 
females. These have been reported for many 
years. Hartmann and Meyer (1969), analysing 
1,373 schizophrenic patients in Lower Saxony, 
who had been in hospital for more than five 
years, report that under the age of 50 there is a 
striking excess of males, whereas over the age of 
50 there is an excess of females. Strömgren 
(1938) had made similar observations. Allon 
(1971), examining 300 selected schizophrenic 
subjects, including both ‘process’ and ‘reactive’ 
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schizophrenias, extracted from 1,102 consecutive 
admissions to the Cleveland Psychiatric Institute, 
found a significant excess of males with ‘nuclear’ 
or ‘process’ schizophrenia in both white and 
black Americans, although more blacks than 
whites were classified as ‘process’. Forrest and 
Hay (1972) give a thoughtful and comprehensive 
discussion of the problem and show that these 
sex differences cannot be adequately accounted 
for by sociological or environmental factors 
(i.e. relative protection for females more often 
married than male schizophrenics, etc.). They 
also point out that the alleged excess of females 
with schizophrenia over the age of 50 may be an 


` artefact due to misdiagnosis in this group: 


atypical depressions with paranoid symptomato- 
logy being particularly common in this category 
and often erroneously labelled paranoid schizo- 
phrenia. Forrest and Hay (1972), surveying 100 
first admissions for schizophrenia in Edinburgh, 
encountered, under the age of 20, 33 per cent of 
males versus 5 per cent of females—who, how- 
ever, were more often married than the males 
(50 per cent v. 15 per cent). Subsequently these 
authors reviewed 375 subjects between the ages 
of 16 and 65 who had been given a discharge 
diagnosis of (1) nuclear schizophrenia; (2) 
schizophreniform psychosis; or (3) paranoia or 
paranoid psychosis according to the criteria of 
Langfeldt. Reconsidering the diagnosis in certain 
cases, they obtain 260 patients with schizo- 
phrenia, nuclear variety, 34 patients with 
schizopbreniform psychosis, 39 with paranoid 
states, and 41 affective disorders. Males out- 
numbered females under the age of 30; non- 
paranoid female schizophrenics tended to be 
2g years of age or younger, whilst paranoid 
females tended to be 40 or more. These findings 
are consistent with the data provided by the 
Registrar General’s Statistical Review for 
England and Wales (1964), covering the year 
1960. Under the age of 30 more males than 
females develop schizophrenia (males: 1,965; 
females: 1,247); in this same age group more 
females than males exhibit the manic-depressive 
syndrome (females: 1,445; males: 693). Between 
the ages of 30 and 45 the incidence of schizo- 
phrenia becomes similar in both sexes (males: 
1,382; females: 1,420); but the susceptibility of 
females to affective psychoses becomes more 
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pronounced (males: 1,699; females: 3,358). It 
is thus a consistent observation that there is an 
excess of males afflicted with schizophrenia, 
when compared with females; an increased 
incidence which is inversely correlated with age. 
The male is most vulnerable before the age of 20, 
stabilizing with the female between the ages of 
30 and 45. There is a universal excess of females 
with ‘neurotic’ type of depressive symptomato- 
logy at all ages, but it would appear that with 
increasing age the female gender predisposes 
increasingly to affective psychoses, when com- 
pared with males. 

Infantile autism, developmental dyslexia and 
the susceptibility to febrile convulsions are all 
conditions to which the male gender is parti- 
cularly susceptible. The male/female ratio for 
the first two of these conditions is of the order of 
400: 100, and for the third 140: 100. In 
addition, and this is very significant, before the 
age of 2, males are much more likely than 
females to acquire a lesion affecting the domi- 
nant hemisphere following convulsive hypoxia 
in the course of febrile seizures (Taylor, 1969; 
Taylor and Ounsted, 1971). Thus again, very 
dramatically, the relative inferiority of domi- 
nant hemispheric organization in the male is 
apparent. The relationship between reading 
retardation and delinquency is well known, 
and although the latter is often regarded as a 
psychological consequence of the former a 
much more fundamental association between 
the two may exist: both being parallel mani- 
festations of dominant hemispheric dysfunction. 
Familial investigations have established that 
there are affinities linking psychopathy and 
schizophrenia; the term ‘schizoid spectrum 
disorders’ having been recently coined to 
describe the high proportion of deviant per- 
sonalities found in the biological relatives of 
individuals with schizophrenia, even when the 
schizophrenic subjects have been reared away 
from. their families in adoptive homes (Eysenck, 
quoted by Gray, op. cit.; Heston, 1970; 
Rosenthal and Kety, 1968). As it has been 
exposed in this argument, a preponderance of 
males is common to both psychopathic per- 
sonality deviance and schizophrenia. An under- 
lying affinity between the strictly defined 
syndrome of hysteria (Perley and Guze, 1962), 
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and psychopathy in the male moreover is 
supported by the familial studies of Cloninger 
and Guze (1970); Guze et al. (1970, 1971). 
These workers from Washington University in 
St. Louis, Missouri, report in a series of investiga- 
tions that the male relatives of females with 
hysteria show an excess of psychopathy and 
alcoholism whilst their female relatives show 
an excess of hysteria. Diminished verbal I.Q. 
contrasted to performance I.Q. is the common 
characteristic shared by male psychopaths and 
females with hysteria. This suggests dominant 
hemispheric dysfunction in both groups, the 
gender here modifying the syndrome. In a 
certain sense one might view hysteria as a female 
counterpart of male psychopathy, without the 
aggressivity of the latter. 

In conclusion, an original and parsimonious 
hypothesis is proposed to account for these 
various observations. Biologically determined, 
gender related, lateralized differential hemi- 
spheric vulnerability distinguishes the male 
brain from the female brain. In the female the 
dominant hemisphere is functionally more 
efficient than the non-dominant hemisphere. In 
the male the converse is true: the organization 
of the non-dominant hemisphere is relatively 
superior to that of the dominant hemisphere. 
The superiority of girls in language acquisition 
and skills, the superiority of boys in visuo- 
spatial abilities, in exploratory drive and in 
aggressivity derive immediately from this dif- 
ferential cerebral organization. The excess of 
males exhibiting infantile autism (a cardinal] 
feature of which is complete absence of lan- 
guage, or language retardation), developmental 
dyslexia (fundamentally a defect in linguistic 
organization), and childhood epilepsies (essen- 
tially because of over-representation of males 
with left hemisphere lesions, before the age of 2, 
acquiring lateralized mesial temporal sclerosis in 
the wake of febrile seizures leading to convulsive 
hypoxia) can all be understood as varying 
manifestations of this dominant hemispheric 
vulnerability characteristic of the male gender. 
In the same manner, aggressive psychopathy 
associated with the male sex and with dimi- 
nished verbal as opposed to performance I.Q. 
(and in epilepsy with dominant lesions) can be 
seen as a reflection of the same phenomenon. 
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Similarly, the evidence -which suggests that 
the schizophrenic syndrome hinges on dominant 
temporal-limbic dysfunction can immediately 
be integrated with the sex incidence data. The 
male with dominant hemispheric vulnerability 
will clearly be more likely to develop the 
schizophrenic syndrome than the female; but 
this differential incidence will progressively 
diminish with maturation. The same mecha- 
nism operates in psychopathy, which gradually 
subsides with age between go and 40. This is the 
very age when the incidence of schizophrenia i in 
males and females approximates. Conversely, 
depressive neuroses, hinging on non-dominant 
hemispheric disorganization will predominate 
in the female gender, who, biologically, have a 
more vulnerable non-dominant hemispheric 
organization. The increased incidence of manic- 
depressive psychosis in females with advancing 
age is a reflection of the different age of onset of 
the syndrome, which occurs later in life than 
schizophrenia, the latter being a disorder of 
puberty and young adult life. 


REFERENCES 

ALLON, R. (1971). ‘Sex, race, socioeconomic status, social 
mobility, and process-reactive ratings of schizo- 
phrenics.’ F. nero. mental Dis., 153, 343-50. 

Biaxemore, C. B., and FaLconer, M. A. (1967). ‘Long 
term effects of anterior temporal lobectomy on 
certain cognitive functions.’ F. Neurol. Neurosurg. 
Psychiat., 30, 346-67. ; 

Caur, B. W. (1966). “WISG performance in acting-out 
and delinquent children with and without EEG 
abnormality.’ F. cons. Psychology, 30, No. 4, 350-3. 

CLONINGER, C. R., and Goze, S. B. (1970). ‘Female 
criminals: Their personal familial, and social back- 
grounds.’ Arch. gen. Psychiat., 23, 554-8. 

Davison, K., and Baatzy, C. R. (1969). ‘Schizophrenia- 
like psychoses associated with organic disorders’, in 
Current Problems in Neuro-Psychiatry (ed. Herrington). 
Headley Brothers, Ashford, Kent (British Journal of 

` Psychiatry Special Publication No. 4). 

DeWo tre, A. S., Barrect, R. P., Beoxgr, B. C., and 
Spaner, F. E. (1971). ‘Intellectual deficit in chronic 
schizophrenia and brain damage.’ 7. cons. clin. 
Psychol., 36, No. 2, 197-204. 

Donnatiy, E. F., Denr, J. K., Murray, D. L., and 
Mionong, R. J. (1972). ‘Comparison of temporal 
lobe epileptics and affective disorders on the Halstead- 
Reitan test battery.’ J. clin. Psychol., 2B, 61-2. 

FALCONER, M. A., and Tayzor, D., C. (1970). “Temporal 
lobe epilepsy: Clinical features, pathology, diagnosis 
and treatment,’ Chap. 14, p. 354 in Modern Trends in 
Psychological Medicins, 2 (ed. John Harding Price). 
Butterworths. 


149 


Fror-Henry, P. (1969). ‘Psychosis and temporal lobe 
epilepsy: a controlled investigation.’ Epilepsia, 10, 
363-95. 

———- (1972). ‘The psychiatric syndromes considered as 
nee tations of lateralized temporal-limbic dys- 
function.’ 15-18 August. Paper presented at the 
Third International Congress of Psychosurgery, 
Cambridge, England. Proceedings in press. 

—— (1972). ‘Ictal and inter-ictal psychiatric manifesta-, 
tions in epilepsy: specific or non-specific?’ Epilepsia, 
1g, No. 6, 773-83. 

Forrest, A. D., and Hay, A. J. (1972). “The influence of 
sex on schizophrenia.’ Acta Psychiatrica Scandinavica, 48, 

1, 49-58. 

Gray, J. A. (Sept. 1971). ‘Causal theories of personality 
and how to test them.’ Third Banff Conference, 
Center for Advanced Study in Theoretical Psychology, 
Univ. Alberta. In press: 1973. London: Apidemy 
Press. 

Grecoriapn, A., Fracos, E., Kapsacags, Z., and Man- 
pova.os, B. (1971). ‘A correlation between mental 
disorders and EEG and AEG findings in temporal 
lobe epilepsy.’ Abstracts, Vth World Congress 
of Psychiatry, La Prensa Medica Mexicana, p. 325. 
Mexico. 

Guzx, S. B., Wooprurr, R. A., and Crayton, P. J. (1971). 
‘Hysteria and anti-social behaviour: further evidence 
of an association.’ Amer. F. Psychiat., 127, 7, 957-9» 

-——~ Goonwin, D. W., and Crang, J. B. (1970). ‘Criminal 
recidivism and psychiatric illness.’ Amer, F. Psychiat., 
127, 6, 832-5. 

HARTMANN, W., and Mzysr, J. E. (1969). ‘Long-term 
hospitalization of schizophrenic patients.’ Compre- 
hensive Psychiat., 10, 2, 122-7. 

Hécazn, H., and AJURIAGUERRA, J. DE (1952). Adécon- 
naissances et Hallucinations Corporelles, p. 63 (Masson et 
cie Paris). 

Henmurorr, R. F., Warrtoox, C. C., and KALSBEOK, 
J. E. (1966). ‘Stereotaxic amygdalotomy for epilepsy 
with aggressive behavior.’ J. Amer. med. Assoc., 198, 7, 
74175. 

Hesron, L. L. (1970). “The genetics of schizophrenic and 
schizoid disease.’ Science, 167, 249-56. 

Hursom, E. (1960). ‘After-effects of brain injuries: 
research on the symptoms causing invalidism of 
persons in Finland having sustained brain injuries 
during the wars of 1939-1940 and 1941~1944.’ Acta 
pspchiat. (Scand.), 35, Suppl. 142, p. 195. 

H.M.S.O. (1964). Registrar General's Statistical Review of 
England and Wales, 1960. Supplement on Mental 
Health. Appendix, Table N 24 (1). 

Hosson, J. R. (1947). ‘Sex differences in primary mental 
abilities.’ 7. educ. Res., 41, 126-32. 

Howes, O. R., and Panuuysen, L. H. H. M. (1971). 
‘Depression and cerebral dominance.’ Psychiat. 
Neurol, Neurochir., 74, 259-70. 

Jones, E. G.,'and Powe t, T. P. S. (1970). ‘An anatomical 
study of converging sensory pathways within the 
cerebral cortex of the monkey.’ Brain, 93, 793-820. 


150 

Kuonorr, H., Fistcer, C. H., and Hurron, G. H. (1970). 
‘Neurcpsychological’ patterns in chronic schizo- 
phrenia.’ J. nero. ment. Dis., 150, 4, 291-9. 

Knox, C., and Kmora, D. (1970). ‘Cerebral processing of 
nonverbal sounds in boys and girls.’ Neuropsychol., 8, 
227-37. 

LanspeLL, H. (1962). ‘A sex difference in effect of tem- 
porallobe neurosurgery on design preference.’ 
Nature, 194, 852-4. 

Lawson, J. S., McGum, A., and Caapman, J. (1964). 
‘Perception of speech in schizophrenia.’ Brit. 7. 
Psychiat., 110, 375-80. 

Levine, S. (1966). ‘Sex differences in the brain.’ Seient. 
Amer., 214, 4, 84-90. 

Leman, W. A. (1966). ‘Brain damage in relation to 
psychiatric disability after head injury.’ Brit. 7. 
Psychiat., 114, 373-410. 

Lyunoserc, L. (1957). “Hysteria: a clinical, prognostic 
and genetic study.’ Acta pspchiat. neurol. Scand., 92, 
suppl. 112. 

Mzrrerp, R. B., Lesren, J. W., WILLAND, B. A., FALOONER, 
G. A., and Poxorny, A. D. (1969). ‘Influence of 
distraction on the reproduction of spoken words by 
schizophrenics.’ J. nero. ment. Dis., 149, 6, 504-9. 

Mever, V., and Yares, A. J. (1955). ‘Intellectual changes 
following temporal lobectomy for psychomotor 
epilepsy: preliminary communication.’ J. Neurol. 
Neurosurg. Psychiat., 18, 44-52. 

—— and Jonzs, H. G. (1957). ‘Patterns of cognitive test 
performance as functions of the lateral localization of 
cerebral abnormalities in the temporal lobe.” J. ment. 
Sci., 103, 758-72. 

MILNER, B. (1954). ‘Intellectual function of the temporal 
lobes.’ Psychol. Bull., 51, 42-62. 

(1959). In Brain and Human Behaviour, p. 244. Balti- 
more: Williams and Wilkins. 

Monaxuov, K. K. (1971). In Modern Perspectives in World 
Psychiatry (ed. Howells). Chap. XIX, ‘The Pavlovian 
theory in psychiatry, some recent developments’, 
Pp. 531-55. Brunner-Mazel, N.Y, (trans. Dr. R. Pos, 
Univ. Toronto). 

Moon, A. F., Mzrrern, R. B., Wreann, B, A., POKORNY, 
A. D., and Farooneg, G. A. (1968). ‘Perceptual 
dysfunction as a determinant of schizophrenic word 
associations.’ J. nerv. ment. Dis., 146, 1, 80-4. 

Narasayasut, H., Nacao, T., Sarro, Y., Yosmma, M., and 
NaaanaTa, M. (196g). ‘Stereotaxic amygdalotomy 
for behaviour disorders.’ Arch. gen. Psych., Q, 11-26. 

Ovnstgp, C., and Taytor, D. C. (1972). “The Y chromo- 
some message: a point of view’, in Gender Differences : 
Ther Ontogeny and Significance (ed. C. Ounsted and 
D. Taylor). London: Churchills. 

Perey, M. J., and Guzx, S. B. (1962). “Aysteria—the 
stability and usefulness of clinical criteria: a quanti- 





PSYCHOSIS, NEUROSIS AND EPILEPSY 


tative study based on a follow-up period of six to 
cight years in 39 patients.’ 7. Med., 266, 9, 421-6. 

Pusumina, V. G. (1971). In Modern Perspectives in World 
Psychiatry (ed. Howells). Chap. XIX, ‘The Pavlovian 
theory in psychiatry, some recent developments’, by 
K. K. Monakhov (trans. Dr. R. Pos, Univ. Toronto), 
Pp. 531-5. Brunner-Mazel, N.Y. 

, E and ZaLLansel, Z. (1969). ‘Slow anterior 
temporal foci in a mental hospital population.’ 
Behavioural Neuropsychiatry, 9, 8-16. 

Rosenruat, D., and Kery, S. S. (1968). The Transmission 
of Schizophrenia. Oxford: Pergamon Press. 

Rosvoip, H. E., Mmary, A. F., and Prmramu, K. H. 
(1954). ‘Influence of amygdalectomy on social 
behaviour in monkeys.’ 7. comp. physiol. Psychol., 47, 
173-8. w 

SERAFETINIDES, E. A. (1965). ‘Aggressiveness in temporal 
lobe epileptics and its relation to cerebral dysfunction 
and environmental factors.’ Epilepsia, Amst., 6, 33—42. 

Stromaren, E. (1938). Beitrage zur psychiatrischen Erblehre. 
Copenhagen: Ejnar Munksgaard. 

Tayvror, D. C. (1969). ‘Differential rates of cerebral 
maturation between the sexes and between the 
hemispheres—evidence from epilepsy.’ Lancet, 19 July, 
1 : 

ee Gnd Coase; CG. (1971). ‘Biological mechanisms 
influencing the outcome of seizures in response to 
fever.’ Epilepsia, 12, 33-45. f 

Vasrnsr, K., and Mansen, A. (1970). ‘Stereotaxic 
amygdalotomy and basofrontal tractotomy in 
psychotic with aggressive behaviour.’ J. Neurol. 
Neurosurg. Psychiat., 93, 858-63. , 

Vinar, J., and Sxariorova, O. (1965). ‘Neurologieke 


Hodneceni Schizofrenniho Onemocneni,’ Cesko- 
slovenska Psychiatria, 61, 373-7- 

Warrer, H. A., and Bras, H. G. (1970). ‘Lateral 
preference and right left awareness in schi c 


children.’ J. nero. ment. Dis., 151%, 341-51. 

Watson, C. G., Tuomas, R. W., ANDERSEN, D., and 
FeLLwo, J. (1968). ‘Differentiation of organics from 
schizophrenics at two chronicity levels by use of the 
Reitan-Halstead organic test battery.’ J. conse. 
clin. Psychol., 32, 679-84. ee eee 

Weomser, D. (1958). ‘Sex differences in intelligence’, in 
The Measurement and Appraisal of Adult Intelligence (4th 
ed.), Baltimore: Williams and Wilkins, 10, 144-51. 

Woovrurr, R. A. (1967). “Hysteria: an evaluation of 
objective diagnostic criteria by the study of women 
with chronic medical illnesses.’ Brit. J. Psychiat., 114, 
T115—Q. 

Zowe O. L. (1964). ‘Psychopathology of dementia.’ 
Proc. Roy. Soc. Med., 57, 914-7. = i; 

Zur, E. B., and Carson, G. (1970). ‘Dyslexia in relation 
to cerebral dominance and temporal analysis.’ 
Neuropsychologia, 8, 351-61. 


A synopsis of this paper was published in the July 1973 Journal. : 
P. Flor-Henry, M.D., M.R.G.Prych., Assistant Clinical Professor, Dept. of Psychiatry, University of Alberta, 
Edmonton ; Consultant Psychiatrist, Alberta Hospital; Box 307, Edmonton, Alberta, Canada 


(Received 16 January 1973) 


Brit. J. Psychiat. (1974), 124, 151-59 


The Abrupt Withdrawal of Antiparkinsonian Drugs 
in Schizophrenic Patients 


By H. A. McCLELLAND, G. BLESSED, S. BHATE, N. ALI and P. A. CLARKE 


Phenothiazines and other neuroleptic drugs 
are known to cause extrapyramidal side-effects. 
Consequently antiparkinsonian (AP) drugs are 
commonly prescribed at the same time as anti- 
psychotic medication in order to prevent these 
complications. Once this medication has been 
started it may be continued for prolonged 
periods. 

Unnecessary continued prescribing of AP 
drugs is wasteful of time and money. Further- 
more, these drugs can have adverse effects on 
the patient. For example, toxic psychoses have 
occasionally been reported from their use, 
particularly in the elderly (Stephens, 1967), 
and mild degrees of cerebral excitation may 
occur (Shepherd et al., 1968). Other side-effects, 
particularly of an anticholinergic nature, may 
also occur, and certain of these side-effects may 
summate with those caused by phenothiazines, 
as has been shown by DiMascio and Demirgian 
(1970), to give a higher prevalence of discomfort, 
e.g. blurred vision, gastric irritability, dizziness 
and lethargy. 

Reports from the U.S.A. in the past decade 
keve shown that when AP drugs are suddenly 
withdrawn only a minority of patients develop 
neurological symptoms and require their re- 
sumption. The recurrence rate has varied from 
the 10 per cent found by Ananth et al. (1970) to 
the 27 per cent found by Stratas and his 
colleagues (1963). A double-blind study at 23 
U.S. hospitals organized by Klett and Caffey 
(1972) revealed that 18 per cent of 403 patients 
receiving placebo instead of an active AP pre- 
paration developed significant parkinsonian 
symptoms within six weeks of the commence- 
ment of the trial. Higher relapse rates have been 
reported with the use of certain phenothiazine 
preparations (Mandel et al., 1961). 

This article reports on a study in a British 
mental hospital of the effects of the abrupt 
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withdrawal of antiparkinsonian drugs in a 
chronic schizophrenic population who were 
being given major tranquillizers either orally 
or in depot form. Patients were assessed over 
a period of four weeks to ascertain if extrapyra- 
midal complications developed, and also for 
any change in their general behaviour on the 
wards. Placebo substitution was not used, but 
the trial was blind in that the clinical assessors 
were unaware which patients had had their 
AP drugs withdrawn. 


The patients 

Certain medium and long-stay wards in 
St. Nicholas Hospital were arbitarily chosen to 
provide the trial patient population according 
to the following criteria: (I) The clinical diag- 
nosis was that of schizophrenia; (II) Patients 
were over 20 and under the age of 70 years; 
(III) They had been on antiparkinsonian drugs 
for at least 3 months; (IV) There was no evi- 
dence of brain damage or neurological disorder 
such as primary parkinsonism; (V) Patients on 
thioridazine alone were excluded as this drug 
has an extremely low incidence of extrapyra- 
midal side effects (Shepherd et al., 1968; also 
NIMH study, 1964). 

Using these criteria 100 patients (50 males 
and 50 females) were selected by one of the 
investigators (N.A.), 44 of these patients were 
receiving antipsychotic medication by mouth 
alone, while 56 were on depot injections of 
fluphenazine. 

The ‘oral only’ and the ‘depot injection’ 
patients were each divided by the statistician 
(P.A.C.) into two groups with random stratifica- 
tion ensuring that the groups were as comparable 
as possible with regard to age and sex. Below are 
given the descriptions of each group and their 
patient numbers. 
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Group A. Oral only antipsychotic medication; 
AP drugs continued: 22 patients (13 male 
and g female). -` 

Group B. Oral only antipsychotic medication; 
AP drugs withdrawn: 22 patients (13 male 
and g female). 

*Group C. Antipsychotic depot injections (with 
or without oral antipsychotic medication); 
AP drugs continued: 28 patients (12 male 
and 16 female). 

Group D. Antipsychotic depot injections (with 
or without oral antipsychotic medication). 
AP drugs withdrawn: 28 patients (12 male 
and 16 female). 

Table I summarizes details of age and 
medication. The antipsychotic oral medication is 
given in chlorpromazine equivalents, the thiori- 
dazine dosage being given separately in view of 
the very low incidence of extrapyramidal side 
effects from this drug. No patient was on 
thioridazine alone. The mean daily dosage of 
the antiparkinson medication is given in benz- 
hexol equivalents, the equivalencies being those 
used by Klett and Caffey (1972). 

* One patient in this group left hospital unexpectedly 
10 days after the commencement of the trial. 
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Table I also gives details of the duration of 
continuous antiparkinson medication. Groups G 
and D had a higher proportion of their patients 
on AP drugs for less than a year than groups A 
and B. As can be seen from Table I, these 
patients also had a lower mean age. They 
represent the relapsing form of schizophrenia 
with frequent readmissions. Most of these 
patients had been given AP drugs previously, 
but their AP medication duration has usually 
had to be calculated from the time of the most 
recent admission. The patients on oral pheno- 
thiazines alone are an older, more chronic, 
hospital population. 

Of the 44 patients in Groups A and B {oral 
only antipsychotic medication) there were 29 
who received only one phenothiazine. Trifluo- 
perazine (23 patients) was the commonest drug 
so used. The remainder were either on two 
phenothiazines or a phenothiazine and a 
butyrophenone. 

Of the 55 patients in Groups G and D (depot 
injections) there were 15 patients on the depot 
injections alone. Of the remaining 40 patients on 
depot injections there were 32 who were also on 
one oral phenothiazine, in which case thiorida- 
zine was the commonest used drug (18 patients). 


Tase I 








Mean daily oral medication (mg.)* 


























Duration of 
Chlorpromazine/ AP daily doseage continuous 
Mean Chlorpromazine mg. AP medication - 
Group No. age equiv. Benzhexol/Benzhexo]——_~—__-__xw- 
(years) Thioridazine (Thioridazine equiv. 3-12 Over 
; excl.) months 1 year 
A. Male 13 53°5 225 216 6-2 I 12 
Female .. 9 54°5 300 378 6-0 o 9 
Both sexes 22 53°9 252 282 6-1 I 2I 
B. Male .. 13 54'8 150 213°5 5:2 o 13 
Female .. 9 55°7 150 194 5'6 2 7 
Both sexes 22 55'2 150 206 5'4 2 20 
C. Male .. 12 46:7 275 100 10°5 7 5 
Female .. 15 47:0 421 172 8'r 6 10 
Both sexes 27 46°9 372 135 g'2 13 15 
D. Male .. 12 48'5 215 53 8-3 7 
Female .. 16 49°3 290 178 6-7 9 7 
Both sexes 28 4970 252 124 7'4 14 14 





+ Fluphenazine depot injection excluded. No patient was on Thioridazine alone. 
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The remainder were on combinations of pheno- 
thiazines and a butyrophenone. 
Further details of „the depot fluphenazine 


regimes, the types of preparation, the frequency 
and dose are given in Table IT. 


Tase II 
Frequency of depot injection medication 
Frequency of injection 


Every Every Every Total 


Group Sex 
2 weeks 3 weeks 4 weeks 
C Male 7 (3) 4t I 12 
Female 8tt 7 (1) I 16 
Male 3 5(1) 4(2) 12 
Female 7* 8 I 16 





All patients received fluphenazine as a 25 mg. 
injection except where indicated. 
t One patient received 37-5 mgm. 
tt One patient received 50 mgm. 
* One patient was injected every tenth day. 
() Indicate patients receiving enanthate and not 
decanoate. 


Rating scales 

(a) Extrapyramidal Signs Scale. A scale was 
drawn up with eight items, which were (i) 
tremor; (ii) cogwheel rigidity; (iii) plastic 
rigidity; (iv) lost arm swing; (v) oral dyskinesia; 
(vi) akathisia; (vii) dystonic movements; (viii) 
masked facies and stance. Each of these items 
was rated on a four-point scale which scored as 
(1) absent; (2) mild or just perceptible; (3) 
meederate severity; (4) very severe or inca- 
pacitating. 

Item (vii) on dystonic movements, owing to 
their episodic occurrence, was rated by direct 
questioning of the patients and ward staff. All 
other items were rated by clinical examination. 
A simple reliability study showed that the three 
investigators who examined the patients had 
an overall agreement of 80 per cent. 

(b) Wing Ward Behaviour Scale. This scale, first 
described by Wing in 1961 and discussed in 
more detail in Insttiutionalism and Schizophrenia 
(Wing and Brown, 1970) is a simple but reliable 
and valid scale for completion by nurses. It 
measures the severity of the clinical condition of 
schizophrenics as it affects their overt behaviour. 
The twelve items, each of which has a three- 
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point grading, rate behaviour such as slowness 
of movement, overactivity, social withdrawal, 
posturing, etc. Table V.lists the twelve items. 

(c) Thumb Dexterity Test. This test used a 
hand counting machine, as commonly found in 
laboratories, which is operated by rapid re- 
peated thumb movements. The assumption was 
that extrapyramidal symptoms such as akinesia 
and rigidity would impair the rapidity of the 
required thumb movements. Senior nursing 
staff supervised this test. After explanation and 
a trial run, the patient operated the counter as 
quickly as possible over two timed runs of 15 
seconds, each separated by a rest period of one 
minute. The scores obtained for each run were 
noted, as was a judgement of the patient’s level 
of co-operation. 


Trial procedure 

One investigator (N.A.) was responsible for 
the management of the trial. He was in liaison 
with the senior ward nurses and ward doctors 
and organized the administration of the various 
examinations and tests. Ward staff and doctors 
were asked to contact him if there was cause for 
concern over any of the trial patients. 

Three investigatiors (H.A.McC., G.B., and 
S.B.) were responsible for the clinical examina- 
tions concerning the Extrapyramidal Scale. All 
three investigators performed, at the same time, 
the initial assessments, and the scores for analysis 
were then obtained by consensus. The interim 
examinations were performed by S.B. The final 
examination was performed by G.B. and 
H.A.McC., who then recorded a consensus 
score. The trial was, however, blind in that the 
investigators did not know which patients had 
had their antiparkinson medication withdrawn. 
S.B. was excluded from the final examination 
on the grounds that his knowledge resulting 
from repeated interim examinations might have 
led to bias. ' 

Within 48 hours of clinical examination all 
patients on-a given ward were rated on the 
Ward Behaviour Scale and tested for thumb 
dexterity. The patients were rated on the 
Extrapyramidal Sign Scale. Patients in Groups 
B and D then had their oral antiparkinson 
drugs abruptly withdrawn. Interim clinical 
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examinations were made on the fourth, tenth 
and twenty-first days. On the twenty-eighth 
day all patients had a final clinical assessment, 
thumb dexterity test and Ward Behaviour 
Scale rating. 


RESULTS 


One woman (Group C) patient was with- 
drawn in the first week for reasons unconnected 
with the trial. 

Two patients were unable to complete the 
trial because of the development of marked 
tremor and rigidity. One was a man age 51 years 
in Group B (oral medication), and the other a 
woman aged 49 years in Group D (depot injec- 
tions). They did have three important features 
in common. These were (a) the original use of 
their AP medication was after the development 
of drug-induced parkinsonism, and so was not 
prophylactic, (b) on withdrawal of AP medica- 
tion in this trial relapse was early (within six 
days of trial commencement), sudden and 
severe, (c) they rapidly responded to smaller 
doses of AP drugs than used previously, e.g. 
benzhexol 2 mg. t.d.s. instead of 5 mg. t.d.s. 

The remaining 97 patients completed the 
trial, and the rest of this section is devoted to an 
analysis of the findings on these patients. 


(1) Extrapyramidal Signs Rating Scale 

The most relevant analysis is the comparison 
between the initial and final consensus ratings. 
The interim examinations were intended mainly 
to spot deterioration early and so prevent un- 
necessary suffering. These interim examinations 
also had the function of detecting transient 
extrapyramidal side-effects which may occur 
only in the first ten days after the depot injection 
medication. Table III gives the numbers of 
patients who showed a one-point and a two- 
point deterioration on each of the eight items of 
the Scale in the four patient groups, and also in 
Groups A +G (AP drugs continued) and Groups 
B+D (AP drugs withdrawn). There was a 
general tendency for the patients’ ratings to 
deteriorate when final and initial assessments 
were compared. This deterioration, mainly a 
one-point deterioration, was shown in all the 
groups including the ‘AP drugs continued’ 
groups. This overall deterioration may be 
attributed to the investigators becoming more 
skilled with practice in eliciting signs, but is 
just as probably due to an expectancy of deter- 
ioration consequent on the withdrawal of anti- 
parkinson drugs in half the patient population. 
In the following two paragraphs deterioration was 
regarded as a one-point or two-point change. 


Tasiz III 
Deterioration in extrapyramidal signs 





One-point deterioration 


Two-point deterioration 








Groups D A+CG BH+D A B C D A4C B4B 
r (a2) (ax) en (27) (ia) (8) (22) (21) (27) (27) (49) (48) 
Items 
1. Tremor 5 7 9 7 1428% 1429% I 1 2 0 3 6% r 2% 
2. Cogwheel rigidity 4 4 5 5 918% 919% o o o o o o 
*3. Plastic rigidity 2 6 4 9 612% 1531% o rI 0 o o 1 2% 
4. Lost arm 8 4 5 8 1926% 12235% 0 1 oO 1 o 2 4% 
5. Oral dyskinesia 3 I 2 § 510% 612% o o 0 o o o 
6. Akathisia 4 2 I 4 510% 612% O 1 I I 1 2% 2 4% 
4. Dystonic Movements... 2 I 2 2 4 8% 3 6% o o o o o o 
8. Masked facies : stance 6 6 rI If 1734% 1735% 2 r 0 o 24% I 2% 





* P < 0-05 for this item comparing Groups B+-D with Gro a A+C. 
Group A = On Oral medication, AP drugs continu 


Group B 


= On Oral medication, AP drugs withdrawn. 


Group C = On Depot injections, AP drugs continued. 
Group D = On Depot injections, AP drugs withdrawn. 
The two patients who were withdrawn from the trial i in the first week because of severe parkinsonism are 


not included in this table. 
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Only plastic rigidity (item 4) distinguished 
clearly between the groups: only 6 out of the 
49 patients whose AP drugs were continued 
(Group A-+C) deteriorated, compared with 16 
out of the 48 patients whose AP drugs were 
withdrawn (Group B+D). This difference is 
statistically significant (x3 = 6-2; P < 0-05). 

For the items lost arm swing, oral dyskinesia 
and akathisia, there was a statistically non- 
significant trend for patients in Group D to be 
more deteriorated than their control group (C). 
But the oral medication groups showed a con- 
trary effect in that fewer patients were deteri- 
orated who had their AP drugs withdrawn, 
compared with the control groups (Groups B 
and A respectively). The scores of the items on 
tremor, cogwheel rigidity, dystonic movements, 
and masked facies showed only trivial difference 
between the groups, and there is no evidence that 
AP drug withdrawal had any appreciable effect. 

Four further points should be made. First, it is 
well known that parkinsonian side-effects are 
twice as common in females as in males. Because 
of the smallness of the numbers when sexes are 
split in our four groups, we have not given the 
scores for the sexes separately. There was, in 
fact, a slightly higher proportion of women who 
deteriorated on having their AP drugs with- 
drawn. This, as expected, was most marked for 
the item ‘plastic rigidity’. Here, 10 women out of 
a total of 24 in Groups B and D deteriorated 
compared to 4 out of 24 men. 

The second point is that deterioration was 
almost invariably of mild severity (one-point); 
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those who showed a two-point deterioration 
are very few in number, and their scores being 
fairly evenly distributed throughout the groups, 
irrespective, therefore, of whether AP medica- 
tion was withdrawn or not. 

The third point is that some patients receiving 
depot injections may only experience extra- 
pyramidal reactions in the first 3 to ro days 
following the date of injection. One might 
postulate that as our trial patients on these 
regimes were receiving their injections at various 
times during the trial the final examination 
might have overlooked those patients who 
showed a transient deterioration. However, 
study of the interim examinations failed to 
show any such pattern. 

The final point concerns the ‘improved’ and 
‘unchanged’ ratings. Table IV gives the 
numbers of patients who were unchanged, and 
also those who showed a one- or two-point 
improvement. The one-point and two-point 
improvement scores have been summated in this 
table, as only four patients showed a two-point 
improvement. The table shows that if the items 
are taken separately then it is seen that the 
majority of the patients did not change. 

The analysis of the extrapyramidal rating 
scale can be summarized by stating that there 
was a significantly increased number of patients 
who developed or showed an increase in plastic 
rigidity when their AP drugs were withdrawn. 
These patients were mainly female. There was 
also a trend for the patients on depot injections 
who had their AP drugs withdrawn to do slightly 








Tasre IV 
Improvement in extrapyramidal signs 

Unchanged One or two point improvement 

Groups A B G D A+C B+D A B C D A+C B+D 

(22) (21) (27) (27) (49) (48) (22) (21) (27) (27) (49) (48) 

Items 

1, Tremor a 12 8 13 19 2551% 2756% 4 5 3 I 715% 612% 
2. Cogwheel rigidity 4 16 20 20 3469% 3675% 4 I 2 2 612% 3 6% 
3. Plastic rigidity I9 13 2I 17 4082% 3062% N 3 2 F 3 6% 2 4% 
4. Lost arm swing 13 16 20 26 3367% 3267% Io 2 2 3 6% 2 4% 
5. Oral dyskinesia 18 18 23 19 4184% 3777% 1 2 2 3 3 6% 510% 
6. Akathisia .. I6 14 23 18 3980% 3267% 2 4 2 4 4 BY 817% 
7. Dystonic movements .. 20 20 24 24 4490% 449% 0 0 2 Iı 24% 1 2% 
8. Masked facies : stance 14 13 14 15 2857% 2858% 0 1 2 I 24% 2 4% 
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worse than the control group on certain other 
items. Paradoxically, the oral medication experi- 
mental group did not deteriorate on these items 
as much as their matched controls group. The 
reason for this is not clear. That the mean 
chlorpromazine equivalent dose was smaller 'in 
Group B than Group A should not be forgotten, 
but this would not fully explain the last finding. 


(2) Thumb Dexterity Test 

An analysis of the results of this test did not 
show any significant difference between the 
patient groups when the initial and final 
examinations were compared. Though this test 
has the apparent merit of simplicity, it was 
shown to be too unreliable for clinical or 
research purposes. 


(3) Wing Ward Behaviour Scale 

Table V lists the numbers of patients who 
deteriorated or improved in the treatment 
groups when assessed on the Ward Behaviour 
Scale. It can be seen that there were relatively 
few patients who deteriorated or improved 
compared with the total number of patients in 
each treatment group—the great majority were 
unchanged. 

Deterioration might predictably arise after 
withdrawal of AP medication by the effect of 
the development of parkinsonian symptoms 
upon scores allocated to items 1, 2 or 5 (which 


measure slowness of movement, under-activity, 
and social withdrawal). This did not in fact 
happen, nor did the converse hypothesis of AP 
drug withdrawal, causing reduced sedation and 
so leading to increased alertness in the experi- 
mental group find much support from these 
results, except for a slight trend towards general 
improvement. 

The only interesting finding is that, irre- 
spective of whether or not AP drugs were 
withdrawn, there was a general trend for more 
patients to improve than to deteriorate in all 
the treatment groups by the end of the trial. 
Items which illustrate this are numbers 1, 2, 4, 
5, 6, 7, 8, 9, 10. That so many items, including 
those which are a measurement of frank 
psychotic behaviour such as 7 (laughing and 
talking to self) and 8 (posturing and man- 
nerisms), should show improvement throughout 
the treatment groups is probably a general halo 


effect due to the patients benefiting from the © 


increased interest shown in them. 


Discussion 

The outstanding feature of this trial is that 
only 2 out of 50 patients who had their anti- 
parkinson medication stopped developed extra- 
pyramidal symptoms of such severity that 
medication had to be resumed. This relapse 
rate of 4 per cent is the lowest we can find in 
the literature. 








Taste V 
Wing ward behaviour scale es 
Improved patients Deteriorated patients 
Groups Cc D A+C B+D A B C D A+C B+D 
laa) a) (27) (27) (49) GB) (22) (21) (27) (27) (49) (48) 
Items 

1. Slowness of movement 1 2 4 5 5 7 o rı 2 Oo 2 I 
2. Underactivity o 3 2 5 2 8 I I oO i I 2 
3. Overactivity . 2 1 I 2 3 3 o 2 2 2 2 4 
4. Conversation .. o 2 2 $ 2 7 tr I fr 8 2 4 
5. Social withdrawal 4 4 3 4 7 8 2 I 2 I 4 2 
6. Leisure interest 3 8 2 4 5 7 o I R2 lI 2 2 
7. Laughing and talking to self . I 2 8 8 4 5 I I oO 8 I 4 
8. Posturing and mannerisms .. o 3 5 4 5 7 I O I I 2 I 
g. Threatening or violent behaviour 3 I 5 2 8 3 o o ft 2 I 2 
10. Personal hygiene 1 OQ Fr 8 2 3 o O0 Ii Oo I o 
11. Personal appearance . 1 0O 3 8 4 3 o I 2 2 2 3 
12, Behaviour at meal time oOo O I 2 I 2 oO o I 1 I I 
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Orlov and his colleagues (1971) had a relapse 
rate of g per cent—7 out of 93 patients. They, 
however, commented on the psychological 
factors involved, and on the fact that in 4 of 
these 7 patients the withdrawal symptoms which 
led to drug replacement included agitation, 
‘collapse’, joint stiffness and ‘delirium tremens’! 
True severe extrapyramidal symptoms occurred 
in only 3 patients (4 per cent), a similar relapse 
rate to ours. 

St. Jean et al. (1964) comment on the import- 
ance of placebo in reducing the apparent relapse 
rate, and therefore on the influence of psycho- 
logical factors upon the diagnosis of withdrawal 
symptoms. 

Nevertheless, such a low relapse rate as ours, 
compared to the 18 per cent of Klett and 
Caffey’s (1972), the 27 per cent of Stratas et al. 
(1963), the 18 per cent of Cahan and Parrish 
(1960) and the 41 per cent of Mandel and 
Oliver (1961) poses the problems of the 
comparability of the various surveys. One 
explanation of this discrepancy may lie in 
differences in neuroleptic dosage. It is well 
known that American hospitals tend to use 
much higher doses of these drugs than do 
British hospitals. Many surveys of the effects of 
AP drug withdrawal do not give much detail 
of antipsychotic drug dosage, but Ananth et al. 
(1970) revealed that 10 per cent of their experi- 
mental group were receiving a chlorpromazine 
equivalent dosage of over 800 mgm. per day. 
Not one of our patients was on such a high 

pose. Similarly, in the Klett and Caffy survey 
their patients on chlorpromazine (101 patients) 
received an average of 800 mgm. per day. 

This is an important point, as the frequency 
of extrapyramidal complications rises as pheno- 
thiazine dosage increases (Ayd, 1961), and all 
the surveys mentioned above are American 
studies. 

Two surveys have shown a very high relapse 
rate after the withdrawal of AP medication 
when these drugs were introduced for the 
treatment of induced extrapyramidal reactions. 
In the Mandel and Oliver (1961) survey (a 
double blind trial) 41 per cent of 63 patients 
relapsed, and' in another double blind trial 
(Mandel et al., 1961) 80 per cent of 40 patients 
on thioperazine relapsed. Ayd (1961) showed 
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that only a minority of patients on pheno- 
thiazines developed extrapyramidal symptoms, 
the frequency of such complications varying 
with different drugs. This implies that only a 
susceptible minority develop complications and 
require AP medication, and it can be predicted 
that they would be more sensitive to AP with- 
drawal. Indeed, our two patients who relapsed 
had both shown extrapyramidal symptoms 
before being placed on antiparkinson drugs. 

Our survey has shown a number of patients 
who have deteriorated on certain items of the 
extrapyramidal rating scale (Table ITI), but 
not to an extent sufficient to warrant AP drug 
resumption. Nevertheless, this raises the question 
of whether such findings may well indicate 
patient discomfort unnoticed by the ward staff 
and not verbalized by the patient. Ekdawi and 
Fowke (1966) commented on the variations of 
tremor and rigidity from day to day in pheno- 
thiazine-treated patients on AP drugs. We 
have already commented on the fact that all our 
patient groups ‘deteriorated’ whether they 
were on AP drugs or not, and we suspected this 
was either a heightened awareness or un- 
conscious bias on the part of the examiners. 
Kennedy and his colleagues (1971), in an 
extremely careful survey of patients on pro- 
longed phenothiazines therapy, the great majo- 
rity being on antiparkinson drugs, nevertheless 
found that of their 63 patients 88 per cent had 
tremor, 68 per cent had rigidity and 38 per cent 
akathisia, and these complications were equally 
divided between the sexes. 

Such findings as these indicate that symptoms 
such as tremor and rigidity are present in 
very many phenothiazine-treated psychiatric 
patients despite their being on AP drugs, and 
are therefore likely to be detected on careful 
clinical examination. Without more direct 
evidence of incapacity or discomfort, the signs 
of deterioration found in our patients on clinical 
examination would not in themselves indicate the 
necessity or even desirability for AP drug 
treatment. As a check, we have performed a 
three-month follow-up on patients in our trial 
who had not been replaced on AP drugs. This 
follow-up was performed without scanning the 
item sheets of the trial, and showed that those 
who had nominally deteriorated in the final trial 
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examination in respect of certain items had not 
Maintained this deterioration. On the other 
hand, 8 other patients had been replaced on the 
drugs by the ward doctors. Of these 8 only one 
was a woman. Since frank akathisia and par- 
kinsonism occur twice as often in women as in 
men (Ayd, 1961), this AP drug resumption in 
so many men is a curious phenomenon. Again, 
although eight wards were involved in the trial, 
out of the 7 men who were replaced on AP 
drugs, four came from one ward and no clinical 
reasons were recorded to support this decision. 
One must suspect discomfort on the part of the 
doctor rather than of the patients! Two of the 
men on other wards had had their phenothi- 
azines changed or increased and AP drugs had 
been added at the same time. The remaining 
one male and one female patient were noted 
to have a tremor at the time of AP drug resump- 
tion. 

Exacerbation of extrapyramidal symptoms 
usually occurs in the first 1-2 weeks following 
AP withdrawal, though the relapse may be 
delayed until 4 or even 6 weeks. If the two 
patients with tremor who were replaced on AP 
medication after the formal completion of our 
trial represent a true clinical deterioration, our 
overall relapse rate is 8 per cent. 

Stratas et al. (1963) found in the 27 per cent 
of their 88 patients who relapsed on AP with- 
drawal that resumption of these drugs could be 
obviated without detriment to the patient by 
either reducing chlorpromazine dosage or re- 
placing chlorpromazine by thioridazine. This 
procedure seems justifiable, and when extra- 
pyramidal complications persist with depot 
injections a reduction in strength or frequency of 
these injections might usefully be combined with 
the addition of thioridazine if thought necessary. 

Our survey does not answer the problem of 
whether all patients should be started on AP 
drugs at the time antipsychotic medication is 
initiated. This procedure is certainly never 
indicated with thioridazine alone, but with other 
drugs, and particularly when medication is 
started on an out-patient basis, antiparkinson 
medication can save a proportion of the patients 
from distress and discomfort. This safeguard is 
particularly advisable with the depot injections. 
Though certain patients may not develop 


extra-pyramidal complications on these drugs 
a good number do so. With the present day 
tendency to discharge schizophrenics within 6-8 
weeks of admission if their active psychotic 
symptoms are under control, we have found 
in our clinical experience an unfortunate few 
who did not initially require AP medication but 
in whom a build up of the fluphenazine seemed 
to occur, with complications such as parkin- 
sonism developing after discharge. 

Orlov et al. (1971) have argued on the basis 
of the literature that extrapyramidal reactions 
mainly occur and spontaneously remit within the 
first three months of antipsychotic medication. 
This would seem a reasonable period to pre- 
scribe AP drugs, following which one can 
attempt their cautious withdrawal. 

As reported in the Results Section, the Wing 
Scale did not reveal definite deterioration or 
improvement in the patients’ behaviour which 
could be adduced as being due to AP with- 
drawal. Using different psychiatric scales Ananth 
et al. (1970) and St. Jean (1961) also failed to 
demonstrate any change in psychiatric beha- 
viour on AP drug withdrawal. 


SUMMARY 


In a blind controlled trial using 99 patients 
on oral phenothiazines and depot pheno- 
thiazines, only 2 out of 50 patients (4 per cent) 
developed marked extrapyramidal symptoms 
within four weeks of withdrawal of their anti- 
parkinson drugs. A further 2 patients may have 
later deteriorated clinically, making a total. 
relapse of 8 per cent. 

A statistically significant increase in a mild 
degree of plastic rigidity was noted in the anti- 
parkinson drug withdrawal groups, but no 
clinically apparent discomfort was observed in 
these patients. The common occurrence of 
minor forms of extrapyramidal symptoms 
throughout the trial in all patients groups is 
noted and discussed. 

The implication of these findings, which 
confirm previous American studies, is that for 
the great majority of patients who have been on 
anti-parkinson drugs for over three months these 
drugs are unnecessary and can be withdrawn 
without disadvantage. Antiparkinson drugs 
themselves can cause side-effects, and, of course, 
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they add to the total cost of patient treatment— 
both logical reasons for their discontinuation 
whenever practicable. 
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Difetarsone (‘Bemarsa]’) and other Anthelminthic Drugs in the 
Treatment of Trichuris trichiura (Whipworm) Infestation in a 
Subnormality Hospital 


By J. M. H. BOYCE, T. C. FITZGERALD and R. GREGG 


INTRODUCTION 

The incidence of Trichuris trichura infestation 
in the United Kingdom appears to be particu- 
larly high in hospitals for the mentally sub- 
normal (Lynch et al., 1972) and amongst immi- 
grant children (Thompson et al., 1972). Whether 
or not these, mainly light to moderate, infesta- 
tions are harmful appears to be in doubt, but in 
view of the recommendations of the WHO 
Expert Committee (1964), the possibility of 
spread of the infestation to ward attendants, and 
the publicity (Western Mail, 1970) which may 
attend attempts to eliminate the parasite from 
the environment of a subnormality hospital, 
treatment is desirable if not obligatory. 

Of the marketed anthelminthics only thiaben- 
dazole is reported to be active against the whip- 
worm, but side-effects from its administration 
can be severe. 

A chance observation that difetarsone [1, 2, 
di(4-arsonophenylamino)] ethane decahydrate 
(‘Bemarsal’) caused the disappearance of T. 
trichtura eggs from the stools was made whilst 
treating amoebic dysentery, and led to a study 
of the drug in this indication (Junod, 1965). 
Its effectiveness for trichuriasis has been con- 
firmed by other workers on the continent 
(Limbos et al., 1968; Garin et al., 1970 and 
Nitzulescu et al., 1970), in Malaya (O’Holohan 
et al., 1972), Canada (Lencaner, 1972) and the 
United Kingdom (Lynch et al, 1972). As the 
literature contains reports on more than 1,000 
patients treated with excellent tolerance and 
complete safety, it was decided to attempt the 
elimination with this drug of trichuris in a sub- 
normality hospital. 


PATIENTS AND METHODS 
Patients 
The subjects studied were in-patients in two wards 


at a subnormality hospital in Cardiff. At the outset 
of the study there were 40 female patients in one 
ward and 41 male patients in the other. Thirty-five 
females and 34 males were treated with difetarsone 
and of these 33 females and 33 males were followed-up 
for a period of 14 months after treatment. 

The patients’ physical ages were between r0 and 
24 years. All patients had an I.Q. of less than 40, 
the majority being less than 20. Thirty-six were 
epileptics and 10 suffered from Down’s syndrome; 
many were doubly incontinent. Before treatment all 
patients were examined physically and weighed. 
Laboratory investigations carried out before and 
immediately after treatment with difetarsone in- 
cluded haemoglobin, red cell count and absolute 
values, white cell and eosinophil count, ESR, platelet 
count, serum iron (where indicated), alkaline phos- 
phatase, aspartate aminotransferase (GOT) and 
bilirubin, blood urea and urinalysis. 


Faeces examination 

Faeces were examined for T. trichiura and other 
parasites by a concentration method in which one 
gram of faeces was emulsified in 10 ml. of 10 per cent 
v/v formol saline and strained through a 40 mesh 
gauze into a universal container. Three to four ml. o 
ether were added, the contents thoroughly shaken for 
3-4. minutes and centrifuged for exactly 2 minutes at 
2,000 r.p.m. in an MSE ‘minor’ centrifuge. After 
loosening the plug of debris and discarding the 
supernatant, the deposit was mixed and the number 
of eggs counted after transferring at least two drops 
(0-04 ml.) with a 50 dropper pipette to a microscope 
slide. This volume was usually at least half of the total 
deposit volume, and preliminary trials demonstrated 
that in our hands this method gave good correlation 
with counts obtained by the method of Allen and 
Ridley (1970). Counts were expressed as number of 
eggs per gram of faeces. Egg counts were performed 
on two specimens of faeces before treatment and on 
one specimen taken at 14 days after viprynium, 
thiabendazole and bephenium courses, and at 14-16 
days, 21-23 days and 35-37 days after completion of 
difetarsone courses. Specimens of faeces were also 
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examined at 60 days, roo days and 6 months after 
completion of difetarsone treatment. 


Environment 

Samples of dust from floor sweepings, tops of doors, 
curtain rails and ward furniture were examined for 
trichuris eggs, as were soil samples from a 14-acre 
playing field, containing swings, roundabouts and 
rocking toys, used by the children. 


Staff 
Samples of faeces from the nursing staff in both 


wards were also examined for the presence of 
trichuris eggs. 


Treatment 
During the 2} year period of study, five regimens 
of treatment were employed: 
1, Viprynium (Vanquin) 5 mg./kg. as one dose. 
2. Thiabendazole (Mintezol) 25 mg./kg. b.d. for 
three days, taken after meals. 
3. A combined course of viprynium and thiaben- 
dazole given as follows: 


Day 1: Viprynium 5 mg./kg. as one 
dose 

Day 2: Thiabendazole 50 mg./kg. as 
one dose 


Day 3, 4 and 5: Thiabendazole 25 mg./kg. b.d. 

4. Difetarsone 50 mg./kg. to a maximum of 4 X 500 

mg. tablets given as a single dose daily for 5 days. 

5. Difetarsone 50 mg./kg. given as a single dose 

daily for 7 days. 

Treatment was given to both infested and non- 
infested patients. The dates when the different 
treatments were given are shown in Fig. 1. The 
presence of any side-effects was noted. 
td 

Finpincs BEFORE TREATMENT 


Faeces examination 

At the outset of the study in 1970, 39 (95 per 
cent) of the males and 25 (63 per cent) of the 
females were infested with trichuris. The degree 
of infestation, as judged by egg counts, varied 
from patient to patient, but similar counts were 
generally found in consecutive faecal samples 
from the same patient. Analysis of the pre- 
treatment range of egg counts is shown in 
Table I. Giardia lamblia cysts were found in 17 
patients. Enterobius vermicularis eggs were found 
in two patients, but no special laboratory 
procedure, such as the sellotape method, was 
used. An incidental finding was that three of the 
females were excreting Shigella sonnet. 
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Taste I 
Pre-treatment T. trichiura egg counts in faeces of 
infested patients 
Number with infestation 
E . faeces 
sits Males Females 
I-100 .. a 10 9 
101—500 .. en 12 7 
501—1,000 as 6 3 
1,001—2,000 6 2 
2,001-10,000 ys 4 4 
Over 10,000 I fe) 
Total z4 y 39 25 
Haematology 


Eosinophilia: Thirty of the infested patients 
had eosinophil counts of over 400/c.mm., but 
there was no correlation between the eosinophil 
count and the egg count. Three patients with an 
eosinophilia in excess of 400/c.mm. appeared to 
be free from T. trichiura as judged by repeated 
faecal sampling over several months, and when 
positive results were eventually obtained the 
egg counts were less than 100 per gram of faeces. 

Haemoglobin: At the outset of the study two 
females infested with T. trichiura had a haemo- 
globin of less than 10 g. per cent (one of 7-7 g. 
per cent which had risen to 9'9 g. per cent and 
a serum iron of 14 ug. per cent before treatment 
with difetarsone, and the other, a haemoglobin 
of 8-4 g. per cent which had risen to 11-1 g. per 
cent before treatment). None of the males was 
found to be anaemic. 


Other investigations 

Platelet counts were normal in all patients. 
No abnormalities were detected in the serum 
alkaline phosphatase, bilirubin, GOT and blood 
urea examination performed on each patient 
before the start of difetarsone treatment. 
Urinalysis revealed no abnormalities before 
treatment except for two males who had urinary 
tract infections. 


Symptomatology and signs of T. trichiura infestation 
Because of the mental state of the patients it 
was impossible to elicit symptoms, particularly 
those related to the gastrointestinal tract. 
However, of those infested, 27 had frequency of 
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stools, but two of these were also found to be 
excreting S. sonnei. Three of the uninfested 
patients had looseness of the bowels, and one of 
these was excreting G. lamblia cysts. None of the 
patients had ever passed blood in their stools, 
and frank diarrhoea was never seen. Other 
organic lesions of the gut were excluded in all 
cases, but two infested patients appeared to have 
attacks of vague abdominal pain before treat- 
ment for which no cause could be found. Failure 
of normal weight gain was seen in 8 patients, 
but no weight loss was recorded. 


Environment 

Dust: No trichuris or other helminth eggs were 
found in any of the dust samples from the ward 
areas examined. 

Playing field: The ground around the fixed 
toys in the playing field was macroscopically 


%o Patiants excreting Trichuris eggs 


1970 





1971 


contaminated with faeces, and all of 10 samples 
revealed the presence of T. trichiura eggs. Eggs 
were also found in 2 of 10 samples of soil, free 
from macroscopic faecal contamination, from 
these particular areas. Samples of soil examined 
from other parts of the playing field showed no 
eggs, but the sample size was of necessity small 
compared with the area of the field. 


Staf 

None of the staff working on the infested 
wards were found to be excreting T. trichiura 
eggs in faeces examined. 


RESULTS OF TREATMENT 
Egg counts 
The effects of the different treatments on the 
egg count in the faeces of the patients are sum- 
marized in Fig. 1. The results of treatment with 


Fia, 1.—The effect of the different anthelminthic drugs on the trichuris egg counts in faeces. 


1. Vipryniun or thiabendazole. Half of patients treated 
with viprynium and half with thiabendazole. 


. Viprynium/thiabendazole combination. 
4. Bephenium. 


5. Viprynium/thiabendazole. 

6. Difetarsone (5-day course). 

7. Difetarsone (5-day course). Given to only the 19 
patients excreting Tnchuris eggs on 3/1/72. 

8. Difetarsone (7-day course). 


BY J. M. H. BOYCE, T. C. FITZGERALD AND R. GREGG 


thiabendazole and viprynium separately and in 
association were disappointing. Transient lower- 
ing of the infestation rate in the females was 
seen after completion of one course of either 
viprynium or thiabendazole and one combined 
course of viprynium and thiabendazole, but 
within two months, during which time a second 
course of viprynium and thiabendazole had 
been given, 21 of the 38 females were infested 
compared with 25 out of 40 at the outset. At the 
end of nine months, during which time all the 
patients had received one course of either 
viprynium or thiabendazole, 3 of viprynium/ 
thiabendazole and one of bephenium, the in- 
festation rate had dropped to 15/40 (38 per 
cent) in the females and 26/34 (77 per cent) in 
the males. However, within five months in- 
festation rates had risen to 21 out of 37 in the 
females and 31 out of 33 in the males. These 
infestation rates rose over the next six months 
until all the males and 64 per cent of the females 
were infested. The first course of difetarsone was 
then administered; and the effect on the 
infestation rate is shown in Table IT. 

The initial response to this first course of 
difetarsone was good. Only 4 patients were 
excreting eggs on the 23rd day after completion 
of treatment, but by the 37th day 19 were 
excreting eggs. A further course of difetarsone 
was given to the infested patients only, without 
effect. There was no further reduction in the 
number of patients excreting eggs until a seven 
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day course of difetarsone was given approxi- 
mately four months after the first course. The 
result of this course of treatment which was given 
to all the patients was more encouraging; 
eradication of the parasite was achieved in all 
but one of the females and all of the males, as 
judged by the egg counts performed six months 
after completion of the course. 


Symptomatology 

The vague symptoms of abdominal pain, and 
looseness of bowels persisted until difetarsone 
was started, after which all but three patients 
had normal bowel function. Other than this, no 
objective differences were observed clinically, 
except that generally one had the impression 
that many of the previously infested patients 
appeared ‘healthier’. 


Haematology 

The patient whose Hb was 9-9 g. per cent 
before difetarsone treatment was given a course 
of oral iron, and her Hb rose to 12-3 g. per cent. 

The eosinophilia present in the infested 
patients at the outset of the study remained 
throughout treatment with viprynium, thiaben- 
dazole, both singularly and in combination, 
and with bephenium. After completion of the 
first course of difetarsone, only 6 patients had 
an eosinophilia of over 400/c.mm. Two of these 
were excreting eggs on the 37th day after the 
first treatment but subsequently all 6 excreted 


Tas ez II 


Effect of difetarsons on T. trichiura egg exeretors 





Duration of Number of Pre-treatment 
treatment patients Sex excretors/ 
treated Total patients 
M 34/34 
5 days 70 
F 23/35 
M 13/32 
5 days 19 
F 6/33 
M 16/33 
7 days 67 
F 4/34 


Number of excretors/numbers 














screened between post-treatment days 

14-16 21-23 35-37 6o72 «998-104 180-190 
2/32 2/32 13/32 

1/35 2/35 3/33 

19/31 {ax 11/21 16/33 

6/33 4/33 10/34 4/34 

0/33 o/32  oj32 3/31 3/33 0/33 
0/34 o/32 Oo/gaz 1/32 0]33 1/33 
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eggs until the seven-day course of difetarsone 
was given. Following this, all the patients who 
had an eosinophilia ceased to excrete T. 
trichiura eggs. However, three patients still have 
an eosinophil count in excess of 400/c.mm., and 
one of. these is excreting Entamoeba coli cysts. 


Side-effects of treatment 

In general, the various treatments were well 
tolerated. Minor side-effects occurred with 
bephenium and thiabendazole when used 
alone (vomiting and/or diarrhoea), and tran- 
sient skin rashes occurred during the last 
course of treatment with the viprynium/ 
thiabendazole association. Side-effects were 
minimal with the first course of difetarsone, mild 
diarrhoea being experienced by 8 patients, one 
of whom also vomited once. One patient 
developed a diffuse macular rash on the third 
day of the first course, but on stopping the drug 
for one day the rash disappeared and did not 
reoccur when treatment was re-instituted. The 
second (where given) and third courses of 
difetarsone produced no ill effects in any of the 
patients. Biological monitoring revealed no 
abnormality of the serum GOT, alkaline phos- 
phatase, bilirubin: or blood urea following 
difetarsone treatment, and no proteinurea was 
detected. Difetarsone had no effect on the 
platelet count, haemoglobin or white cell count. 


The environment 

Ward area : Throughout the various treatments 
no special procedures were put into effect 
within the ward areas other than the daily 
routine cleaning; in this particular attention was 
paid to preventing a build-up of dust, for it has 
been shown that eggs can be found in dust even 
from high-up areas such as fanlights and window 
ledges (Lynch et al., 1972). However, we failed 
to find any eggs in dust from these sites. 


Playing field: Because many of the patients. 


had faecal incontinence and were in the habit 
of eating foreign matter, including soil, an 
attempt was made to reduce the reservoir of 
eggs in the field, particularly in those areas 
where the soil was known to be contaminated 
with faeces. The whole area was heated twice 
with a flame thrower, then ploughed, raked 
and reseeded with grass. Following the flaming 
and ploughing, samples taken from areas known 


to be contaminated were free of eggs. The field 
was then reduced to about } acre so that it 
could be more readily surveyed for faecal 
contamination. The ideal solution of an im- 
permeable surface was discarded because of the 
increased risk of injury to these patients. 


Discussion 

Although faeces examination of the patients 
at the outset of the study showed the presence 
of trichuris eggs in 63 per cent of the females 
and 95 per cent of the males, only one patient 
could be regarded as being heavily. infested, 
i.e. having an egg count af over 10,000 eggs per 
gram of faeces. There was very little clinical 
evidence of infestation. Symptoms when present 
were vague and difficult to assess, there being 
no bloody stools or gross loss of weight with 
malnutrition. However, we were guided in our 
indication for treatment by the WHO Expert 
Committee on Helminthiasis, which recom- 
mended (1964) that since children (and these 
patients could only be regarded as children) 
were more sensitive to whipworm infestation 
than adults they should be treated. Also, 
because of the high infestation rate, there was 
a possibility of ward staffs becoming infested. 

Difetarsone is thought to act only on the 
mature worms, in which it causes a break 
between the whip and body portions (Junod, 
1965); in this study, examination of faeces 
during treatment with difetarsone failed to 
reveal the presence of expelled worms, either 
intact or broken. Beer (1971) has shown that 
Trichuris suis can infest man. This was of some 
interest to us, as the hospital where these patients 
were studied was built on ground on which pigs 
had been run 13 years before this study. How- 
ever, Beer kindly examined and reported that 
the eggs from these patients conformed to the 
measurements of Trichurts trichiura rather than 
to those of Trichurts suis. 

In this study, viprynium, thiabendazole and 
bephenium proved disappointing, but the 
results achieved with difetarsone, together with 
the good toleration of the drug by the patients, 
suggests that it is worth considering its. usage 
where an indication for treatment of T. trichiura 
exists. - fe 
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One interesting finding was the failure of a 
second five-day course of difetarsone to affect 
the excretion of eggs in patients in whose stools 
eggs reappeared 37 days after completion.of the 
first course, yet a seven-day course given 
approximately five months after the first did 
reduce the incidence of infestation. We would 
therefore recommend that a seven-day rather 
than a five-day course should be given. The 
monitoring of these patients’ faeces will be 
continued to determine at what intervals re- 
treatment might be necessary. 


SUMMARY 

The patients in two wards at a subnormality 
hospital were examined for evidence of T. 
trichiura infestation. Sixty-three per cent of the 
females and 95 per cent of the males were 
found to be excreting trichuris eggs in the faeces. 
All the patients were treated at intervals over a 
at-year period with viprynium, thiabendazole, 
bephenium and difetarsone. A five-day course of 
difetarsone reduced the incidence to 27 per cent 
in the females and 49 per cent in the males. A 
further seven-day course of difetarsone reduced 
the incidence to 3-0 per cent in the females and 
nil in the males at a six-months follow-up. Side- 
effects were minimal. Viprynium, thiabendazole 
and bephenium were unsuccessful in eliminating 
the infestation. 
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Operant Conditioning in the Treatment of Anorexia Nervosa: 
A Review and Retrospective Study of 11 Cases 


By S. BHANJI and J. THOMPSON 


INTRODUCTION AND REVIEW OF THE 
LITERATURE 

Anorexia nervosa is a disorder characterized 
by loss of appetite, amenorrhoea, and weight loss 
in the absence of any primary psychiatric or 
physical illness (Dally and Sargant, 1966). 
Features which have recently been stated to be 
of value in distinguishing it from anorexia due 
to other causes are: denial of illness, bradycardia 
and lanugo hair (Wright et al., 1969). The 
weight losses in this condition are usually at least 
20 per cent of ideal body weight, depending on 
the quality and promptness of treatment. 

The management of anorexia nervosa is 
generally divided into two phases: the restora- 
tion of lost weight, and then the correction of the 
pathological attitudes regarding eating. A wide 
variety of regimes have been devised to achieve 
weight gain. Fourteen of these have been briefly 
presented by Blinder et al. (1970). The lowest 
weekly weight gains occurred with regimes 
relying heavily on psychotherapy or counselling. 
Of the medically orientated approaches, the 
most successful, in terms of rate of weight gain, 
was treatment with chlorpromazine and insulin, 
which produced a mean weekly gain of 2-1 kg. 
as compared to 1:0 kg. with bed rest and a 
high calorie diet alone (Dally and Sargant, 
1966). Unfortunately, however, both the super- 
vision of meals and the use of large dosages of 
medication can pose problems for patients and 
staff: hence the recent interest in behaviour 
therapy techniques, the subject of this review. 

Lang (1965) described a female patient aged 
23 with ‘nervous anorexia’. The eating diffi- 
culties were less extensive than in true anorexia 
nervosa, being confined to new situations and 
when acting perversely; no mention was made of 
amenorrhoea. Using relaxation, the patient was 
desensitized to travel, disapproval, and being 
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the centre of attention. Concurrently, eating 
behaviour improved. However, attempts to 
specifically counter-condition anxiety over 
eating failed. 

The same year Hallsten reported on the 
treatment of a 12-year-old girl who weighed 
31-7 kg., having lost an estimated 11 kg. 
Physical illness was excluded, but there was 
no mention of amenorrhoea. Initially the 
parents’ visits to the patient in hospital were 
made contingent upon her having gained 
weight. On the author’s admission this was 
never properly carried out, and was superceded 
by treatment by reciprocal inhibition. Under 
relaxation the patient was asked to imagine 
actual eating situations and consequent weight 
gain. She achieved a final weight of about 36-3 
kg. at a rate of some 2-1 kg. per week. Her 
general improvement was maintained at follow- 
up five months later. 

The management of a woman aged 37 years, 
with weight loss and amenorrhoea of some 20 
years duration, was reported by Bachrach et al. 
(1965). Initially, correct eating behaviour was 
reinforced verbally; later the amount of food 
eaten was rewarded by certain privileges, such 
as watching television and taking walks. The 
patient’s weight increased until it appeared that 
surreptitious vomiting was preventing further 
weight gain. At this point further rewards were 
made contingent upon weight gain, with good 
results. In all the patient gained some 6-9 kg. in 
two months. 

Leitenberg et al. (1968) reported two patients. 
The first was a 14-year-old girl with 8 per cent 
weight loss. The second girl, who was aged 17, 
had about 25 per cent weight loss. Both had 
amenorrhoea and a fear of obesity. During 
treatment a 4,000 calorie diet was offered. 
Following an initial non-reinforcement period, 
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certain activities, such as watching television, 
were allowed depending upon weight gain. 
The first patient showed a clear increase in 
calorie intake and weight gain under the rein- 
forcement condition. In the treatment of the 
second patient, a nine day extinction trial was 
included, during which only a slight increase in 
calorie intake occurred, but weight gain in fact 
continued. The authors felt that this finding 
did not invalidate the reinforcement hypothesis, 
since the extinction trial might have been 
introduced too late, have been too short, or 
have been minimized by the earlier intermittent 
reinforcement well known to be resistant” to 
decay. A further possibility was that the 
prospect of leaving hospital remained as a 
constant reinforcer. Finally, they suggested that 
whilst eating behaviour might have improved 
initially in response to extrinisic reinforcement, 
it was maintained by unknown intrinsic factors, 
such as awareness of improvement. 

Azerrad and Stafford (1969) reported one 
female patient, 13 years old, whose history 
followed the pattern typical of anorexia nervosa, 
save that there was no mention of amenorrhoea. 
In hospital both parents and staff dealt con- 
sistently with the patient’s manipulative be- 
haviour. In addition, reward points were 
awarded daily, depending on weight gain, and 
could be exchanged for cosmetics, writing 
paper, trips out, etc. Four different reinforce- 
ment schedules were used to find the optimum 
means and rate of reward. One finding was that 
weight gain proved unsatisfactory as a criterion 
for reinforcing eating behaviour. When reward 
points were contingent on the amount of food 
eaten, both the amount of food eaten and that of 
weight gained increased. 

The same year, Stumphauzer (1969) de- 
scribed the management of food refusal in a 
27-year-old man admitted with a history of 
frequent suicide threats and episodes of alter- 
nating anorexia and overeating. Unwillingness 
to eat, as well as other uncooperative behaviour, 
improved when eating was rewarded by his 
being allowed out of hospital with his favourite 
uncle. The suggestion was made that behaviour 
therapy techniques can be used as crisis measures 
in psychogenic anorexia. 

Blinder et al. (1970) reported on six girls with 
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anorexia nervosa. The first three were aged 22, 
15 and 20 years; each had weight loss and 
amenorrhoea. The fourth patient was aged 17 
and weighed 22-7 kg. The fifth and sixth 
patients were not described in any detail. The 
reinforcer in this series was being allowed out 
of hospital for six hours each day contigent 
upon weight gain. The regime was based on the 
principle that a low frequency bebaviour 
(eating) will increase if rewarded by the subject 
being permitted to indulge in a high frequency 
behaviour (overactivity). The first three patients 
gained an average of 1-8 kg. each week, the 
reinforcement criterion being a weight gain of 
-22 kg. each day. The fourth patient, who was 
considered too ill to be permitted unlimited 
physical activity, was rewarded by making 
reductions in the dosage of a strongly disliked 
drug treatment contingent upon weight gain. 
This patient gained some 2+7 kg. each week. 
In the light of this gain, associated with reduc- 
tion in chlorpromazine intake, the authors 
suggest that ‘the value of concomitant use of 
drugs during the period of behaviour therapy 
requires further investigation’. It may well be, 
however, that differences in physical activity, 
and hence energy expenditure, could explain 
the difference in weight gain. The remaining 
two patients were treated using a regime in 
which only two target weight gains were 
stipulated. The first allowed the patient to get 
up, the second secured discharge home. In this 
respect the regime resembled the traditional 
method of treatment based on support in a 
hospital environment and encouragement to 
eat. Interestingly, the rate of weight gain in 
these two patients was greater than that of the 
others. 

Bianco (1971) has recently described two 
cases of anorexia nervosa who responded well 
when weight gain was rewarded by access to 
ward privileges and excursions out of hospital. 
At eighteen months follow-up both patients 
were of adequate weight. However, as they 
had been receiving psychotherapy during this 
period, the effect of the initial treatment is 
difficult to assess. 

Finally, Lobb and Schaefer (1972) describe 
a 32-year-old woman with alcoholism, severe 
malnutrition and chronic depression. They 
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make no mention of amenorrhoea. Eating was 
initially rewarded by tokens, and improved. 
However, owing to self-induced vomiting, her 
weight did not increase. Weight gain was 
therefore substituted as the behaviour to be 
rewarded, and cigarettes were offered as 
additional inducement. This met with success 
until the patient found an alternative supply of 
cigarettes. A third regime was then introduced 
which exploited the patient’s obsessional tidiness 
and reluctance to vomit on to the floor. For 
three hours after each meal she was seated in 
a bare room. Tokens and cigarettes continued to 
be, offered. After some initial difficulties the 
patient’s eating behaviour and weight pro- 
` gressively improved. 

Of the above sixteen anorexic patients 
treated with behaviour therapy, operant condi- 
tioning was used in fourteen. In other words, 
a tendency to lose weight because of a reluctance 
to eat was countered by systematically offering 
inducements to behave otherwise. Weight gain 
was rewarded in 11 cases and this proved 
adequate in all but one. Of the three subjects 
rewarded for the amount of food eaten two failed 
to gain weight, and weight gain had to be 
substituted as the rewarded activity. The 
reported weekly weight gains range from 
0:7 kg. (Bachrach et al., 1965) to 3:2 kg. 
(Bianco, 1971) and compare favourably with 
or exceed those obtained with more orthodox 
methods (Blinder et al., 1970). Unfortunately, 
in five of the cases treated using operant 
conditioning there is insufficient information to 
be certain that the eating disorder was part of 
anorexia nervosa and not of some other psycho- 
pathology. Even if the diagnosis of anorexia 
nervosa is accepted, a number of the cases 
appear atypical. 

The ensuing report contains more cases than 
have so far been reported in a single study. An 
attempt has been made to isolate both imme- 
diate and long term prognostic features. 


Supyears 
Eleven girls aged from 13 to 21 years were 
admitted to Guy’s Hospital between 1965 and 
1971, for treatment of anorexia nervosa by an 
operant conditioning technique. Nine of these 
patients were under the care of the Department 
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of Child and Adolescent Psychiatry. During this 
time two of these patients required readmission. 
The operant conditioning regime was employed 
on a total of 16 occasions. Excluded from this 
series are one patient who developed persistent 
vomiting and one patient in whose case the 
regime was abandoned owing to language 
difficulties. A further patient gained weight on 
the regime but is excluded because of diagnostic 
doubts. Clinical features of the patients under 
consideration are summarized in Table I. 
Depression of mood, which was never severe, is 
rated as being absent (o) or present (1). 
Obsessional personality traits are rated as either 
insignificant (0), moderate (1) or marked (2). 
The percentage weight loss is calculated from 
standard height and weight tables. All patients 
except Case 5 had lanugo hair. All the patients 
were known to at least one of the authors, the 
majority to both. 


METHOD 


(A) Treatment regime 

In view of the initial complete restriction of 
visiting and correspondence, the operant con- 
ditioning regime was always discussed with the 
patient and her parents before or at the time of 
admission. The importance of this elementary 
step in securing the cooperation of both parties 
cannot be overstated. 

On admission the patients were weighed, then 
put to bed in a single-bedded room containing 
only essential furnishings. They were not 
allowed up except when being weighed. j 

The meals offered consisted of breakfast} 
lunch, tea and dinner. The patients were allowed 
a free choice from the clinic menu, excepting 
salads, and all courses had to be ordered. In 
most cases food or vitamin supplements were 
prescribed. The total daily calorific intake was 
2,000~3,000 calories. 

Following history taking and examination, 
the patient was asked to draw up a hierarchy of 
seven suitable rewards of her own choosing. In 
all instances permission to have visitors was 
chosen as the most desirable reward. Other 
rewards included being allowed letters, news- 
papers, and flowers. The order of reward 
attainment was the inverse of reward preference, 
the least desired being gained first. The initial 
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Tase I 
Length of Per cent 
Ad- Men- amenor- weight Pulse Obses- 
Patients mission Age Height arche thoea Weight below rate/ De- sional 
date (cm.) (years) (months) (kg.) ideal min. pression traits 
I 10/11/65 14 163 13 9 37°0 24 55 o 2 
2 14/ 9/67 19 154 13 36 38-0 17 80 I 2 
5/12/67 19 154 39 43°1 6 80 1 2 
3 4/10/67 14 155 12 12 33:8 27 70 o 2 
12/ 3/ 14 155 17 34°0 27 96 1 2 
30/10/68 15 155 24 33°1 29 100 I 2 
18/ 8/69 16 155 34 29°5 39 60 1 2 
4 9/11/67 20 168 12 10 40°2 23 80 I t 
23/ 6/69 21 168 30 415 24 100 I I 
5 / 6/68 15 163 II 24 36:6 28 108 I (o) 
6 21/ 8/68 13 r60 II 12 32:7 26 70 I I 
7 28/ 8/68 20 168 13 42 35°6 31 70 o I 
8 24/4/59 14 157 12 7 36-5 24 70 I I 
9 3/ 2/70 19 169 12 48 39°8 28 50 I o 
10 6/ 7/70 17 165 II 24 40° 26 56 I I 
II 5/ 771 17 163 14 36 33° 34 70 I o 


criterion of successful eating behaviour was 
eight consecutive meals each consumed within 
6o minutes of presentation. When this had been 
achieved the patient received her first reward. 
The criterion then became progressively more 
stringent, the time for each of eight consecutive 
meals being reduced in five minute steps. 
When the patient had eaten eight consecutive 
meals each within 30 minutes, and so obtained 
her seventh reward, a new hierarchy of rewards 
was drawn up. These rewards were presented, 
again in inverse order of preference on a weekly 
basis providing all meals within a seven-day 
period continued to be eaten within 30 minutes 
of presentation. 

The meals were not supervised, but the 
patient rang a bell to tell the nursing staff she 
had finished and the time taken was noted. 
The patient was kept aware of the time spent 
eating, the target time and the next reward, by 
means of a clock and chart placed opposite 
her. The patients were not informed of their 
weights, and any discussion of progress was 
directed toward their eating habits. They were 
weighed at approximately weekly intervals, 
and the regime was discontinued when the 
patient's weight equalled a conservative estimate 
of the norm for her age and height. She was 
then encouraged to eat her meals in the normal 


way with the other patients. Contact with the 
nursing and medical staff was deliberately 
minimized throughout the regime, and no 
attempt at formal psychotherapy was made. 

In early cases, the ratio of reinforcement was 
enforced rigidly, but subsequently, if it was 
thought that the patient was disposing of food 
surreptitiously, the reward schedules were 
modified to take account of actual weight gain. — 
In all such cases this was achieved by making 
the reward criterion more difficult, for example 
twelve instead of eight consecutive meals to be 
consumed within the specified time. Such 
changes were always discussed with the patient, 
and always postponed until the next goal. 


(B) Follow-up 


Postal questionnaires were sent to the patient’s 
general practitioners. These contained items 
pertaining to the duration of follow-up, current 
body weight, eating habits and menstrual 
status, as well as the need for psychiatric treat- 
ment since discharge. The fact that the patients 
were discharged to a wide geographical area 
meant that not all were traceable and that 
management during the follow-up period varied 
widely. It was felt, therefore, that more detailed 
methods of follow-up were not justified. 
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RESULTS 
(a) Immediate outcome 


The treatment data are shown in Table II. 
Apart from Case 9, and Case 2 on the second 
occasion, the patients regained their lost weight 
in a period ranging from 31 to 86 days, at a 
rate of o'g to 3:3 kg./week. For three of the 
patients the regime was used on more than one 
occasion. Cases 3 and 4 required more than one 
admission; Case 2, however, was the only 
patient in which the regime had to be reinitiated 
because of an immediate loss of weight. 

Psychotropic medication was prescribed on 
eleven occasions.-The largest dosage of pheno- 
thiazines prescribed was 700 mg. of chlorpro- 
mazine daily for Case 9. A comparison of those 
patients who were prescribed psychotropic 
medication with those who were not showed the 
mean rate of weight increase to be 1-61 kg./week 
in the former group, as opposed to 1-94 kg./week 
in the latter. This difference is, however, not 
significant at the p = -05 level. 


(b) Follow-up 

Of the returned questionnaires seven con- 
tained information on all the items investigated. 
However, in only three cases were the actual 
weights given. On the basis of the number of 
items favourably reported, the seven patients, 
whose duration of follow-up ranged from 2 to 72 
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months (mean 34°29-+-29-91), were rated on 
a global three-point scale. A score of 1 represents 
a poor outcome, a score of 3 a good one. The 
follow-up data are set out in Table III. None of 
the seven patients followed up became obese. 


(c) Prognostic features 

A Spearman correlation matrix was drawn up 
using the variables in Tables I and II. This 
showed, predictably, that there was a high 
correlation between weight lost and that 
subsequently regained (R = -74; p = -001). 
However, the correlations between weight gain 
and the other variables were all non-significant 
at the p = 0°05 level. There was a trend how- 
ever, for duration of treatment to correlate 
with weight gain, and for obsessional patients 
and those prescribed psychotropic medication 
to do less well. 

For the follow-up subjects a new correlation 
matrix was drawn up to include duration of 
follow-up and general outcome. As the number 
of subjects is small, reliable conclusions are 
unlikely. There was, however, a tendency for 
a good long-term outcome to be associated with 
a longer time in treatment, and to correlate 
negatively with the administration of pheno- 
thiazines and with obsessional personality traits. 
These correlations, however, failed to reach 
significance at the p = 0°05 level. 








Taste It 
Medication . 
Patient Occasion Days on Anti- ————— Minor Weight Weight gain 
regime depressant Phenothiazine tranquilizers gain (kg.) per week 

1 1 40 12 2'r 
2 I 69 + + 8-3 0'9 
2 gl + + + —0'7 —0'2 

3 I 86 + 12°3 10 
2 62 + 12°3 14 

3 52 + 13°2 18 

4 80 + 19 1-7 

4 I 59 12°3 15 
2 36 of IZ°l 2'5 

5 I 45 $ + + 14°5 2°3 
‘6 I 52 + + 18-6 2'5 
7 I 66 15°9 7 
8 I 47 + + 115 1:7 
9 I ai ae + $ 4'0 1-3 
10 1 gI 14°5 3°38 
11 I 64 17'4 1g 
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Tasix II 
No further episodes 
Follow-up Normal Eating Periods of psychiatric care Global 
Patient (months) weight normally normal rating 
OP/GP In-patient 
I 72 + 1 
2 42 I 
6 43 + + 2 
7 36 T + + 2 
8 22 + + + + + 3 
9 23 $ I 
It 2 + + + + 2 
Discussion patients. The length of time in treatment had 


It will have been seen from Table II that 
operant conditioning can result in weight gains 
which compare favourably with those obtained 
by other methods, a mean weight gain of 12-39 
kg. being achieved over a mean period of 
53 days. 

In addition, the regime described avoids the 
difficulties inherent in the use of high doses of 
medication, and considerably reduces the 
physical and emotional demands made on the 
nursing staff by regimes involving supervision 
of all meals. A disadvantage, however, is that 
the surreptitious disposal of food may not be 
readily detected. This could be overcome by 
making weight gain the behaviour to be re- 
warded. However, this is a long-term objective, 
and reinforcement loses its effect when the 
interval between behaviour and reward is 
ynduly long. Had more patients been traced and 
their follow-up management been more con- 
sistent, more reliable conclusions could be 
drawn from Table III. Nevertheless, these 
results do little to dispel the generally accepted 
view of poor prognosis in anorexia nervosa, and 
it appears that, whereas operant conditioning 
techniques can be utilized with success to 
rapidly achieve normal eating habits to restore 
weight, more may be required if this improve- 
ment is to be maintained. 

The possibility that the administration of 
phenothiazines adversely affects immediate and 
follow-up outcome is of interest. It may be that 
such drugs interfere with the conditioning 
process, but a more likely explanation is that 
they were only prescribed for the more disturbed 


the highest positive correlation with follow-up 
outcome, but this fell short of the value required 
for significance. Nevertheless, it would also be of 
interest if the length of exposure to the operant 
conditioning situation were shown to be im- 
portant. The possible association between 
obsessionality and poorer outcome would 
support the view that patients with such a 
trait tend to adapt poorly to new situations. 
It must be stressed, however, that in this 
necessarily small sample no statistically signi- 
ficant prognostic factors were isolated. A larger, 
more detailed prospective study would be of 
value, but the relative rarity of anorexia 
nervosa may well preclude this. 


SUMMARY AND CONCLUSIONS 


An operant conditioning technique designed 
to restore a normal eating routine, and hence 
weight, in cases of anorexia nervosa is described. 
Satisfactory weight gains resulted on all but 
two of the sixteen occasions the regime was 
employed. Where weight was fully restored, 
the mean weekly weight gain ranged from 0-9 
to 3:3 kg., which compares favourably with 
or exceeds that achieved using other methods. 
A limited follow-up study suggests, however, 
that operant conditioning techniques are often 
inadequate for long-term maintenance of normal 
eating habits and weight, and they are probably 
best used simply as a means of rapid weight 
restoration at times of nutritional crisis. 

An attempt to isolate patient and treatment 
variables affecting both immediate and long- 
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term outcome failed to reveal any significant 
meaningful correlations. 
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ABSTRACT 


Implications of Sustained Release Phenothiazines: a Study of 
Fluphenazine Decanoate — 


By IAN C. A. MARTIN and R. A. TOWNEND | 


Although some reservations have been expressed 
about the value of sustained release phenothiazines 
(Hicks and Ovenstone, 1966; West, 1970), the maj- 
ority reaction has been favourable. Many authors 
have emphasized the usefulness of an approach which 
by-passes a patient’s impaired insight as to the need 
for regular medication (e.g. Capstick, 1968; Lehmann, 
1970). 

Although a number of compounds have been 
developed, the two longest available in this country 
are fluphenazine enanthate and decanoate—both 
based on an oral form which has been widely and 
satisfactorily used (Ayd, 1968). Few trials so far done 
have given attention to the older, long-stay patient, 
and whilst these studies are generally favourable 
teg. Millar et al., 1967; Haider, 1968; Stewart et al., 
1969) they have tended to suffer from unduly short 
observation periods: it could well be that long-term 
stabilization in the elderly might run into problems— 
both of symptom control and of side effects (c.f. Hall, 
1972). At the same time this is an area worthy of 
exploration, since the implications are considerable. 
For these reasons an eighteen-month study was 
undertaken. The decanoate was selected because of 


z suggestions of its longer action and milder side effects 


(Neal et al., 1968). 


METHOD 


The long-stay psychotic patients of one consultant 
team were reviewed. Cases with coexisting physical 
illness were immediately excluded. Because of the 
undesirability of unnecessary phenothiazine mainten- 
ance (Hughes et al., 1967) attempts were otherwise 
made to stop existing drugs or change to others. A 
few successes in this respect were also discarded, 
leaving a trial group of 40 subjects: 23 male and 17 
female. 

Three formal clinical ratings were used at the 
outset: a modification of the Lorr Rating Scale 
(Hamilton et al, 1960) was completed for each 
patient by either R.T. or 1.C.A.M.—Medical Scale I. 
A second brief scale (Baker and Thorpe, 1956) was 
separately completed by the ward doctor—-Medical 
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Scale Il; and nursing staff completed a ward scale 
(Baker and Thorpe; 1956). 

Following initial ratings, a test dose of decanoate 
was prescribed, and 48 hours later what might be 
judged to be a suitable maintenance regime. There 
was no restriction on dosage. or frequency, and these 
could be changed at any subsequent time according to 
clinical needs, 

The ward rating scale was repeated at three and 
also at six months, when Medical Ratings Scales I and 
II were also finally completed. Global assessments 
based on medical and nursing discussions were made 
at the end of six and eighteen months. 


Resets 

Of 40 subjects who passed the initial criteria, 39 
completed the entire trial: 22 male (age range 31-77 
years; mean 53 years) and ry female (aged range 
40-77 years; mean 59 years). Their length of stay in 
hospital was from 5 years to 48 years (mean 22°5 
years). One male (age 59) was removed after six 
weeks because of severe and intransigent extra- 
pyramidal symptoms which could not be controlled 
either by adjustment of decanoate dosage or the use of 
antiparkinson agents. 

Doses of decanoate ranged from 12+5 mgm. every 
six weeks to 75 mgm. weekly. Their distribution is 
shown in Table I. The majority of patients are in 
fact distributed around the recommended 25 mgm. 
monthly. 


Tase I 
Distribution of decanoate dosage 
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Table II gives score changes at three and six 
months for the three numerical scales.* Six and 
eighteen month global assessments are summarized 
in Table III. W (Worse) and N.C. (No Change) are 
self-evident; S.I. (Slightly Improved) includes any 
patient whose ward behaviour showed persistent 
improvement, whilst I (Improved) denotes per- 
ceptible change in social potential ranging from 
better interpersonal reactions, with ward upgrading, 
to actual discharge from hospital (two cases, 5 per 
cent). With one exception, all patients maintained 
a satisfactory clinical state, but noteworthy is a sub- 
stantial tendency for some degree of improvement 
(41 per cent). 

Analysis of the three sets of rating scale scores 
changes at six months reveals the following overall 
mean improvements: Medical Scale I, 3-6; Ward 
Seale, 2+5 (both significant at the 1 per cent level); 
Medical Scale II shows no significant change. 
Considering males and females separately, analysis of 
covariance reveals no significant differences. Side 
effects were few (30 per cent of cases), all extra- 
pyramidal and with one exception (v.s.) all easily 
controlled by antiparkinson agents. 


Discussion 


The subjects in the trial were drawn from four 
male and four female wards, so that the impact of 
the simplication of their treatment regime has not 
really been appreciated. It has, however, meant that 
no special atmosphere of interested optimism has been 
created, and thus one factor of bias has been mini- 
mized. It should be emphasized that a control study 
was deliberately not designed, since we were not 
concerned with evidence of improvement but rather 
to demonstrate that existing clinical states could be 
* 

* All score figures throughout the report are given -+-ve. 
or —ve. prefixes denoting increase (ie. deterioration) or 
decrease (i.e. improvement) respectively. 
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more simply maintained with less time wasted on 
routine drug rounds. The very fact that there have 
been no added complaints from wards reinforces the 
generally satisfactory outcome: the tendency to 
improvement, with two patients actually discharged 
to sheltered placement, we regard as a pleasant 
bonus. : 

The larger implications. seem considerable. The 
wards of many of our larger psychiatric hospitals 
contain ageing populations, many with a life ex- 
pectancy of many years. They are cared for by an 
overworked nursing force whose skills are frequently 
inefficiently deployed in routine physical care. Many 
wards are virtually long-stay hostels. A restructuring 
and restafling in the spirit of such a concept could 
release qualified staff for concerted work in centralized 
rehabilitation schemeés for the very cases which at 
present consume their attention so fragmentarily. 
A simplified, reliable drug regime requiring less 
experienced daily supervision can be a great help to 
this end. 

Finally it may be pointed out that a year’s main- 
tenance on chlorpromazine represents the order of 
110 grams of phenothiazine as opposed to 0°33 gram 
of fluphenazine. An extensive literature now exists 
concerning short and long term side-effects of 
phenothiazines, ranging from sudden death (Kelly et 
al, 1963) to skin pigmentation, corneal opacities, 
jaundice etc. Causes probably vary, but prolonged high 
dosage is a recurring theme. In this context, the 
advantages of the decanoate are self-evident. 
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Treatment of the Cerebral Manifestations of Arteriosclerosis 
with Cyclandelate 


By JOHN YOUNG, PETER HALL and COLIN BLAKEMORE 


Despite controversy about whether cerebral 
arteriosclerosis is a valid clinical entity and 
independent of senile dementia and/or ‘func- 
tional’ senile psychoses (Post, 1971), there is a 
good reason for differentiating it in clinical 
practice, and its incidence is increasing (Registrar 
General, 1960). 

The complexity of the symptoms of cerebral 
arteriosclerosis (Allison, 1962; Carter, 1964) are 
only exceeded by the variability of attempts to 
treat it (Hall and Harcup, 1969). Cyclandelate, 
the mandelic acid ester of 3,5,5 trimethyl- 
cyclohexanol has attracted increasing interest 
recently (Stocker, Kuhn, Hall, Becker and 
Van der Veen, 1971). It has been shown to 
increase cerebral blood flow and cortical per- 
fusion rates by many workers using techniques 
ranging from xenon inhalation to serial angio- 
graphy (Fremont, 1964; Kuhn, 1966; Luisada, 
Jacobs, Bruce, Bernstein and MacCanon, 1966; 
O’Brien and Veall, 1966) and there have also 
been several clinical trials suggesting that 
. patients treated with cyclandelate may show 
improvement in their mental and neurological 
state (Ball and Taylor, 1967; Fine, Lewis, 
Villa-Landa and Blakemore, 1970). There is, 
however, no invariable improvement in ischae- 
mic brain damage when cerebral blood: flow is 
increased (Eichhorn, 1965), and indeed there 
may even be a paradoxical effect. The course of 
cerebrovascular disease in the individual patient 
is moreover extremely unpredictable; indeed, 
diagnostically so. Adequate assessment of possi- 
ble efficacy of treatment therefore presents not 
only the usual pitfalls of drug trials in terms of 
adequate controls etc., but also the problems of 
the possible wide divergence between physio- 
logical and clinical improvement in this parti- 
cular condition (Eichhorn, 1965), as well as 
difficulties in its diagnosis and uncertainties due 
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to its marked tendency to spontaneous remission 
and variability in clinical course. We have 
tried to avoid some, at least, of these hazards 
which have bedevilled much previous work. 


METHODOLOGY 


Patients were selected for the trial if they 
showed objective signs of dementia of at least 
six months’ standing, and at least three of the 
following eight clinical criteria: (i) hypertension 
(180/100 mm. Hg or over), (ii) focal neurological 
signs, (iii) severe emotional lability, (iv) pre- 
servation of basic personality, (v) confusion 
worse at night, (vi) a fluctuating course, (vii) 
retinal and/or brachial arteriosclerosis, (viii) 
recent stroke, epilepsy or ‘drop attacks’; and 
in all patients an objective or subjective loss of 
recent memory. We had used these criteria in a 
previous study (Hall and Harcup, 1969) where 
post-mortem examination confirmed the clinical 
diagnosis in go per cent of the patients. 

Twenty-four such patients were treated for 
twelve months with randomly allocated placebo 
and cyclandelate 4oo mg. four times daily. 
‘Treatment was crossed over after six months. 

It was impracticable to entirely avoid con- 
current psychotropic therapy, but this was 
standardised to thioridazine, nortriptyline and 
chloral hydrate, as required. A few patients also 
required digitalis, diuretics, antibiotics or anti- 
parkinsonism drugs. 

Patients were assessed at the start of the trial 
and again at six and twelve months by means of 
simple behavioural scales reflecting social inde- 
pendence, ability to feed and dress themselves, 
personality preservation, energy, activity and 
continence, a modified Wechsler Adult IQ, 
Scale, and full physical, neurological and psychi- 
atric examination. Patients also had monthly 
recordings of their electroencephalogram, elec- 
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trocardiogram and clinical, psychometric and 
behavioural re-assessments. 
At induction various other routine investiga- 
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although it suggests a trend in the direction of 
better memory during the six months of active 
treatment. 

The results of serial electroencephalography 
were assessed using automated frequency/com- 
puter analysis and will be reported in a future 
communication. 

The IQ performance of patients on active 
therapy was significantly higher than the 
placebo group (p < 0-05). The analysis of 
variance also shows a significant decline in 
performance (p < 0-05) during the placebo 
therapy in comparison with the pre-trial level. 
The interaction effect between differences in 
performance during active and placebo treat- 
ments and their order of administration (active 
ist/placebo and versus placebo tst/active 2nd) 
falls short of statistical significance (p < 0'075). 

Comprehension and vocabulary sub-tests 
show superior performance during active 
therapy Compared with placebo treatment 
(p < 0-05) and a significant decline (p < 0-05) 
during the placebo treatment in comparison 
with pre-trial levels. In the case of the com- 
prebension sub-test the interaction effect be- 
tween active and placebo treatments with order 
of their administration is statistically significant 
(p < 0:05); for the vocabulary sub-test this 
intereaction effect falls short of significance 
(p < 0075). Analysis of the data from the 
similarities sub-test reveals a statistically signi- 
ficant difference between the active and placebo 
treatments (p < 0-05) and a significant inter- 
action effect (p < 0-025) between the difference 
of active and placebo treatments and the order 
of the administration of these treatments during 
the trial. 


Discussion 


The interpretation of significant interaction 
between differences in active and placebo 
treatments and their order of administration is 
one of less apparent decline during active treat- 
ment. 

The trend, during the placebo phase of 
therapy, was one of continuous decline of 
intellectual function. There was no such trend 
during the cyclandelate-treated phase. 

These differences are most marked when the 
placebo treatment falls in the second six months 


179 


of the trial, and this suggests that cyclandelate 
may have a prophylactic function in arresting 
the decline in mental performance. 

No changes were found in the assessment of 
gross neurological signs. This is hardly sur- 
prising, as these signs appear relatively late and 
are presumably irreversible. No significant 
changes between placebo and active treatment 
could be found in the assessments of general 
physical state or of psychiatric ‘mental state’ ; the 
first because it probably represents too global 
a measurement; the second because it reflects 
mood rather than intellectual function. (Many 
previous, appirently marginally successful, 
treatments for cerebral arteri sclerosis appear to 
have acted as antidepressants (Hall and Harcup, 
1969). 

The failure of the behavioural ratings and 
gross dementia scores to show significant 
changes during the course of the trial at least 
reflect that the population was behaviourally 
identifiable at the end of the trial. 

The trial demonstrates statistically significant 
changes (p < 0-05) in our ‘apraxia’ scores, 
which represent largely constructional apraxia 
(i.e. mainly parietal lobe function), and a 
sizeable trend—-which did not, however, reach 
statistical significance—for improvement in 
memory. This, together with an improvement 
in the ability to abstract, which also reached 
statistically significant levels, suggests that the 
main improvement in these patients can be 
conceptualized as occurring in relatively mild 
general neuronal damage. The Verbal IQ 
equivalent remained at the pre-trial level whilst 
patients were in active treatment, owing 
principally to lessened decline of comprehension, 
similarities and vocabulary abilities, all of these 
reaching statistical significance. 

A previous study (Hall and Harcup, 1969) has 
already indicated that clinical diagnosis of 
cerebral arteriosclerosis may correctly antedate 
conventional EEG diagnosis by some months, 
and the present study emphasizes that even 
fairly early clinical assessment depends on the 
presence of many apparently irreversible 
changes. ‘Presymptomatic’ diagnosis of pre- 
disposed individuals is clearly desirable, and 
therapy with cyclandelate or future treatment 
approaches may then prove effective. Neverthe- 
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less, our results seem to indicate a real, if modest, 
gain by these elderly patients in their ability to 
cope with everyday life in terms of memory, 
the control of manual dexterity, the comprehen- 
sion of everyday situations and even in their 
ability to converse with other people. In the 
virtual absence of side effects, this suggests that 
cyclandelate is a safe and effective therapy in 
cerebral arteriosclerosis, particularly in the 
usually fairly long interval between the 
earliest clinical hints of dementia and the 
eventual development of gross and irreversible 
neurological deficit. 


SUMMARY 


Twenty-one patients suffering from cerebral 
arteriosclerosis diagnosed on defined clinical 
criteria were treated with cyclandelate (1,600 
mg./day) in a double-blind, controlled cross- 
over trial lasting twelve months. Patients were 
assessed on various psychiatric neurological, 
behavioural, psychometric and other para- 
meters and deteriorated to a statistically 
significant extent whilst having placebo treat- 
ment. This decline was absent in the cyclan- 
delate treated phase. 
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The Prevalence of Transsexualism in England and Wales 


By J. HOENIG and J. C. KENNA 


INTRODUCTION 


The incidence and prevalence of trans- 
sexualism are difficult to establish, as the 
syndrome is not sufficiently common to lend 


itself to the usual methods of epidemiological 


research. 

Before the 19603 reports on the syndrome 
were limited to sporadic cases (Pauly, 1965), 
but, following Benjamin’s (1953) writings, 
reports on larger series have been collected 
(Overzier, 1955; Randell, 1959; Roth et al., 
1964; Ball, 1967; Benjamin, 1966; Pomeroy, 
1968; Hoenig et al., 1g70a and others). Ham- 
burger’s (1953) paper on an analysis of 465 
letters which he received from patients asking 
him for help showed that this correspondence 
came from a large number of countries in all 
five continents. A similar correspondence of 700 
letters to the Johns Hopkins Gender Identity 
Clinic from persons requesting an evaluation of 
their case, which was analysed by Hoopes et al. 
(1968), showed that the syndrome was very 
widespread in the United States and also more 
numerous than had perhaps been suspected. 
None of these studies, however, could give 
jnformation about the incidence and prevalence 
rate of the syndrome. Pauly (1969) made a 
rough calculation of the likely number of trans- 
sexuals in the U.S.A., arriving at a figure of one 
transsexual in 100,000 general population. 

The first systematic study of the prevalence of 
transsexualism was undertaken by Walinder 
(1968). He requested all practising psychiatrists 
in Sweden to inform him of any transsexuals 
known to them as of 31 December 1965. About 
three-quarters of them replied to his letter, 
reporting 67 individuals whose cases fell within 
the strict criteria of WAlinder’s definition of the 
syndrome. Adding 43 cases known to him 
personally, the result was a total of 110 cases. 
His study came as close as was probably possible 
to assessing the prevalence rate of the syndrome 


181 


in Sweden, and encouraged by his efforts we 
attempted a study of our own. 


METHOD 

As in all epidemiological investigations, a 
clear definition of the syndrome is of the utmost 
importance. Wålinder (1968) had given this 
due attention and offered a definition with the 
following criteria: 

1. A sense of belonging to the opposite sex, 
of having been born into the wrong sex, 
of being one of Nature’s extant errors. 

2. A sense of estrangement from one’s own 
body; all indications of sex differentiation 
are considered as afflictions and repugnant. 

3. A strong desire to resemble physically the 
opposite sex via therapy, including surgery. 

4. A desire to be accepted by the community 
as belonging to the opposite sex. 

This definition coincides largely with the one 

used by us (Hoenig et al., 1964, 1970). 

All cases were seen by us in the University 
Department of Psychiatry at the Royal Infir- 
mary, Manchester, between 1958 and 1968 
inclusive. Almost all cases were admitted to the 
in-patient unit for investigation and observation, 
and relatives or other witnesses were interviewed 
where possible. Reports and documents from 
other medical or social agencies likely to throw 
light on the case were collected. Thus a secure 
diagnosis was established before the case was 
included in the series, Unlike Walinder, we did 
not write to all psychiatrists in the region, but, 
given the way in which medical services function 
in a National Health Service Region, it is 
highly likely that general practitioners, plastic 
surgeons, endocrinologists, as well as psychi- 
atrists, came to know of our interest and referred 
their cases. Certainly, as our study progressed 
and knowledge of its existence spread, an 
increased number of transsexual patients were 


referred. ‘ 
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Between 1958 and 1968 we had referred to us 
a total of 72 patients. For the purpose of the 
present study, however, we confined ourselves 
to those patients of 15 years and above who 
were resident in the area of the Manchester 
Regional Hospital Board where our clinic was 
situated. In fact we included only patients who 
had lived in the Region for at least one year 
prior to inception, this being the criterion for 
inclusion in the census report as ‘resident’. 

Enumeration reports (Registrar General’s 
Quarterly Return) are published annually for 
Hospital Regions, and hence we were able to 
compare our group of patients with the general 
population resident in this Region. The United 
Kingdom General and Parliamentary Constitu- 
ency Tables (H.M.S.O., 1969) from the Census 
Report of 1966 provided the additional statistical 
data needed. 

In each of the Hospital Regions in England 
the administration of the hospital services is the 
responsibility of the Regional Hospital Board, 
and doctors working in each Region are 
dependent on each other for certain services. 
One aspect of this is especially relevant to our 
inquiry into incidence, viz. : general practitioners 
refer patients to specialists within their Region, 
and specialists to other specialists for purposes of 
crosa-consultation. The department in which we 
worked is situated in the teaching hospital which 
also fulfils the function of a referral centre for 
the Region. 

The Manchester Region had on go June 1970 
an estimated population of 3,498,700 of 15 years 
and over—1,652,000 males and 1,846,700 
females (Registrar General’s Quarterly Return 
ending 31.12.1970, No. 488). 


MATERIAL 

After excluding all cases under 15 years of 
age, and after applying our definition of 
residence, we were left with 66 patients, 49 male 
and 17 female. 

Table I shows the age distribution of this 
group of patients at the time of inception into 
the clinic. The figures show that the majority 
of patients are incepted before they reach the 
age of 35, namely 53. This is even more striking 
in the case of men where this figure is 40 as 
compared with 13 women. On the other hand 
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TABLE I 
Patients resident in region 
Age and sex distribution 
Age atinception Male Female Both sexes 

15-19 16 3 19 
20-24 8 4 12 
25-29 8 5 13 
30-34 8 i 9 
35739 2 I 3 
40-44 2 -— 2 
45-49 3 3 6 
50-54 zi a are 
55759 2 = 2 
All ages 49 17 66 





it is also interesting that a few stragglers come 
to medical clinics for the first time in the age 
group 50-59. This illustrates the reluctance of 
many transsexuals to come forward or, as is the 
case here, to postpone this point for a long time. 
Table II shows the composition of the group 
as regards the duration of residence in the 
region. Forty-six (70 per cent of all cases) had 
been resident in the area since birth and this 
applies almost equally to men and to women. 











Taste II 
Duration of residence in region, number of patients 
Both 
Duration of residence Male Female sexes 
Since birth .. 94 12 46 
Since schooldays 7 = F a 
At least 1 year ra 8 5 13 
‘Residents’ .. 49 17 66 


Table III shows how the patients came to be 
seen at the clinic, Fifty-nine were referred by 
medical agencies, 27 by general practitioners 
and 25 by other psychiatrists. Seven came from 
non-psychiatric specialists, mostly endocrinolo- 
gists and plastic surgeons. Only 7 of the patients 
were sent to us by social workers, police or 
prison officers; this group consisted entirely of 
men. All women were referred to us by medical 
agencies, 11 by their general practitioners. As 
referral through a general practitioner can be 
regarded as the most ‘normal’ mode of incep- 
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Taste ITI 
Sources of referral to the clinic, number of patients 
Both 
Source of referral Male Female sexes 
General practitioner 16 II 27 
Specialist 
(non-psychiatric) 5 2 7 
Psychiatrist .. .- 2I 4 25 
Social agencies .. 7 — 7 
Total P . 49 17 66 


tion, this suggests that the female patients are a 

socially more integrated group than the men. 
Fig. ı gives the inception figures for each 

year. Between 1958 and 1961 patients came only 





NUMBER OF CASES 


IH I I IW a O l S a o w 
YEAR OF IDCEPTION 


Fic. 1.—Inception figures for each year by age groups. 


` in small numbers, and a flow of regular referrals 


began only in 1962. It is not likely that this was 
due to a change in incidence of transsexualism; 
it is more probably due to the growing aware- 
ness of the syndrome amongst both doctors and 
the general public, and perhaps to a shift in the 
climate of opinion whereby the transsexual is 
able to be more overt. 

As was shown earlier, the majority of patients 
are incepted before the age of 35. This seems to 
be the normal age range of inception, and Fig. 1 
shows that once the flow of referrals is established 
the inception rate in that age group assumes 
more and more constancy. This is not so as 
regards inception figures for the older age group. 
The figures for the patients of 35 and over show 
a decline over the years, and it is likely that the 
inception of that age group during the past 
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years was due to a catching-up process which 
took place mainly between 1963 and 1967 and 
which is self-terminating. It is also probable 
that the transsexualist’s decision to make contact 
with a clinic is an action of less likelihood once 
a given age has been reached. Other solutions 
of the problem have by that age been reached 
or become more likely than contact with the 
clinic. 

If this interpretation is correct, one can 
expect a future inception rate in this region of 
6 to g patients per annum, or approximately 
0-2 to 0:3 per hundred thousand population. 
Most patients would be below the age of 35. 

The facts that the inception rate for the 
younger age group reached a relative constancy, 
and that the inception rate of older patients, 
after passing a peak, showed a decline and 
came to a halt, lend support to the view that 
most patients over 15 known to the doctors in 
the Region up to the end of 1968 attended our 
clinic and have been included in this series. 


FINDINGS 
Prevalence rate 


Having established our definition of the 
syndrome, our method of case collection, and 
the composition of our group of patients, we shall 
now present a number of its population-related 
characteristics. 

Table IV shows the prevalence rate per 
100,000 population. The right hand column 
shows that the overall prevalence rate is 1-90 
transsexuals per 100,000. It also shows that the 
prevalence differs for men and women; 3-00 for 
males but only 0-93 for females. Expressed in 
another way, our figures are one male trans- 
sexual in 34,000 of the male population and one 
female transsexual in 108,000 females. The 
ratio of male to female transsexuals is 2-88 to 1 
for the group, but is 3°25 to 1 after allowance is 
made for the unequal sex distribution in the 
population. 

Table IV also shows that there is a striking 
difference between the population in metro- 
politan and non-metropolitan areas. The terms 
as we use them here require some explanation. 
The central conurbation of the area consists of 
the Cities of Manchester and Salford, and our 
designation ‘metropolitan’ refers to this conur- 
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bation; we use the term ‘non-metropolitan’ to 
designate the Hospital Region outside the 
conurbation of Manchester and Salford. Table 
IV indicates that the overall prevalence for the 
cities is 5-67, whereas that for the non-metro- 
politan area is only 1-09. The male/female ratio 
of transsexuals in the Cities is 4-83 to 1. The 
prevalence among the city men is 5-33 times 
that for the city females. In the non-metropolitan 
population the prevalence among men is only 
2°05 times that for the women. These differences 
are not likely to be due to differences in inci- 
dence of the disorder, but probably reflect a 
greater tendency among male transsexuals to 
migrate to the metropolitan area. The pre- 
valence rate for males in this area at 9-87 is over 
7 times that in the non-metropolitan (1-49) 
whereas that for females in the metropolitan 


(1-85) is about 2 to 3 times that in the non-. 


metropolitan areas (0-73). 


Marriage rates 


As is well known, marriage amongst trans- 
sexuals is not rare. We are referring here to a 
legally contracted marriage with a person of the 
opposite sex. 

It can be seen in Table IV that transsexuals 
differ very markedly from the general popula- 
tion as regards marital status. This is, of course, 
not unexpected. The prevalence for married 
males is only 0-88, whilst that for single males 
is 9°75 per 100,000. The rate for the single is 
therefore more than ten times that of the ever- 
married. Amongst women the difference is 
even greater, There are only 0-20 ever-married 
female patients per 100,000 ever-married females 
in the population, and 4°51 single females per 
100,000 single females in the population. The 
latter figure is about 23 times that of the first. 
These figures show that transsexual women do 
not venture into marriage as often as do trans- 
sexual men. 

If we break down the figures into metropolitan 
and non-metropolitan we find further differences 
in respect of marital status. As Table IV shows, 
the two sexes seem to behave differently. In the 
former area proportionately more male patients 
remain single, whereas in the non-metropolitan 
areas it is proportionately more females who do 
so. In the metropolitan the prevalence ratio of 
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the male single transsexuals is about 21 times 
that of the ever-married male transsexuals. In 
the non-metropolitan areas the prevalence rate 
for single males is only about five times that for 
the ever-married males. For the females, 
however, the position is reversed. The rate for 
the single transsexuals in the metropolitan area 
is about 16 times that of the ever-married, 
whereas in the non-metropolitan areas the 
prevalence rate for the single is over 24 times 
that of the ever-married. In short, the latter 
areas have proportionately more married male 
transsexuals than the metropolitan areas, where- 
as for the female transsexuals the opposite 
applies. This finding is difficult to explain and 
is obviously a starting point for further enquiries. 


Social class 


The social class of transsexuals has been 
commented on in the literature (Randell, 1959; 
Hoenig et al., 1970, 1970a), but we have so far 
no population-related data. We have taken our 
population figures from the 1966 census report 
for England and Wales, which uses 17 different 
socio-economic groups. As the number of our 
patients is relatively small, we felt that the old 
classification into five social classes would be 
more useful for our comparisons, and we 
attempted an approximation between the two 
classifications. The social class recorded for each 
patient is the highest achieved by him or her. 
Our findings are given in Table V. 

The right hand column shows that social 
classes V and IV are very much over-represented 
in our group. For social class V the prevalence 
rate is 16-75, for social class IV, 6-85 per 
100,000. Social classes I (1:02) to III (1:25) 
have a rate of about 1 per 100,000. A compari- 
son between the social class rates in the two 
areas also shows that, whereas in the non- 
metropolitan areas there is a slightly more even 
distribution of transsexuals amongst the different 
social classes, in the metropolitan population 
the social classes IV and V have a very much 
higher prevalence rate than social classes I to 
IXI. The difference between the prevalence 
rate in the social classes IV and V on the one 
hand and I to III on the other is significant, 
and so are the differences in this respect 
between the areas. 
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The census figures report social class only in 
relation to males. We have therefore no way of 
comparing our group of females with the 
general population in this respect. 

Table VI, however, shows the social class 
distribution of our male and female patients. 
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The total figures show that amongst the female 
patients there is a more even distribution than 
there is among the male patients as regards 
social class. Only 11 of the women fall intc 
social class IV and V, compared with 37 men. 
The more even distribution is more particularly 


TABLE V 













































































Social class of male patints and of the economically active male population in the region 
Social class 
Residence 
I+II III TV v Total 
` Population 26,030 148,550 44,160 28,070 246,810 
Metropolitan 
area Patients iy a Sa I 5 9 14 29 
Ratio per 100,000 3°84 3°37 20°38 49°88 11°75 
Non- Population 171,040 652,050 189,330 97,320 1,109,749 
e Topolian Patients og bee ae 1 5 7 7 20 
Ratio per 100,000 0°59 0:77 3°70 6-17 1-80 
Population 197,070 800,600 233,490 125,390 1,355,550 
Total region Patients si k BS 2 10 16 2I 49 
Ratio per 100,000 1°02 1°25 6°85 16°75 3°61 
Tase VI 
Social class of male and female patients, by area of residence 
Social class 
Residence 
I+II TI Iv Vv Total 
Male .. y a z rf 5 9 14 29 
Metropolitan SD 
~ area Female ne i Pa o 2 I 3 6 
Both sexes 1 9 10 17 35 
% is 2'9 20°O 28:6 48°5 100°O 
Non- l Male . I 5 7 7 20 
Metropolitan Female 2 2 I 6 It 
areas 
Both sexes 3 7 8 13 gI 
% gs 97 22°6 25°8 41g 100°0 
Male 2 10 16 2I 49 
Total region Female . 4 2 9 17 
Both sexes 14 18 30 66 
% ie 6-1 21-2 27°3 45°4 100°0 
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seen amongst the non-metropolitan female 
patients. Amongst the metropolitan dwellers 
the female figures are more similar to those of 
the men, both showing a higher percentage in 
the lower social classes. Among the female 
metropolitan dwellers there are very slightly 
more patients in social class V than is the case 
amongst the males and no female patients falls 
into social class I or II. The differences, 
however, are not significant. From these figures 
it appears that on the whole there is no marked 
difference between male and female trans- 
sexuals as regards social class. 


Unemployment 

Transsexualism creates great difficulties for 
the patient in social adaptation. There is 
therefore, amongst other things, a high inci- 
dence of prolonged unemployment, and many 
patients depend on Supplementary Benefit and 
similar welfare support (Hoenig et al., 1970). 
The actual magnitude of the problem in 
relation to the general population has not been 
examined before. 

Table VII compares our group in this respect 
with the census figures. We rated patients as 
unemployed only if they had been out of work 
for at least one year. It can be seen that there 
is a higher prevalence rate of transsexuals 
among the unemployed, namely 15-go per 
100,000, as compared to 2°59 in the labour 
force. The unemployment rate is nearly five 
times higher amongst the male patients, namely 
14°99 vs. 3:07. Amongst females there is a 
considerably lower rate of transsexuals amongst 
the employed (1-80) than there is amongst the 
unemployed (20-14). There were, however, 
differences between the situation in the two 
areas. Amongst the metropolitan dwellers there 
were no unemployed amongst the female 
patients, whereas amongst the male patients 
the prevalence rate amongst the unemployed 
was 12 times higher than that in the labour 
force. In the non-metropolitan population the 
differences for the males are not so marked. 
There are proportionately more unemployed 
here too, approximately 3 to 4 times more, but 
the difference is not nearly as high as it is 
amongst the city dwellers, where it is 12 times 
larger. As regards the metropolitan female 
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transsexuals, there were no unemployed. In the 
non-metropolitan areas, however, the prevalence 
rate amongst the unemployed is 18 times that 
in the labour force. It appears from these 
figures that the women have a better work 
adjustment in the Cities than in the non- 
metropolitan areas, whereas the opposite holds 
in the case of men. 


Discussion 


As we have pointed out earlier, we are by no 
means certain that we have succeeded in 
collecting a group which is complete enough to 
allow definitive epidemiological calculations to 
be carried out. We can in fact be almost certain 
that this is not the case. Our findings, therefore, 
will probably have to be regarded as under- 
estimates. 

Table VIII shows Walinder’s (1968) pre- 
valence rates and our own in juxtaposition. 
Considering the difficulties involved, it is 
heartening to see how similar the findings really 
are. As regards males, Walinder’s figures were 
I in 37,000 and are very similar to our figure 
of 1 in 34,000. Walinder’s finding for women of 
I in 103,000 is likewise similar to our finding of 
1 in 108,000. There is a further similarity 
between Walinder’s findings and our own in 
regard to inception figures. Walinder (1971), 
taking the average of the last three years, 
reported an annual incidence of 0-15 per 
100,000, the sex ratio having levelled off to 1:1. 
Our own incidence, or more precisely annual 
inception, rate for the past three years was 0:17 
to 0:26 per 100,000. The sex ratio also showed 
a tendency to come nearer to parity and was 
10 males to 9 females during the past two years. 

In comparisons, it should also be 
borne in mind that whereas the catchment area 
in Walinder’s studies embraces an entire 
country, ours is only a region in a country. 
Just as there are more transsexuals in our Cities, 
it is possible that there is a further gradient 
between our ‘Cities’ and London. In fact we 
know from Swedish studies (Akesson ef al., 1969) 
that transsexuals migrate more than the general 
population, and that they drift to the more 
densely populated areas. This fact is probably 
responsible for the higher prevalence among 
our city dwellers, and may well have contribu- 
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Taste VIII 
Comparison of prevalence rates 
Authors Male Female Both sexes 
Walinder (1968) .. 1 : 37,000 I : 103,000 I | 54,000 
Our figures us I 3 34,000 1 : 108,000 1 1 53,000 
Walinder (1968) .. 2'027 per 100,000 0'971 per 100,000 1'852 per 100,000 
Our figures & 3°000 per 100,000 0°925 per 100,000 1*g02 per 100,000 


ted to a drain out of the region altogether, 
making our figures under-estimates. There 
may also be a differential referral rate within our 
non-metropolitan area depending on distance 
from the location of the clinic in Manchester. 

If we extrapolate nevertheless from the 
findings in this particular Hospital Region to 
the general prevalence of the condition, we 
arrive at a rough estimate as to the likely 
numbers of transsexuals in England and Wales 
as a whole. 

Table IX shows the result of these calcula- 
tions. If they are justified, one can expect some- 


Tasg IX 


Estımated prevalence figures of transsexualism for 
England and Wales 





Population Transsexuals 








aged 154- aged 15+ 
Male .. 17,893,700 537 
ante Female .. ++ 19,504,400 181 
e Total - 37,398,100 7II 





thing like 711 transsexuals to exist in England 
and Wales. These would be composed of 537 
men and 181 women. These figures refer only 
to subjects of the age of 15 or above. There is 
clear evidence that transsexual patients, having 
attended at more than one of the centres of 
interest in such cases, are being counted more 
than once in the available statistics. There is 
also at least one instance in which a transsexual 
patient returned to the Clinic after an absence 
of several years, gave a new name, not mention- 
ing previous attendance, and hence was recor- 
` dedas a new case. It should not be too difficult 
to build up a national case register for such small 
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numbers. Such a step would place demographic 
and epidemiological studies on a sounder footing, 

Our figures show that the behaviour of 
transsexuals with regard to marriage is complex, 
and that men and women behave differently 
from each other in that respect, and also depend- 
ing on whether they live in metropolitan or 
non-metropolitan areas. 

The social class distribution shows a higher 
prevalence rate in the lower social classes. This 
may, of course, be an artefact due to the 
National Health Service. Social classes I and II 
may prefer to go to practitioners taking private 
patients, and the very different findings re- 
ported by Benjamin (1966)—functioning as he 
does in the U.S.A.—-who had a large proportion 
of higher social class patients, would lend support 
to this speculation. 

The high unemployment figure among trans- 
sexuals underlines once more the socially 
disturbing nature of this condition. It is all the 
more striking to find that the females, parti- 
cularly those living in the Cities, are less affected. 
It has been mentioned by others that the female 
transsexuals seem to be generally more stable 
and less vulnerable than their male counter- 
parts. 

SUMMARY 

A population-related study of a group of 66 
transsexuals is reported, and data regarding sex, 
marital state, social class and work maladjust- 
ment are given. Calculations suggest as a 
conservative estimate that there are 537 male 
and 181 female transsexuals over the age of 15 
in England and Wales. 
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The Relationship Between Marital Status and 
the Risk of Psychiatric Referral 


By NORMA C. ROBERTSON 


INTRODUCTION 

There have been many studies of the incidence 
with regard to marital status of admissions to 
mental hospital. Each has reported the same 
pattern of highest rates for the divorced, 
followed by the widowed and single and lowest 
rates for the married, the pattern being the same 
for both sexes (Adler, 1953; Brooke, 1963; 
Dayton, 1940; Frumkin, 1955; Malzberg, 1964; 
Norris, 1956; Ødegaard, 1946; Stevens, 1969; 
Thomas and Locke, 1963). 

Three main hypotheses have been suggested 
to explain the differences. 1. A single person, 
when developing a mental disease, is more 
readily admitted to a mental hospital, whereas 
the married are more frequently treated outside 
of institutions (hospitalization hypothesis). 2. 
Those who develop mental disease show, even 
before its outbreak, certain constitutional traits 
which act as marriage handicaps (selection 
hypothesis). 3. There are in married life certain 
factors which prevent the outbreak of mental 
illness even if there exists a certain degree of 
constitutional predisposition (protection hypo- 
thesis), No definite conclusions have been 
reached on the basis of these studies as to which 
hypothesis, or combination of hypotheses, is 
correct, 

Hospital admissions are not representative, 
either clinically or socially, of all psychiatric 
referrals. The psychotic illnesses predominate 
among hospital in-patients, and the neuroses 
and personality disorders are under-represented. 
The distribution of demand for hospital care is 
affected by social factors, one of the most 
important of which is likely to be the presence 
or absence of a spouse and children. This study 
is the first to examine in detail the marital 
status of referrals to all types of psychiatric care 
(i.e. out-patients, in-patients, day-patients, all 
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forms of emergency and domiciliary contacts) 
which comprise all specialist-referred mental 
illness. New data are presented on the marital 
status referral patterns by age and sex for 
individual diagnostic groups, including neurotic 
depression, other neuroses, alcoholism, per- 
sonality and behaviour disorders. The study 
also tests the hypothesis of differential hospitali- 
zation of the single and married by comparing 
the marital status of hospital admissions with 
referrals to extra-mural services. 


METHOD 

The study was carried out in North-East 
Scotland and was facilitated by the data collec- 
tion system for the regional mental health 
services which is in the form of a psychiatric 
case register (Baldwin eż al, 1965; Baldwin, 
1971). The area covered is that of the North- 
Eastern Regional Hospital Board (Scotland),* 
and data on the small percentage of patients 
living in that area who are treated at neighbour- 
ing psychiatric services are also included. 
Identifying and social data are collected from 
the patients by specially trained interviewers and 
are of high reliability (Baldwin, 1971). Clinical 
information is completed by the psychiatrists. 


Patient population 

This comprised all patients from the Region 
who entered psychiatric care for the first time 
in their lives between 1 January 1963 and 
31 December 1967 and were then aged 15 
years or over. There were in total 9,776 cases, 
3,974 males and 5,802 females. Mental defi- 
ciency services in the region were not included. 


* This comprises Aberdeen City, the Counties of 
Aberdeen, Banff, Kincardine and Moray and the Island 
Counties of Orkney and Shetland. 
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Each person was counted only once throughout 
the five year period, and data relate to the 
patient at the time of first contact with the 
service. 

The estimate of the general population used 
was that published in the 1961 national census 
(General Register Office, 1963). Although it 
was appreciated that changes had taken place 
in the regional population between 1961 and 
the study period 1963-1967, after careful 
consideration the 1961 census was decided to 
be the best available measure. It was chosen 
in preference to the Annual Reports of the 
Registrar General for Scotland because the 
latter give data only for Scotland as a whole, 
and extrapolation from this to the North-East 
region was considered to be too inaccurate. 
Although the 1966 sample census was tem- 
porally more closely related to the study period, 
there were severe constraints on the use of these 
data (Benjamin, 1970). 

It should be pointed out that until the end 

of the rg60s and the discovery of oil in the 
North Sea the population of North-East 
Scotland was a very stable one in comparison 
with most other parts of the country, and the 
‘changes taking place from year to year in the 
population were small (Baldwin, 1971). Radic- 
ally different results would not have been 
obtained if either of the other population 
estimates had been employed. 


Measurement 

The basic measure used was the rate per 
thousand (or per ten thousand) general popula- 
tion, specific for sex, age and marital status. 


The census data distinguish four marital groups: 
(1) single, (2) married, (3) widowed, and (4) 
divorced—persons separated and those married 
more than once being included with the married. 
These were, therefore, the marital classifications 
adopted. 


REsuLTs 

The results are presented in three parts. 

1. A comparison of referral rates of marital. 
groups by sex and age, in order to determine 
whether the pattern is the same as that found 
in previous studies based on hospital admission 
data. 

2. A comparison of diagnostic groups by 
marital status, sex and age in order to deter- 
mine the contribution of each diagnostic group 
to the overall variations in the marital status of 
referrals. 

3. A comparison of the marital status referral 
pattern of hospital admissions as opposed to 
referrals to extra-mural services in order to test 
the hypothesis of differential hospitalization of 
the single and married. 


1. A comparison of marital status groups by sex and age 

The numbers of persons first referred in the 
five year study period as a whole are shown by 
marital status and age in Tables I and II, and 
referral rates derived from these figures and the 
1961 census data are shown in Tables III and IV. 

Of the eight sex/marital status groups, 
divorced males had the highest rate of referral, 
almost twice as great as the next highest group, 
divorced females, who, in turn, had rates 
almost twice as high as the next group, widowed 


Taste I 
North-East Scottish Psychiatric Services 
Number of males first referred in five years (1963-1967) by marital status and age 





Marital ` 75 Not 

status 15-19 2024 25-34 35-44 45-54 5564 65-74 andover known Total, 
Single 370 273 245 1gI 105 88 5I 50 42 1,415 
Married 6 84 414 503 423 336 144 120 70 2,100 
Widowed — I 3 8 24 47 63 141 4 29I 
Divorced — o II 17 12 16 2 o I 59 
Not known 6 8 8 12 II 16 10 20 18 109 
Total 382 366 681 731 575 503 270 331 135 3:974 
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: Tase II 
North-East Scottish Psychiatric Serowes 
w Number of females first referred in five years (1963—1967) by marital status and age 
Marital l 75 Not 
status 15-19 20-24 25-34 35-44 45-54 55-64 65-74 andover known Total 
Single 412 235 171 147 135 139 151 196 50 1,636 
Marri 5I 308 846 724 522 333 217 115 126 3,242 
Widowed — 2 8 30 84 120 Q12 314 18 788 
Divorced -- 4 26 16 13 H 3 2 I 76 
Not known oœ 4 5 7 5 6 9 15 9 60 
Total 463 553 1,056 924 759 609 592 642 204 5,802 
Taste III 
North-East Scottish Psychiatric Services 
Rates per thousand male population by marital status and age 
. 75 
Marital status 15-19 20—24 25-34 35-44 45-54 55-64 65-74 andover Total 
~ Single 22 26 32 47 28 go 30 55 29 
Marned 32* 2I 19 Qi 17 17 I4 33 19 
Widowed m 333* 79* 51* 44 32 26 46 38 
Divorced —_ — 157 132 86 150 56* o 120 
* Rates based on less than ro patients. 
Tase IV 
North-East Scottish Psychiatric Services 
Rates per thousand female population by marital status and age 
R 75 
Marital status 15-19 20—24 25-34 35-44 45-54 55-64 65-74 andover Total 
Single .. ne 25 31 33 33 26 23 3I 60 3I 
—— Married ese 45 38 33 29 2I 19 26 54 29 
Widowed ws pas 100* 56* 37 33 21 27 40 31 
e Divorced Ss — 444* 164 39 41 54 38+ 167* 64 





* Rates based on 


males. Widowed females, single females, single 
males and married females ranked next highest 
in order, but differed overall by only 2-5 per 
1,000. Married males had the lowest rate, 
nearly 10 per 1,000 lower than the married 
females. 


The divorced 
Among males differences between the di- 
vorced and married groups were significant at 
ages 35 to 44 (x? = 75°73; p < -oor*) and 55 
to 64 (x? = 110'7; p < -oo1). Among females 
* d.f. = 1 in this and all subsequent y? tests. 


less than 10 patients. 


aged 20 to 34, the divorced had significantly 
higher referral rates than the married (x? = 
100-1; p < -oor), the single (x? = 131-6; 
p < -001) and the widowed (y? = 10:8; 
p < -or). In age groups 45 to 54 and 55 and 
over, divorced females had rates significantly 
higher than married women (x? = 6-1; p < 
-o2, and x? = 11°8; p < -oor). 


The widowed 


Widowed males had significantly higher rates 
of referral than married males throughout the 
whole age range: 20-45 ( x? = 13°4; p < 001), 
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45-54 (x? = 24°13; p < ʻ001), 55-64 (x? = 
18:0; p < ‘001), 65-74 (x? = 20°3; p < -001) 
and 75 and over (x? = 8:3; p < -ot). 

From 20 to 34, although rates for widowed 
females were unreliable owing to small numbers, 
they were markedly higher than rates for the 
single or married. At 35 to 44 the widowed 
ranked higher in referrals than the single or 
married, but differences were not significant. 
Widows aged 45 to 54 had significantly higher 
referral rates than married females ( x? = 14:7; 
p < -oo1). There were no significant differences 
in rates of single, married and widowed females 
at 55 to 64 or 65 to 74. At age 75 and over the 
earlier pattern was reversed, widows having 
significantly lower referral rates than single 
females (x? = 20-2; p < -oo1) or married 
females (x? = 7:9; p < -o1). Thus, although 
widowed males of all ages had significantly 
higher referral rates than married males, results 
for females varied considerably with age. 


The single and married 

Single males had significantly higher referral 
rates than married males at ages 25 to 34 (x? = 
45°93 p < +001), 35 to 44 (100-0; p < -oor), 
45 to 54 ( x? = 24°45 p < *001), 55 to 64 (x? = 
24°5; p < 001), 65 to 74 (x? = 25°0;p < 
-oo1), and 75 and over (x? = 10°5; p < -o1), 
i.e. in all ten-year age groups over 25. 

Married females had significantly higher 
referral rates than single females at ages 15 to 19 
(x? = 156; p < -oor) and 20 to 24 ( x? = 5:3; 
p < 05). Single females ranked higher in 
referral rates than married females in each 
ten-year age group from age 35, but only in 
age group 55 to 64 was the difference significant 
(x? = 3°93; p < -05). Single females did not, 
therefore, on the whole, have significantly 
increased risks of referral in comparison with 
married females. 


2. A comparison of marital status groups by diagnosis 

The primary diagnosis on initial contact with 
psychiatric services was used to group patients 
into clinical categories. Diagnostic classification 
was based on the International Classification of 
Diseases, Seventh Revision, and the main 
groups together with their I.C.D. codes were as 
follows: (1) Schizophrenia (300); (2) Manic 


depressive reaction (301); (3) Ageing (304, 305, 
306, 794); (4) Other and unspecified psychosis 
(309); (5) Alcoholism (307, 322); (6) Character 
and behaviour disorders (320, 321) ; (7) Neurotic 
depression (314); (8) Other neuroses (310-313, 
315-318). The number of referrals in the groups 
Involutional melancholia (302), Paranoia (303) 
and Psychosis of other aetiology (308) was too 
small to subdivide by marital groups, and these 
were excluded from analyses. 


The widowed and divorced 

Relative frequency of disorders. Very high pro- 
portions of referrals of the widowed and divorced 
were accounted for by a few specific diagnostic 
groups (Table V). Among widowed referrals 
under 65 years, neurotic depression accounted 
for almost 30 per cent of male referrals and over 
40 per cent of female referrals. At age 65 and 
over, disorders associated with ageing not 
surprisingly accounted for almost half the 
widowed referrals, most of the remaining 
referrals being diagnosed as either neurotic 
depression or psychosis of an unspecified type. 

Alcoholism accounted for almost 40 per cent 
of referrals of divorced males, while neurotic 
depression accounted for over 40 per cent of 
divorced female referrals. Character and beha- 
viour disorders formed a sizeable proportion of 
the remaining divorced referrals. 


The single and married 
A comparison by diagnostic categories. Referral 
rates per ten thousand population by diagnosis 


and age are shown for the single and married in 
Tables VI and VII. 


Schizophrenia 

Single males had significantly higher rates 
than married males (25 to 34, x? = 73:8; p < 
O01; 35 tO 44, X? = 134°1; p < ‘oor), 
and single females had significantly higher rates 
than married females (25 to 34, x? = 29°8;p < 
"001; 35 to 44, x? = 37°63 p < -oo1). The 
predominance of the single was, however, 
greater among males. 


Manic depressive reaction 


From age 25 and over single males ranked 
higher in referrals than married males, with 


. 


Marital status 
Widowed males 


Widowed females 


Divorced males 


Divorced females 
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Tase V 


North-East Scottish Psychiatric Services 
Widowed and divorced persons aged 15 and over first referred in five years (1963-1967). Relative frequency of disorders 
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Tase VI 


North-East Scottish Psychiatric Services 
Males aged 15 and over first referred in five years (1963-1967). Rates per ten thousand population by marital status, 























accounting for at least ro per cent of total referrals in each age, sex and marital status group 
(Arranged in descending order of frequency, with percentage contribution of each disorder to total in age group) 
Age Disorder Number Per cent 

25-64 Neurotic depression 24 29°3 

Alcoholism 23 28-0 

65 and over Ageing 99 48°5 

Psychosis unspecified 32 15°7 

Neurotic depression 23 11-3 

25-64 Neurotic depression 105 43°4 

Manic depressive reaction 47 19°4 

65 and over Ageing 239 45°5 

Neurotic depression 88 16°8 

Psychosis unspecified 55 10°5 

25 and over Alcoholism 23 39°0 

Character and behaviour disorders 7 II+g 

20 and over Neurotic depression 32 42°t 

Character and behaviour disorders 9 11°8 

















age and diagnosis 
r Character 
Age and Schizo- Manic Psychosis and Neurotic Other 
marital status phrenia depresive Ageing unspecified Alcoholism behaviour depression neuroses 
reaction disarders 
—— 15-24 Single 17 4 o 3* 6 8o 27 29 
Married 5 7* o o 5* 77 60 36 
= 
25-34 Single 62 12* o 5* 34 52 4I 53 
Married 8 8 o 1* 32 40 33 39 
35-44 Single 93 27 o 2* 89 44 54 37 
Married 7 13 (o) 2* 49 28 46 33 
45-54 Single 30 19* o 8* 89 21* 40 13* 
Married 4 14 a* 3* 40 16 43 1g 
55-64 Single 10* 67 13* 10* 40 3* 64 10* 
Married o ar 8 15 22 10 44 15 
65-74 Single 12* 35* 47* 41* 35* 6* 35* 18* 
Married 3* 18 29 17 g* 6* 27 3* 
75& Single o 33* 221 77* 11* o 77* o 
~ over Married o 24* 163 57 3* o 24* 3* 


* Rates based on less than 10 patients. 
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Tase VII 
North-East Scottish Psychiatric Serowes 
Females aged 15 and over first referred in five years (1969-1967). Rates per ten thousand population by marital status, 
age and diagnosis 
ches 
Age and Schizo- Manic Psychosis Neurotic Other 
marital status phrenia depressive Ageing unspecified Alcoholism bhari depression neuroses 
reaction disorders 
15-24 Single 10 3* o 77 66 51 
Married 2* 15 o 1* 1* 79 148 71 
25-34 Single 39 14* o 2* 4* 56 93 45 
Married 8 16 2* i* 40 140 72 
35744 Single 56 34 o 7* 2* 25 97 40 
Married 13 32 o 2* 5 26 117 43 
45-54 Single 26 30 2* 7* q* 7* 82 19 
Married 6 32 1* 6 8 16 76 21 
55-64 Single 20 36 13* 10* 7% 8* 63 15* 
Married 7 35 11 7 4* 7 69 17 
65-74 Single 14* 5I 96 14 4* 12* 51 16* 
Married 5* 42 62 27 1* 6* 69 1o* 
75 & Single 3* 18* 356 70 3* 3* 43 12* 
over Married o 24* 310 80 5* 5* 52 5* 
differences being significant at ages 35 to 44 (x? Alcoholism 


= 4'8; p < -05) and 55 to 64 (x? = 20°3; 
p < -oo1). Among females aged 15 to 24 the 
married had significantly higher rates of referral 
than the single ( %2 = 15:6; p < -oor). From 
age 25 rates for single and married females were 


strikingly similar. 


Disorders associated with ageing 

The single ranked higher in referrals than 
the married in both sexes and in each age group 
over 55, but the differences were significant only 
among females aged 65 to 74 (x? = 4°8; p < 
“05). 


Psychosis, other and unspecified 

There was little difference in rates for the 
single and married in either sex up to age 65. 
Among males aged 65 and over the single had 
significantly higher rates than the married 
(x? = 4°9; p < -05), but there were no 
significant differences in referrals of single 
and married females in that age group. 


There were no significant differences in 
referrals of single and married males in the 
youngest and second youngest age groups, 
but from age 35 and over single males had 
significantly higher rates of referral than 
married males (35 to 44, x? = 9°9; p < ‘01s 
45 to 54, X? = 17°03 p < *001; 55 to 74, X? = 
9'2; p < -‘o1). The female rates were con- 
sistently low and showed little variation by age 
or marital status. 


Character and behaviour disorders 

At age 15 to 19 married females had signi- 
ficantly higher rates of referral than single 
females (x? == 5°3; p < +05). There were no 
significant differences in referrals of the single 
and married in any other age/sex group. 


Neurotic depression 


Married males aged 15 to 24 had significantly 
higher rates of referral than single males ( x? = 
13°2; p < -oor). There were no significant 


~~ 


w 


BY NORMA C. 


differences in referrals of single and married 
males in any decennial age group from 25 to 64. 


_ At age 65 and over single males had significantly 


higher rates than married males (x? = 4'2; 
p < 05). Among females the married had 
significantly higher rates of referral than the 
single at ages 15 to 19 (x? = 12°45 p < ‘oor), 
20 to 24 (x? = 5'6; p < -02) and 25 to 34 
(xX = 7°33 p < +01). There were no significant 
differences in referrals of single and married 
females from age 35. 


Other neuroses 


Among males there were no significant 
differences in referrals of the single and married 
in any decennial age group. At ages 25 to 34 
married females had significantly higher rates 
of referral than single females (x3 = 4'9; p < 
05), this difference being attributable mainly 
to the neurotic subgroups of anxiety neurosis, 
phobic reaction and neurosis with somatic 
symptoms. From age 35 and over there were 
no significant differences in referrals of single 
and married females. 
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3. A comparison of the marital status of hospital 
admissions with referrals to extra-mural services 
Rates of admission of new patients to mental 

hospital and referral of new patients to extra- 


mural services are given by sex and age for the 
single and married in Tables VIII and IX. 


Males 

Single males had significantly higher rates of 
admission to mental hospital than married 
males at ages 25 to 34 (x? = 22°13 p < `001), 
35 to 44 ( x? = 92°53 p < -001), 45 to 54 (x7 = 
43°2; p < -001), 55 to 64 (x? = 43°3; P < 
ʻ001), 65 to 74 (x? = 21°7; p < -oor) and 
75 and over (x? = 10'1; p < -o1), ie. in each 
ten year age group over 25. Among referrals to 
extra-mural services the single males ranked 
higher than married males at all ages but 
differences reached significance only in age 
groups 25 to 34 (x? = 20°5; p < oor), 35 to 
44 (28-1; p < +001), and 65 to 74 (x? = 7'1; 
p < -or). 


Taste VII 
North-East Scottish Psychiatric Services 


Males aged 15 and over first referred in five years (1963-1967). Rates per thousand population by marital status, 








age and type of care on initial contact 





Hospital admissions 









































Marital status 15-24 25-34. 35-44. 45-54 55-64 65-74 75 and over 
a Single 2 8 17 12 13 12 23 
Married 2 4 5 4 4 4 10 
Ratio of single/married 1'0 2'0 3'4 3'0 3°3 3'0 2°3 
Extra-maural services 
Marital status 15724 25-34 35744 45-54 55-64 65-74 75and over 
Single 20 23 28 16 15 17 32 
Married 1g 15 16 13 13 10 23 
Ratio of single/married II 1'5 1'8 12 1'2 1:7 1'4 
Ratio of single/married for 
hospital admissions to 
single/married for extra- 
mural services .. ais I°g 1'9 2'5 2'8 1'8 1°6 


0'9 
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Taste IX 
North-East Scottish Psychiatric Services 
Females aged 15 and over first referred in five years (1963-1967). Rates per thousand population by marital status, 
age and type of care on initial contact 








Hospital admissions 
























































Marital status 15-24 25-34 35744 45-54 55-64 65-74 75 and over 
Single pig A 2 6 II 7 8 10 16 
Married ai i 4 4 4 4 4 7 II 
Ratio of single/married 0'5 1'5 2:8 1:8 2'0 Ig 15 

Extra-mural services 

Marital status 15-24 25-34 35-44 45-54 55-64 65-74 75 and over 
Single 25 26 21 18 15 20 44 
Married 35 30 24 17 15 19 43 
Ratio of single/married 0:7 0'9 0'9 I-I 1-0 1+] 1-0 
Ratio of single/married for 

hospital admissions to 
single/married for extra- 
mural services - OF 1-7 3°71 1-6 2'0 1°3 1-5 








Females 


At age 15 to 24 the married had rates 
significantly higher than the single among 
hospital admissions (x? 10'4; p < -ot), 
and among referrals to extra-mural services ( x? 
= 23-9; p < -oor). Among hospital admissions 
from age 25 single females ranked higher than 
married females, these differences proving 
significant at ages 25 to 34 (x? = 7°3;p < 01), 
35 to 44 (x? = 35°53 p < 001), 45 to 54 ( x? 
8-8; p < +01), 55 to 64 (x? = 15°43 p < +001) 
and 65 to 74 (x? = 5'0; p < '05). Among 
referrals to extra-mural services there were no 
significant differences in referrals of single and 
married females. Thus the pattern of referral of 
single and married females aged 25 and over is 
very different among hospital admissions as com- 
pared with referrals to extra-mural services. 
Only among patients admitted to hospital did 
single females have significantly higher rates 
than married females. 


Ratios of single|/married 
The differences between referral rates of the 





single and married were greater among persons 
referred directly to hospital than among those 
referred initially to extra-mural services. This is 
demonstrated by the bottom row of figures in 
Tables VIII and IX respectively, which show 
the ratio of single/married for hospital admissions 
to the ratio of single/married for referrals to 
extra-mural services. A value of 1 for this ratio 
would indicate that there was no difference m 
the relative proportions of single and married 
persons referred to the two types of care. It 
will be seen that for every age group over 25 
this ratio is greater than 1, indicating the 
relative excess in the rates of single persons over 
married persons admitted to hospital as com- 
pared with those referred to extra-mural 
services. 


Discussion 
The results show that a very different pattern 
of referral by marital status exists among 
referrals to all types of psychiatric care as 
opposed to those admitted to mental hospital, 
and this suggests that a reappraisal of the 
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hypotheses regarding marital status and mental 
illness is necessary in the light of the present 


findings. 
The single and married 


The hypothesis of differential hospitalization 
of the single and married, rejected by Odegaard, 
has been upheld in the present study—single 
persons with mental disorders are more likely 
to be admitted to hospital than their married 
counterparts. Since the time when Ødegaard 
did his study the use of morbidity statistics 
based on hospital admissions as measures of 
incidence of disease has been questioned 
(Cooper, 1966; Hill, 1962; Terris, 1965). The 
present study proves that because of the process 
of differential hospitalization of the single and 
married reliable judgements about the incidence 
of mental illness in different marital groups 
cannot be made on the basis of hospital 
admission studies alone. 

Considering only referrals to extra-mural 
services, single males in each decennial age 
group from 25 had higher rates of referral 
than married males. Since the hypothesis of 
hospitalization does not apply, community care 
not acting as a substitute for domestic support, 
this suggests a more direct relationship between 
marital status and mental illness in men. The 
question remains, however, as to why single 
men should have increased risks of referral in 
comparison with married men, while single 
women do not have increased risks of referral in 
comparison with married women. It might be 
đrgued that a single man, when suffering from 
symptoms of mental illness is more likely to be 
referred by his general practitioner to a psychi- 
atrist for treatment, whilst a single woman is 
treated by the general practitioner himself; or 
that a married woman is more likely to be 
referred than a married man, and that results 
are explicable in terms of differential referral. 
Work which supports this suggestion has been 
undertaken in the North-East of Scotland by 
Gardiner, Petersen and Hall (1973). However, 
this seems unlikely as the total explanation. 
Two American surveys of mental illness in the 
community found that a higher proportion of 
single males were maladjusted than single 
females (Knupfer, Clark and Room, 1966; 
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Srole, Langer, Michael and Opler, 1962), while 
studies of mental illness in general practice 
have shown that married men have significantly 
lower rates than single men, but rates for single 
and married women do not differ significantly 
(Cooper, 1966; Shepherd, Cooper, Brown and 
Kalton, 1966). As suggested by Ødegaard 
(1946), some variation in the selection process 
for marriage may account for these differences, 
or perhaps marriage provides a protection only 
for men against the development of mental 
illness. 

It is difficult to find an answer to the question 
of to what extent selective and to what extent 
reactive mechanisms account for the differences 
in referred mental illness in different sex/marital 
status groups. Results of the present study do 
show that there are differences in the referral 
patterns in different diagnostic groups, and 
different explanations may be necessary for 
different diagnostic categories. Among males 
it is for the psychoses that the single have 
particularly high rates of referral in comparison 
with the married, while differences between the 
groups are less pronounced for the neuroses 
and character and behaviour disorders. Among 
females, the single have higher rates than the 
married for schizophrenia, while rates for the 
other psychoses and the neuroses in single and 
married females are similar, the young married 
group having even higher rates than their single 
counterparts for neurotic depression and charac- 
ter and behaviour disorders. With some reserva- 
tions, the results support the work of Miller 
and Barnhouse (1967) among mental hospital 
patients, which showed that the problems of 
the married were more often of an interpersonal 
and environmental nature than those of the 
single, and fewer overt psychotic symptoms 
were exhibited by the former group. It seems 
reasonable to apply the selection hypothesis to 
male psychotics and female schizophrenics and 
suggest that early psychotic symptoms act as 
marriage handicaps, reducing the probability of 
marriage in these groups. This has already 
been proved to be so among female schizo- 
phrenics (Stevens, 1969). The hypothesis of 
differing reactions to the single or married state 
leading to different referral rates seems more 
likely to apply to the neuroses, where social 
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and environmental influences are generally re- 
garded to be more important. Contrary to the 
original statement of the hypothesis of protec- 
tion, however, among young women the 
married state often seems to act as an additional 
strain leading to the development of mental 
illness. 


The widowed 


There is a well documented literature which 
discusses the emotional strains suffered by the 
widowed as a result of the crisis of bereavement. 
This leads to increased risks of psychiatric 
referral (Stein and Susser, 1969), excess mor- 
tality (Kraus and Lilienfeld, 1959; Young, 1963) 
and high suicide rates (MacMahon and Pugh, 
1965). The present study shows that it is 
particular groups among the widowed who 
have increased risks of psychiatric referral, these 
groups being widowed males of all ages and 
young widowed females. Again there are 
differences between the sexes in the risks of 
referral among the widowed. The higher risks 
of referral for widowed males could be attributed 
to the loss of the hypothesized protective influ- 
ence against the development of mental illness 
afforded by marriage, a protection which does 
not seem to exist for women, judging by the 
results for the single and married. Similarly, if 
the single state is more stressful for men than for 
women, so probably is the widowed state. 

Among the old it might be expected that the 
widowed would have increased risks of referral 
in comparison with the married, since the 
widowed would more often be living alone and 
be less likely to have someone to care for them. 
Once again, this appears to be so only among 
the men. Since women generally marry men as 
old or older than themselves, and since men 
have a shorter expectation of life, to have a 
husband alive at age 75 and over is the exception 
rather than the rule and may constitute more of 
a burden than a protection for women. How- 
ever, not only do widows aged 75 and over not 
have increased risks of referral in comparison 
with their married counterparts, they actually 
have significantly less chance of being referred 
than married women of this age. The explana- 
tion for this may lie in the fact that by the age of 
75 the majority of widows will have been 


widowed for a considerable number of years 
(e.g. in 1965, statistics for Scotland (Annual 
Report of Registrar General) showed that at age 
30-34, 211 women became widows and the 
estimated mid-year population of widows was 
700, i.e. a rate of 301 per 1,000, whereas at 75 
and over 2,248 women became widows and the 
mid-year population of widows was 77,770, i.e. a 
rate of 29 per 1,000. A much higher proportion 
of men became widowers at age 75 and over, a 
rate of 68 per 1,000 widowed males in the 
community). Those who have been widowed for 
some time may have had a referral associated 
with the high risk period soon after bereavement. 
Thus a lower proportion of widows in the 
oldest age group would be at risk of entering 
psychiatric services as new patients in com- 
parison with their married counterparts. 


The divorced 


The very high rates of referral to psychiatric 
services among the divorced of both sexes 
confirm all previous findings whether among 
hospital admissions (Adler, 1953; Locke, Kramer 
and Pasamanick, 1960; Malzberg, 1964; Ode-. 
gaard, 1946; Thomas and Locke, 1963}, psychi- 
atric referrals (Gardner, Miles, Bahn and 
Romano, 1963; Innes and Sharp, 1962; Jaco, 
1957; Rosen, Bahn and Kramer, 1964), and 
in the community (Blumenthal, 1967; Srole, 
Langer, Michael and Opler, 1962). The results 
of the present study do not clarify whether 
divorce can in itself cause mental illness or 
whether it serves merely as an indication that 
mental illness is likely to have existed. What ft 
does show is that a high proportion of the 
referrals of the divorced can be attributed to two 
diagnostic groups—alcoholism among males 
and depression among females. It certainly 
seems likely that the additional strains of the 
divorce proceedings will increase such problems, 
and this may lead to the referral taking place 
after the divorce, although the symptoms may 
have originated earlier. 


SUMMARY 
The relationship between marital status and 
the risk of psychiatric referral was examined 
among all new patients from the North-East 
Scottish Region entering psychiatric care for the 
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first time in their lives between 1963 and 1967, 
a total of 9,776 cases. A comparison of referral 
rates by marital status, sex and age showed that 
the main marital groups with high risks of 
referral to psychiatric services were the divorced 
of both sexes, widowed males, widowed females 
aged 20-54, married females aged 16-24 and 
single males older than 25. These findings differ 
from those of previous studies based only on 
hospital admission data. 

A comparison of diagnostic groups by marital 
status, sex and age revealed important differ- 
ences in the marital status distribution in 
different diagnostic groups. Single males had 
higher rates of referral than married males for 
the psychoses and alcoholism, but for the 
neuroses and personality disorders rates were 
similar for the two groups. Single females had 
increased risks of referral in comparison with 
married females only for schizophrenia. 

The hypothesis that a single person when 
developing symptoms of mental illness is more 
likely to be admitted to mental hospital, whereas 
a married person is more likely to be treated 
in the community, was proved true. Propor- 
tionately more single persons of both sexes 
were admitted directly to hospital than were 
referred to extra-mural psychiatric services. 
Results are discussed in relation to previous 
studies and the hypotheses regarding marital 
status and mental illness are reappraised in the 
light of the present findings. 
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Adolescents and Work Difficulties 


By JOHN EVANS and LAWRIE MOLONEY 


As the staff in a psychiatric adolescent service 
become more experienced, they invariably 
develop hunches and hypotheses about the 
young people referred to them. These ideas, 
which are essentially clinical in origin, can often 
be tested if relevant information is systematically 
collected; previously unsuspected associations 
may also be found in such a body of data. For 
these reasons, the Young People’s Unit adopted 
the routine use of a pre-coded assessment form. 

During an eighteen-month period in 1968/69, 

239 youngsters, aged twelve to twenty, were 
referred to staff of the Young People’s Unit and 
were rated for 131 items concerning the adoles- 
cent and his family. The item ‘Work Difficulties’ 
was found to be unexpectedly frequent (Evans 
and Acton, 1972). Sometimes these difficulties 
were the reason for referral; at other times, 
the item appeared as an additional disability. 
In either case, work difficulties are obviously of 
considerable importance to the youngster, his 
family and the community. It was felt relevant 
to investigate this further, especially as very 
little has been written on the psychiatric aspects 
of work difficulties in adolescents (Friedman and 
Soloff, 1967; Goldman et al., 1970). 
* In contrast, there have been a number of 
sociological investigations, such as those of 
Ferguson and Cunnison (1951), Carter (1966), 
Hill (1969), and Maizels (1970). With the 
exception of the first of these, their frame of 
reference differed considerably from ours and 
the investigations are not comparable. 


METHOD 


In our series of 239 adolescents, 103 had 
finished full-time education. Of these youngsters 
36 were judged by the assessing psychiatrist to 
have no work difficulties; that is, they were 
judged to have no more problems with em- 
ployment than the average adolescent. The 
remaining 67 with work difficulties were classi- 


fied by the presence or absence of a history of 
unemployment (absence being defined as less 
than two months unemployment per annum). 
They were independently classified by the 
presence or absence of a history of frequent job 
changing (absence being defined as three jobs or 
less in the first year of employment and two jobs 
or less per annum subsequently). 

It was found that the cases were distributed 
as follows: 





TABLE I 
History af unemployment 
Yes No 
Yes 17 16 
Frequent job changing 
No 13 21 


It is clearly valuable to attempt to estimate 
how much the patterns of unemployment in our 
referred sample deviate from a comparable 
non-referred sample of adolescents. Ferguson 
and Cunnison (1951), in their survey of 1,314 
boys aged 14 to 18, found that the average un- 
employment was one week per year. However, 
we could not compare our sample with that of a 
slightly different age group assessed twenty 
years earlier. The authors are therefore grateful 
to the Edinburgh Youth Employment Service 
for providing data relating to job changing and 
unemployment for all persons on their files on 
a particular day in June 1972 (N = 319). We 
found that mean age and mean length of time 
during which the youngster was eligible for 
employment were almost identical in each 
sample. Analysis revealed that, on average, 
those in the referred sample changed jobs slightly 
more often and spent slightly more time un- 
employed than people registered with the 
Youth Employment Service. This service, by 
definition, deals with adolescents who have a 
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history of unemployment or who change jobs 
frequently. In addition, between the eighteen 
months period in which our sample was assessed 
and June 1972, the unemployment situation in 
Scotland had worsened. The evidence, there- 
fore, points to the fact that youngsters referred 
to the Young People’s Unit are having much 
greater difficulty than the average adolescent, 
both in finding jobs and in keeping them. This, 
in turn, supports our feeling that work diff- 
culties are related to psychiatric problems, and 
that the area warrants further investigation. 


RESULTS 


We were interested firstly to discover what 
factors differentiated the 67 youngsters who 
were clinically assessed to have work difficulties 
from the rest of the sample. Table II illustrates 
the variables with which ‘Work Difficulties’ 
correlated. 

Table III illustrates the variables which 
correlated significantly with the more objective 
criteria of ‘Frequent Job Changing’ and 
‘History of Unemployment’. 

Next, it was felt that further information 
might come to light if one considered as a 
single unit those with a ‘Poor Work Record’— 
that is, those with an objectively scored History 








WORK DIFFICULTIES AND ADOLESCENTS 





Tase IT 
Variables associated with Work difficulties 
Sample = 67 
Work 
difficulties 
Variables 
x? P< 
Mother absent for more than one 
month during infancy or more 
than one period : 5'8 1df -o2 
Psychosomatic symptoms 4'1 idf -05 
No present education .. IIJ 1 df -oor 
Disturbed behaviour... . 14°13 df -or 
Poor tolerance of frustration 12-02 df ʻor 
Unreasonable one on part of 
adolescent . : 4'4 1 df +05 





of Unemployment or Frequent Job Changing or 
both and contrasted this group with the rest of 
the sample. In particular at this stage we were 
looking for the influence of variables concerned 
with the family on the work records of adoles- 
cents. Table IV illustrates the additional vari- 
ables which correlate significantly with this 
group of 46 adolescents. 

Finally, we felt it was particularly important 
to try to discover any common factors which 
might have led the psychiatrists to classify 21 
youngsters as having work difficulties though 











Tase IIT 
Variables associated with History of unemployment or Frequent job changing 
Sample = 46 
History of Frequent job ° 
unemployment changing 
S = 30 S = 33 
Variable 
x? P< x? P< 
Basic educational attainments only .. 4'91df +05 4;11df +05 
No present education .. ie : 4'6 rdf o5 4°81df +05 
Poor tolerance of frustration .. 14°22df -oor 18:g2df ‘ooi 
Poor objectivity concerning condition 7°42 df -o2 13‘8adf oor 
Little wish for insight .. i vs 6-12 df 05 11°32 df o1 
Inactive partic, in assess. PSS 6-oedf +05 4°42df NS 
Problem seen outside self 6:12df -o2 rg2d? NS 
Poor peer relationship (solit. or superfic.) 5°61df +05 i7r1df NS 
Relative youth .. igidf N.S. 6-o01df -o2 
Delinquency ‘6r1df NS. 4°8i1df -o5 








= 


BY JOHN EVANS AND LAWRIE MOLONEY 


Tase IV 
Variables associated with Poor work record = History 
af unemployment and/or Frequent job changing 





Sample = 46 
Poor work 
record 
Variable 

x? P< 
Father often away 4°51. df -05 
Learning difficulties 4°21df +05 
Treatment lapsed ais 6-72df 05 
Shorter duration of treatment 4°31df +05 





on the more objective criteria their work 
records appeared to be satisfactory. When this 
group was compared with the rest of the sample, 
the following significant correlations emerged. 











Taste V 
Variables associated with Work difficultess—Subjective 
assessment only 
Sample = 21 
Work 
difficulties 
(clinical only) 
Variable a 
x? P< 
Psychosomatic symptoms .. §°51 df -02 
Unreasonable expectations of 
adolescent ; ‘ 5'4 rdf -05 





Discussion 

The reasons for referral of youngsters to our 

unit are most frequently family tensions, identity 

° problems and impulsivity, reflected in such 
behaviour as delinquency and attempted 
suicide, but we were surprised by the number 
who were bewildered by, and in difficulties 
with their work. Clinical experience has shown 
that many had expected immediate maturity 
and resolution of problems on leaving school, 
but instead found former difficulties being 
repeated at work; former school phobics, for 
example, often become work phobics. 

Our expectation that the clinical concept of 
work difficulties would more or less coincide 
with frequent job changing and a history of 
unemployment was not substantiated (Table I). 
Neither was our presupposition that a history of 
unemployment and frequent job changing 
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would usually co-exist in the same individual 
(Table 1). Ferguson and Cunnison found a 
correlation between number of jobs and 
number of spells (not duration) of unemploy- 
ment, but their sample differed, for they used 
a cohort of the Glaswegian teenage population. 
They showed a correlation between frequent job 
changes and unemployment. Our techniques 
showed that the two groups had differences as 
well as similarities. We were not surprised to 
find that those with a poor work record tended 
to have received only a basic education and 
were not interested in pursuing any form of 
further education, such as apprenticeships or 
part-time courses (Table IIT). When histories 
of unemployment and of frequent job changing 
were considered together (Table IV), there was 
also a significant correlation with learning 
difficulties as well as with poor tolerance of 
frustration, poor objectivity concerning pro- 
blems and little wish for insight and under- 
standing (Table IIT), all factors which can 
impair ability to make effective use of education. 
Thus it would appear that work difficulties are a 
repetition of educational difficulties. 

Poor frustration tolerance, poor objectivity, 
and little wish for insight were included in our 
routine assessment because such qualities are 
linked with a bad response to insight therapy 
(Rayner and Hahn, 1964; Malan, 1963). There- 
fore we were not surprised to discover in the 
poor work record group (Table IV), that the 
duration of treatment was significantly shorter 
and that a significantly greater number of cases 
lapsed through patients abandoning treatment. 

It had been felt in clinical interviews that 
many of the youngsters who had problems with 
work were somewhat under-involved in life 
generally. On the other hand, others appeared 
to be sufficiently involved but tended to be 
over-impulsive. As Table ITI illustrates, those 
with a history of unemployment were more 
likely than the remainder of the sample to 
have experienced poor peer relationships and 
to have attributed their difficulties to people 
and agencies outside themselves. In addition, 
they tended to take a less active part in our 
assessment procedure, though it should be noted 
that this factor almost reaches significance with 
frequent job changers also. 
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In contrast with this rather uninvolved group, 
the frequent job changers were significantly 
younger and significantly more delinquent than 
the sample as a whole. They form the more 
impulsive group of people with poor work 
records. 

What of the 21 youngsters who were judged to 
have work difficulties, yet who appeared, on 
the more objective criteria, to have good work 
records? We had hypothesised that these cases 
were likely to be the anxious ones, but we 
discovered that neither anxiety nor depression 
correlated significantly. Our figures (Table V) 
indicated that a slightly different formulation 
was more accurate—that these youngsters 
showed specific responses to anxiety and stress 
at work, rather than withdrawal from work or 
frequent job changing; they tolerated tension 
either by somatising it, or by attributing its 
origin to the environment (unreasonable ex- 
pectations). In contrast with those with a poor 
work record, who showed significantly greater 
learning difficulties, less objectivity, less wish 
for insight, less participation in the assessment 
procedure, and more frequent withdrawal from 
treatment—qualities which would make them 
unlikely to overcome their difficulties at work— 
this group persisted and tolerated the stress. 

Our awareness of the influence of family 
difficulties on adolescent functioning has led us 
to rate 16 relevant variables, such as marital 
tension, separation and alcoholism, and we were 
not surprised to find that mother being away 
for a period and father often being away had a 
significant effect on work problems. The general 
lack of significant correlation with these 
variables was, however, very much in opposi- 
tion to what we had expected. Even when we 
had controlled for sex (assuming that boys 
identified with their fathers and girls with their 
mothers), most variables still failed to correlate 
significantly. The result was the same when 
certain variables were added together to form 
meaningful areas of family difficulty. On re- 
inspection we concluded that this was pro- 
bably due to the sample size being too small 
to bring out the differences, as our clinical 
impression remains otherwise. 

Work problems did not correlate with sex, 
birth rank, number of siblings, social class of 
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father, mother’s current occupation, social and 
domicile mobility, a history of previous psychi- 
atric disturbances in the youngster, or grossly 
inadequate childhood experiences. 

Finally, we were somewhat surprised to find 
that the 22 cases of drug experimenting (this 
does not mean drug addiction) showed no 
correlation at all with work problems. The 
reason for this may be that drug experimenta- 
tion is akin to alcoholic experimentation. It is 
the dependence on either, rather than the 
experimentation as such, that is pathological. 
Of the total sample, of 239, only two youngsters 
were considered to be actually addicted to 
drugs. 


CONCLUSIONS 


Youngsters referred to a psychiatric unit 
because of emotional disturbance, family diffi- 
culties, impulsivity etc., are found to have a high 
incidence of work difficulties, This blanket term 
covers a number of specific problems correlating 
with specific types of behaviour and defence 
mechanisms. 

The conclusions of a Working Party of the 
National Youth Employment Council, 1970, 
has led to the passing of the Employment 
Medical Services Act. The Act, which increases 
the medical services of the Department of 
Employment, has recognized the psychiatric 
component of work difficulties. Experience 
in the Young People’s Unit shows that skilled 
psychiatric help is required in many of these 
cases. Our findings underline the relevance of 
the Act, while indicating that further research * 
is required to clarify the various syndromes. 
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Dermarions 

Work difficulties: A value judgement by assessing psychi- 
atrist based on family interview, reports and clinical 
judgement. 


207 


History of unemployment : More than two months unemploy- 
ment per year since first job. 

Frequent job changing: Four jobs or more in first yea: ot 
employment, three jobs or more per annum subse- 
quently, 

Disturbed behaviour: Marked or moderate disturbance 
causing upset to others at the time of referral. 

Unreasonable expectations on part of adolescent: This implied 
that his expectations of his parents and employers are 
in a form judged to be out of accord with the average 
adolescent. 

Poor tolerance of frustration, Poor objectimty, Little wish for 
insight, Inactive participation in assessment procedures. 
Clinical value judgements. 

Delinquency: This implied the commission of acts which 
could have led to institutional placement. 


John Evans, B.Sc., M.R.C.P., M.R.C.Paych., Consultant Psychiatrist, 


Lawrie Moloney, m.sc., Psychologist, 
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ABSTRACT 


Assessing Drug-taking as a Problem: An English Observation 
Study 


By MARTIN A. PLANT 


Very little research has been conducted on drug- 
takers in the community. Goode (1970) and Reeves 
(1973) are notable American and British exceptions. 
Both used non-random methods to collect informa- 
tion from drug-takers in non-clinical settings. In the 
present study, carried out in Cheltenham, I used 
participant observation as a means of approaching 
drug-takers in their ‘natural’ settings. I employed an 
anthropological technique called ‘snowballing’. This 
involved introducing myself to a few drug-takers. 
These individuals, when satisfied about my identity 
and intentions, introduced me to their drug-taking 
friends, who in turn introduced me to the network 
of other drug-takers whom they knew. During the 
period August 1970-October 1972, I was able, 
informally, to observe the life-styles and drug-taking 
behaviour of a number of drug-taking groups within 
the community. In addition, I collected statistical 
information about the biographical characteristics of 
200 individuals I encountered. A standardized inter- 
view schedule was used which investigated family 
backgrounds, employment, education, social relation- 
ships, delinquency, drug histories, living conditions, 
ideology and sexual behaviour. 

All of those interviewed had used cannabis at least 
six times during my fieldwork. It was assumed that 
this criterion would exclude those who were merely 
experimenting and concentrate upon people with 
greater involvement. 


SOCIAL CHARACTERISTICS 

This was not a randomly selected sample, repre- 
sentative of all the drug-takers in the community. 
The methodology possibly produced a bias towards 
those individuals with a higher level of drugtaking 
experience. 

Sex: 153 respondents, 76-5 per cent of the sample, 
were males, This was consistent with my personal 
observations, and with Goode’s findings in relation 
to cannabis smokers in New York. 

Socio-economic status: American evidence (Chein et 
al., 1964) suggests that narcotics dependence is 
linked with low socio-economic status. There is less 
British evidence to support this conclusion. Several 


208 


British studies (Kosviner et al., 1968; Binnie and 
Murdock, 1969; and Wiener, 1970) suggest that 
drug-takers are not necessarily from low socio- 
economic status groups. Of my respondents, 120, 
60 per cent of those interviewed, came from non- 
manual backgrounds. The fact that most of the 
sarople were middle-class rather than working-class 
indicates a departure from traditional theories of 
social deviance. 


Age: The ages of the sample ranged from 15 to 41. 
120 individuals, 60 per cent were aged between 19 
and 22. This finding is consistent with the studies 
of Goode in America and Reeves in Southern 
Hampshire. 

The sub-groups: For the purposes of general dis- 
cussion, three important categories of respondents 
are distinguished. There was considerable overlap 
between these sub-groups, as well as considerable 
variation within them. Nevertheless, they are useful 
configurations: 

(1) Students: 73 respondents; 36-5 per cent were 
full-time students at institutions of higher or 
further education. 

(2) Mrddle-class bohemians: 40 respondents; 
20ʻ0 per cent were non-manual workers, or were 
still at school. 

(3) Low-status unemployed or manual workers: 87° 
respondents; 43°5 per cent were either unemployed 
or had manual jobs. 

First drug experience: 148 individuals, 74-0 per cent 
of those interviewed, reported that they had started 
to use drugs out of curiosity. An additional 32 indi- 
viduals, 16-0 per cent, stated that they, had fist used 
drugs because they had been persuaded to do so by 
friends. Altogether, 187 respondents, 93-5 per cent, 
had first been introduced to drug-taking by friends 
or relatives. Only ten individuals, 5+0 per cent of the 
sample, stated that they had first been introduced to 
drug-taking by people whom they did not know well. 
It appeared that peer group pressure, and the 
example and influence of well-known and respected 
friends, were important factors in leading to the 
adoption of drug-taking behaviour. ` 
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Paiterns of drug taking 
Drugs ever taken 
Drugs used No. % 

Cannabis an .. 200 1000 
Hallucinogens .. ao .. 155 77:5 
Amphetamines . a . 108 54:0 
Hypnotics a 93 46:5 

Miscellaneous medical ow. O. pre- 
scription) 31-0 
Raw opiates ., 7 +s 33 16-5 
Manufactured opiates . . 30 15:0 
Cocaine . .. 30 15:0 
Miscellaneous non-medical .. 22 11ʻ0 

Drugs used: 172 individuals, 86-0 per cent, had 


used drugs other than cannabis. 31 individuals, 
15°5 per cent, had experience of injected drugs. All 
but 3 of these had either discontinued injecting, or 
did so only very rarely. The evidence indicated that 
after becoming a drug-taker a person was likely to 
experiment with a range of drugs, possibly to demon- 
strate commitment to the drug ‘scene’. After this 
experimental phase, individuals generally reverted to 
fewer, or a single, type of preferred drug, usually to 
cannabis, or discontinued drug-taking altogether. The 
injection of drugs was generally disapproved of by the 
students and middle-class bohemians, and only one 
respondent in these sub-groups had ever injected 
drugs. Those with the widest range of drug-taking 
experience were amongst the low-status unemployed 
or manual workers. This sub-group had little status 
in the workaday world, and had the most catholic 
tastes in drug use. Included were several heavy 
drinkers and cigarette smokers. Most of those inter- 
viewed clearly rejected the suggestion that their drug 
e use had been a response to stress or sickness, or that 
it had adversely affected them. Many stressed that 
‘becoming a drug-taker’ was a commitment to a 
general outlook and lifestyle, which they saw as 
positive and valuable. Only three respondents were 
regularly injecting opiates (obtained illegally), and 
the great majority of those interviewed were not 
physically dependent upon drugs. Only 25 indivi- 
duals, 12-5 per cent, had ever consulted a doctor in 
connection with their drug-taking; of these 6 indivi- 
duals had been treated for drug dependence. Very few 
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of the sample reported ever having suffered either 
physical or material harm as a consequence of their 
drug use. The clear consensus amongst those observed 
and interviewed was that their drug experience had 
been controlled and enjoyable. 

Social problems: There were as many differences 
between individual drug-takers as there may be 
between drug-takers and non-drug-takers. The 
students and middle-class bohemians did not appear 
to be problematic in terms of the factors examined, 
such as delinquency, unemployment, living condi- 
tions, intactness of natural family and attempted 
suicide, Amongst the low-status unemployed and 
manual workers, there was a high proportion of 
individuals with disturbed biographies or coming 
from economically underprivileged backgrounds. 
The evidence indicated that the commonly used 
distinction between ‘hard’ and ‘soft’ drugs is over- 
simple. Many individuals had experimented with the 
so-called ‘hard’ drugs without becoming dependent 
upon them. Others were incessant users of drugs 
normally regarded as ‘soft’. In conclusion, it is 
suggested that a purely medical model of drug- 
taking, while valuable in relation to the condition of 
physical drug dependence, is inapplicable to most 
drug-takers in the community. A common distinction 
is made between social drinking and alcoholism. 
Perhaps it would be useful to make a similar distinc- 
tion between drug-taking and drug abuse. 
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ABSTRACT 


Young People in Mental Hospitals 


By T. E. LEAR and JEANNE LEWINGTON 


INTRODUCTION 
The increasing awareness of the social needs of 
young patients in a mental hospital where the care 
of elderly people is the major task started with 
comments from visiting medical students, and 
eventually met with a response from hospital personnel 
and community volunteers. 


PROCEDURE 

Authority was obtained from hospital professional 
staff by the Voluntary Service Organizer to start 
evening social meetings for young patients at first 
monthly, later by their request weekly. Experienced 
young Community Service Volunteers (3) and other 
Youth Workers who had expertise in working with 
young people, together with student psychiatric nurses, 
were selected from those who had spontaneously 
offered to participate in the mental hospital com- 
munity. 

The resistances to this project were worked through 
with members of the senior hospital staff. On 
15 December 1971, evening meetings of young patients 
started. Numbers fluctuated between 25 and go 
on any particular evening. Nearly all in-patients 
who participated continued to do so throughout their 
hospital stay, and 25 per cent returned after discharge. 
After Club meetings the volunteers and V.S.O. met 
to share impressions, for mutual support, and to 
attempt evaluation of the project. The V.S.O. used 
consultation (4) and sometimes the Consultant joined 
the evening discussions. 

After the first six months a committee of patients 
and volunteers was formed, with an elected patient 
chairman, to organize activities inside and outside 
hospital. 

In the complex organization of the mental hospital 
with many tasks, a small group, having a sub- 
task not well understood was like a vessel at sea 
with the possibility of making discoveries, but also 
with a possibility of getting wrecked. The risks were 
not easy to forsee, since the young patients, like any 
others, were susceptible to the influence of social and 
work relations in the hospital. The social relations in 
the hospital needed to be examined in ward meetings. 
Although there were few young patients in any 
particular ward they were able to step across ward 
boundaries with other young patients in the hospital 
to form a peer patient/volunteer group. Various 
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young patients joined in with voluntary service 
projects outside the hospital and this step from being 
helped to becoming a helper seemed important. It 
became a useful stepping stone (5) for them on 
discharge. 

The following impressions were gained from various 
meetings held with patients, volunteers, medical 
students and ward staff, and emphasize the personal 
needs of all concerned. 


Patients 

A dozen patient needs were identified: to meet 
people of the opposite sex in a hospital where most 
wards were not integrated; to feel grown up by 
organizing activities for themselves; to meet people 
from other parts of the hospital; to feel less different 
from staff; to feel free not to conform sometimes; to 
be able to analyse their own as well as staff experience; 
to understand old people in the hospital; to reduce 
feelings of isolation in hospital by meeting people 
from outside; to reduce strangeness of people in 
outside work situations; to contribute as a change 
from receiving; to have some fun. 

It was clear that these needs were more or less 
frustrated in a good deal of hospital experience by the 
attitudes of staff and of many older patients. The staff 
ways of working were certainly not planned to squash 
these needs, but influences of which staff were unaware 
at the time could bring this about, 

To belong to a ward group for some time has 
certain disadvantages which can be described as loss e 
of personal identity, dependence or institutional 
neurosis (1). In terms of the Bion theory of group 
dynamics (2) a person and a group may behave as 
if with a purpose to find a person or people in the 
ward group who will fulfil all needs for care. Staff 
may not be aware how far they collude with this in a 
sophisticated fashion while the work of treatment is 
going on, or actually provide care which is so gratify- 
ing that there is no motivation for work. What follows 
from the latter can be a mutual admiration society in 
which patients and staff are locked. This is less likely 
if the Consultant is not directly involved with in- 
patients. The Young Patients Social Group did 
provide a hospital resource for patients to participate 
in a group and feel supported while they viewed from 
a distance their experience in the ward in one direc- 
tion and experience in the community outside hospital! 
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m another. This was one way to allow a little move- 
ment away from the ward community, so as to enable 
staff and patients to consider further and often outside 
hospital arrangements. 

Talk over coffee was often about experiences 
between men and women. Sometimes the men were 
boastful and talked of encounters outside hospital, but 
immediate frank exchanges of feelings and testing of 
one another occurred between club members. Occa- 
sionally a club member would report upsetting 
exploits outside the hospital and would be encouraged 
by the V.S.O. to discuss this with his ward helpers. 


Nurses 

The nurses who participated were keen to discard 
their uniforms and with them a professional persona 
or role with patients, in trying to find new ways of 
relating to them. This was also true of a young hospital 
psychologist and of visiting medical students who 
participated in the Group from time to time. By use 
of first names, too, they wished to remove barriers in 
order to gain more closeness and understanding with 
people who had been designated to patient roles in 
the hospital. They were ready, as were patients, to 
give up whatever personal protection these roles 
afforded them. They seemed envious of voluntary 
helpers who were relatively unselfconscious in relating 
to staff and patients alike. Indeed, the innocent 
questions of voluntary helpers about the workings of 
the hospital were strangely superfluous in the plethora 
of self-doubt and criticism of hospital people. 

What the nurses were frequently overlooking was 
the responsibility of the professional person to put 
to one side his own personal needs in order to give 
consideration to the patient’s needs. Not that the 
nurse should be unaware of her own needs or that she 
should not talk with other professional colleagues to 
increase and share this awareness but rather that 
she should not burden the patient with it. In jargon 
terms, the sharing of the counter-transference with a 
patient is a skilled business probably best left alone 
unless competent supervision is available. On the 
other hand, nurses could find out what happened 
when they stepped outside their professional roles 
and find the limits of personal boundaries and 
even make mistakes which provided them with a 
learning opportunity. The cost of these mistakes 
would not be too great with patients who still had 
their regular nurses in the ward situation. 
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Volunteers 


These young helpers worked in the community, 
very often on their own. Maybe they themselves felt the 
need for a peer support group as well as providing 
support to young patients. They could mirror the 
young patients’ feelings of isolation on leaving the 
hospital with their own feelings of isolation and were 
experts at finding ways of dealing with these feelings 
and so they saw immediately the significance of a 
Young Patients Social Group. 

Voluntary helpers, although having expertise in 
their own fields outside the hospital experience, could 
still be accepted as non-professionals by patients in the 
hospital world, and this was an area where the value 
of such volunteers was indisputable. But this posed a 
problem of relations between voluntary helpers and 
hospital staff, because young patients divulged to their 
volunteer friends a great deal unavailable to pro- 
fessional staff on the wards. There was, therefore, a 
need for a technique to hand over this information 
and for hospital staff to use the contribution from 
voluntary helpers positively in the treatment of such 
patients. However, hospital staff might not acknow- 
ledge the contribution of the volunteer, and the 
volunteer himself might be doubtful about handing 
over his knowledge to, say, a nurse, in case he was 
betraying a trust. The most hopeful policy seemed to 
be for the ward doctor to invite the volunteer to a 
ward meeting when it was noticed by the Voluntary 
Service Organizer that a volunteer had something to 
report. 
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Synopses of Papers Awaiting Publication 


A Comparison of the Self-Ratings of Psychiatric 
Patients with Ratings by a Psychiatrist. 
By M. B. Suapmo and F. Post. 

The purpose of the reported experiments was to 
investigate the relation of the two kinds of ratings, 
as they might produce quite different results in the 
investigation of the nature of psychological disorder 
and the effects of treatment. An experiment was 
carried out on each of four female patients suffering 
from long-term non-psychotic affective disorders, 
Ratings were made at weekly intervals on 9 occasions 
for two patients, 6 for one, and 17 for the fourth. 
Two patients were rated on 20 symptoms each, one 
for 24 and the fourth for 2g. 

Ratings were made by means of a Personal 
Questionnaire, a separate one being constructed for 
each patient to take into account her particular 
symptoms and standards of distress. The patient 
made her ratings cither immediately before or 
immediately after the psychiatrist’s interview. The 
psychiatrist rated the same symptoms with the 
Personal Questionnaire immediately after each 
interview, trying to predict the patient’s ratings. 

The psychiatrist’s predictions were exactly correct 
about 60 per cent of the time for each patient; they 
were out by one scale point, in a four-point scale, 
another 25 per cent of the time. Accuracy appeared 
to be related not to symptom content but to severity 
level being greater at the extremes than at the 
middle. 

The results, together with a consideration of arti- 
facts, suggest that the two kinds of rating are suffi- 
ciently different to require further investigation and 
that such investigation might throw light upon the 
proceas of doctor-patient communication. 

M. B. Shapiro, 
Department of Psychology. 
Institute of Psychiatry, 
De Crespigny Park, 
London SE5 8AF. 


Male Admissions to Broadmoor Hospital: 
A Study of Previous Convictions and 
Diagnoses. By Gavin Tennent, KYPROS 
Lovaas, GEORGE FENTON and Perer FENWICK. 

In this study, 178 consecutive admissions to Broad- 
moor Hospital were examined over a fifteen-month 
period by two consultant psychiatrists working at the 
hospital. Clinical and social data thus obtained were 


are 


compared with results of a previous survey on offender 
patients in an ordinary psychiatric hospital. Just over 
half of the Broadmoor patients had been sent there 
directly from the courts, the majority of these being 
under hospital orders, with restriction on discharge; 
38 per cent had had no known previous psychiatric 
admissions, and 25 per cent no known previous 
convictions, 

Where there had been previous offences, there was 
a tendency towards some specificity of offence. A 
diagnosis of schizophrenia had been made in 60 per 
cent of the cases, and of psychopathic disorder in a 
further 29 per cent. In many of the variables studied, 
the Broadmoor group were very similar to the offender 
group detained in an ordinary hospital. 
T. G. Tennent, 
St. Brendan’s Hospital, 
Devonshire, 
Bermuda. 


Sex Differences in the Aetiology of Antisocial 
Disorder in Children in Long Term Resi- 
dential Care. By S. N. Worxinp. 

Ninety-two children, aged from 5-12 years, who 
had been resident in a children’s home for at least 
six months were given a standardized psychiatric 
examination. Twenty-one of the 53 boys and 10 of 
the 39 girls showed an antisocial (or mixed antisocial/ 
neurotic) disorder. 

The relationships to the disorder of various factors 
in the child’s family and life experience were exa- 
mined. Totally different factors were found to relate 
to the disorder in boys and girls. For the boys, lack 
of contact with fathers and large stbships were the 
factors found—the same as have been shown in boys 
outside institutions. For girls prolonged early experi- 
ence of residential care was related to the presence of 
the disorder. 

The theoretical and clinical implications of the 
study are discussed. 

S. N. Wolkind, 

The London Hospital Medical College, 

Turner Street, 

London, E.r. 


School Performance of Adult Schizophrenics, 
Their Siblings and Age Mates. By D. R. 
OFFORD. 

School record data, including repeating, IQ, score 
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and last regular school grade completed, were collected 
on 51 male and 65 female adult schizophrenics, their 
siblings and age mates. The school performance of 
male schizophrenics was inferior to that of female 
schizophrenics on all three measures. The male 
probands, but not the female probands, did signifi- 
cantly more poorly in school than their age mates. 
There was a sizeable group of low-IQ males, but not 
low-IQ) females, who received a diagnosis of schizo- 
phrenia in a state hospital setting. The within-family 
results indicated that the only pre-schizophrenics who 
differed consistently on school performance from both 
their siblings and their age mates were boys who 
belonged to low-IQ sibships. The significance of these 
results in understanding the relationship among 
schizophrenic illness, gender and IQ level is examined. 
D. R. Offord, 

Royal Ottawa Hospital, 

r145 Carling Avenue, 

Ottawa Kr 7K4, 

Ontario, Canada. 


A Study of the Use of Antidepressive Medication 
in General Practice. By D. A. W. Jonnson. 

A survey of the drug treatments prescribed to three 
separate groups of patients under treatment for de- 
pressive illness in the setting of urban general practice. 
The reasons for drug defaulting by patients are 
explored. The opinions of a group of general practi- 
tioners on the use of psychotropic drugs are also 
reported. The results suggest that the potential for 
the traditional family doctor-patient relationship is, 
in urban general practice, strictly limited, and that 
the knowledge of, and interest in, psychiatry and 
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practitioners have the interest or knowledge needed 
to treat psychiatric patients to an acceptable level. 
D. A. W. Johnson, 

Crumpsall Hospital, 

Manchester, M8 GRB. 


The Victims of Mentally Disordered Female 
Offenders. By ELIZABETH PARKER. 

This paper describes the victims of a group of 
mentally disordered female offenders who were 
admitted to the Special Hospitals (Broadmoor, 
Rampton and Moss Side) during 1961-1965. 
Differences between the victims of murder, man- 
slaughter, attempted murder and wounding are 
examined, and it is shown that the victims of the 
fatal offences tend to be similar to each other, as do 
the victims of the non-fatal offences. The findings 
with regard to the fatal offences are compared with 
those of other British studies of homicide victims, and 
some measure of agreement 1s found. 

Elizabeth Parker, 

DHSS Special Hospitals Research Unit, 
119 Camberwell Road, 

London, SE5 oHB. 


Learning Clinical Psychiatry in a Provincial 
Mental Hospital. By Brian BARRACLOUGH and. 
GopFrey WACE. 

The clinical teaching of psychiatry to registrars in 

a provincial mental hospital was assessed with an 

‘educational technology’ approach. Teaching methods 

based on learning theory and which relate the 

academic aspects of training more closely to clinical 
work are considered likely to be more efficient than 


psychotropic drugs is in practice, relatively small. present methods. 
This 1s the fourth report on surveys carried out by the Brian Barraclough, 
author into the treatment of the psychiatric patient MRC Clinical Psychiatry Unit, 
*in the community in the Manchester area. Collect- Graylingwell Hospital, 
ively the results suggest that only one third of general Chichester, Sussex. 
ERRATUM 


Dr. I. B. Cookson and Dr. P. G. Wells have 
pointed out that their letter on ‘Haloperidol in the 
treatment of stutterers’ published in the Journal, 
October 1973 (123, 491) did not accurately convey 
what they wished to say. The sentence carrying the 
major piece of information, i.e.: the final sentence of 
the second paragraph, should have read: ‘More than 
three years after haloperidol was taken, it was found 
that fluency alone remained significantly improved; 
the other two measures, repetitions and interjections, 
though much improved, failed to show significant 


improvement.’ 
Our apologies. 


Ep. 
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GENETICS 
Schizophrenia and Genetics. A Twin Study 
Vantage Point. By I. I. Gorresman and 
J. SmeLos. New York and London: Academic 
Pp. 433. 1972. Price £9.75. 
The Maudsley Twin Register was started by Eliot 
Slater in 1948, and this book is the outcome of the 
study of those registered twins whose final diagnosis 
was schizophrenia. It was planned and carried out 
by the authors while they were members of the 
Medical Research Council’s Psychiatric Genetics 
Research Unit, of which Dr. Slater was the director. 
In addition to giving a full account of their method 
and findings, the authors present a critical review and 
discussion of the current state of thinking about the 
roles of genetic and environmental factors in the 
aetiology of schizophrenia. 

In the 1960s twin studies of schizophrenia were 
under a cloud. There was a suspicion that previous 
concordance rates in MZ pairs were misleadingly 
high. It is apparent that great pains have been taken 
in this study to meet the various criticisms. In the 
first place, the Register contained the names of twins 
admitted consecutively (over a 16-year period) to out- 
patient and short-stay in-patient units, so any bias 
towards selection of longer-stay patients was avoided. 
Next, the twins were traced and interviewed, and 
most of the interviews were recorded on tape. 
Summaries of the case histories and extracts of the 
recorded interviews were then prepared by the 
authors and presented in random order to a panel of 
six judges, who came from three different countries 
and represented a wide range of psychiatric opinion. 
Their diagnoses were made independently of each 
other and ‘blind’, their personal criteria thus being 
applied impartially to both the index cases and the 
co-twins. They could not have identified any pairs, 
or known the zygosity of a twin or the psychiatric 
state of the co-twin. The final diagnosis was by the 
consensus of at least three of the judges that the case 
was one of schizophrenia (S) or ?schizophrenia (?S), 
but in a substantial majority of cases the votes were 
unanimous or there was only one minority vote. 
Another unique feature was the administration of two 
psychological tests, the Object Sorting Test and the 
MMPI, to many of the twins and their close relatives. 
There are also case histories of all the twins and their 
families. 
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The consensus diagnoses produced 22 MZ and 
33 same-sexed DZ pairs, two pairs being excluded. 
Some uncertainty about the diagnosis of schizo- 
phrenia (?S) was present in 4 of the index cases. Of 
the co-twina 12 were diagnosed as S and 2 as ?S. 
When the pairs were matched up, concordance rates 
(X+ ?S) came out as 50 per cent for MZ and 9 per 
cent for DZ pairs (which may be compared with 
pooled averages obtained from the earlier studies of 
65 per cent and 12 per cent respectively). The 
individual judges’ opinions varied somewhat, but 
with one exception they were all found to discriminate 
at a highly sgnificant level between MZ and DZ 
pairs. Several of the judges’ biases were quite explicit, 
and the way these affected their diagnoses and the 
concordance rates derived from them makes absorb- 
ing reading. 

Since the evidence from separated twins and 
adoption studies has shown that the differential! 
concordance rates for MZ and DZ twins are not 
likely to be due to special aspects of the twin relation- 
ship or the family environment, the authors conclude, 
not unreasonably, that the ability of the consensus 
diagnosis, as well as that of most of the judges 
individually, to discriminate blindly between the two 
types of twin establishes the existence of a genetic 
diathesis in schizophrenia. Paradoxically, the fact that 
identical twins are as often discordant as concordant, 
establishes equally clearly that environmental factors 
are also important. It would, however, be pointless 
to search for ‘true’ rates of concordance, applicable, 
to all cases, because the severity (and type) of illness 
exerts a strong effect (presumably the same applies 
to morbid risks among other relatives). This is one of 
the observations which suggest that the genetic factor 
is a variable quantity, and lead the authors to prefer 
a polygenic to a monogenic theory of inheritance. 

What of other psychiatric abnormalities in the 
co-twins? Deviations of personality have long been 
observed in the close relatives of schizophrenics, and 
to the extent that they are genetically homogeneous 
with schizophrenia—part of its biological ‘spectrum’ 
—they ought to be particularly common in MZ co- 
twins. Here the investigation comes up with several 
interesting findings. In the first place, it was noticed 
that the schizophrenic twins whose personalities were 
assessed as normal tended to have less severe illness 
than the others. Secondly, the members of a MZ pair 
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were nearly always classified in the same terms, 
schizoid, otherwise abnormal, or normal. It is a 
pity that in this instance the personalities of the DZ 
twins are not reported in the same way, but the 
marked degree of similarity between the MZ pairs 
certainly suggests that aspects of personality are 
under genetic influence. The third observation was 
that when the index twin’s personality was abnormal 
his MZ co-twin was likely to be schizophrenic. In 
other words, co-twins who did not themselves suffer 
from schizophrenia tended to be paired with index 
cases whose personalities were normal. The explana- 
tion of these findings may be that schizophrenia is not 
genetically homogeneous. The authors themselves 
favour a diathesis-stress model in which the import- 
ance of either factor may vary from patient to patient: 
the majority of illnesses are mainly biologically 
determined, a few are mainly due to environmental 
stress, and there are others which are symptomatic 
of another disease altogether (e.g. alcoholism, 
epilepsy). 

The precise relationship between premorbid 
personality and the actual psychosis is of course still 
unclear. The attempt to measure traits of personality 
by psychological tests ran into difficulties but was 
encouraging enough to stimulate further efforts. 
As regards the stress side of the model, the authors 
believe that this may be so difficult to pin down and 
define because the stresses involved are essentially 
idiosyncratic and personal. The genetic factor on the 
other hand is thought of as specific. This point is 
taken up by Meehl, who asks in what sense inheritance 
can at the same time be polygenic and specific. 
Meehl’s lively ‘afterword’, in which he raises many 
awkward and fundamental questions, is well worth 
reading for its own sake. 

As the authors are at pains to emphasize, the fact 
‘that heritability in schizophrenia is very high does 
not imply that curative or preventive measures will 
be ineffective, only that the environment (which 
includes the internal milieu) will need to be altered 
outside the range of naturally occurring environments. 
That there is a tremendous scope for influencing the 
course of schizophrenic illnesses is clear not only 
from the fact that concordance rates in MZ twins are 
well below 100 per cent, but also from the differences 
in length of hospital care between members of a pair, 
even when both are monozygotic and concordant for 
schizophrenia. This offers a challenge and a hope for 
the future. 

This book shows what a wealth of information, 
ideas and illuminating sidelights can still be generated 
by twin studies, when they are imaginatively designed 
and carried through with rigour combined with 
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sensitivity. It will be read by everyone who is seriously 
interested in the aetiology of schizophrenia. 
D. W. K. Kay. 


BEREAVEMENT 
The Child in his Family, Vol. 2: The Impact of 
Disease and Death. Edited by E. Janes 
ANTHONY and CYRILLE Kourernix. John Wiley 
and Sons. 1973. Pp. xxi+509. Index g pp. 
Price £8.00. 

This second volume of The Child in his Family takes 
as its theme the variety of reactions that children 
and their parents show to the impact of disease, 
dying and death. 

The contributions from a wide range of descrip- 
tions are grouped into seven sections, which include 
death and sickness in childhood, parricide, childhood 
suicide, the children of survivors of the holocaust, and 
the transcultural experience of disability, dying and 
death. I found this a difficult book to review dis- 
passionately, as although a fair number of the indi- 
vidual chapters appear to be inadequate and poorly 
argued this seems far less important than the im- 
pression created by the book as a whole. By bringing 
together these painful topics in one volume it is as 
though the editors have broken the modern taboo 
about death (Gorer is amongst the contributors), and 
it is enriching and rewarding to see how different 
authors have been able to deal clinically with these 
extreme situations. 

The most unsatisfying sections are those which 
purport to be reviews of the literature and accounts 
of research, almost all being inadequate. In contrast, 
however, are the more anecdotal sections, which are 
frequently poignant and stark. Outstanding is the 
one by Vernick in which he describes his work in a 
children’s leukaemia unit; the agony and rewards of 
his work being seen through the quotations and 
comments of the children. 

This book should be seen by all who work with 
children in hospital. Many of the chapters could be 
used as bases for staff discussions about subjects that 
too often we dare not face. 

STEPHEN WOLKIND. 


INTERACTION 
Social Interaction. By MICHAEL ARGYLE. Tavistock 
Publications. 1973. Pp. 504. Price £1.70. 

This is a paperback version of the book published 
first in 1969 and should bring the work before the 
wider audience it undoubtedly deserves. It is indeed 
a tour de force. In one respect, it is a textbook of social 
psychology and includes all the important subjects 
normally dealt with in such works—perception, small 
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group interaction, social organizations, culture, etc. 
But it contains an added dimension, that of Argyle’s 
own interest in non-verbal behaviour—bodily contact, 
proximity, orientation, gestures, face and eye move- 
ments, and the non-verbal components of speech. 
This breakdown of social interaction into its com- 
ponent parts permeates the book, making it much 
more interesting and enjoyable to read than a 
standard psychology textbook. Another virtue in this 
book is the thoroughness with which the material is 
reviewed. References to research work abound and 
each experiment is presented in a factual manner, 
with clear indications as to its significance. As in 
most textbooks, there are a large number of un- 
supported statements, drawn from ‘common know- 
ledge’, introspection, etc., but these are clearly 
distinguished from research findings and in many 
cases are both convincing and thought-provoking. 

The writing is clear and at 500 pages the book is 
remarkably concise; but it is rather closely packed, as 
well as being at times oversimplified, and is not 
easy to read quickly. However, the close study 
necessary to absorb the knowledge contained in it is 
amply repaid, and students of social psychology will 
find the book a mine of essential information. Many 
other areas of study are touched on, for instance 
linguistics, ethology and anthropology. Psychiatry, 
too, is dealt with in the framework of the general 
method used in the book. Description of the various 
psychiatric conditions is made in terms of limitation 
or alteration of social interaction; and much is made 
of the non-verbal aspects of interaction in the various 
types of mental disorder. For instance, disturbance of 
social eye-movements (direction of gaze etc.) is 
common to several disorders, and in some disorders 
(hysteria and schizophrenia, for instance) peculiarities 
of posture, gesture, facial expression and tone of 
voice seem to play an important role. Other aspects of 
social interaction, such as the low ‘rewardingness’ of 
mental patients and their tendency to talk about 
themselves more than controls do, are discussed in an 
illuminating way. This section of the book, and those 
on self-image and the treatment of social inadequacy, 
might well be made required reading for psychiatrists 
in training. 

There are one or two notable omissions. Family 
therapy, in which many practitioners make active use 
of non-verbal communication and interpret thisin the 
session itself, is not mentioned: it is, however, a 
relatively new discipline and may well be included 
in another edition. The token economy programme 
and similar aspects of the application of behavioural 
psychology to solving interpersonal problems are not 
mentioned, However, such small omissions in such a 
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comprehensive coverage detract little from the general 
value of the book, which is highly recommended. 
M. Crowe. 


BRIEF REVIEWS 
Indecent Exposure. By Jonn M. MacDonavp. 
Springfield: C. C. Thomas. 1973. Pp. ix+-164. 
Index 5 pp. Price $7.95. 

This latest addition to Dr. MacDonald’s growing 
set of forensic monographs uses much the same format 
as previous ones, and is particularly comparable to 
Rape: Offenders and their Victims (1), some cases being 
used as illustration in both books. As there is very 
little in the way of undisputed factual data for the 
author to call upon, he has to content himself with 
case descriptions, a review of the somewhat anecdotal 
literature available, and a discussion of the legal 
issues involved. The book is no Jess valuable for these 
limitations, although the English literature could 
have been covered more fully, and it is a deficiency 
that Rooth’s work (2) has been omitted. I found the 
chapters on the law and on treatment particularly 
helpful. However, I think British readers, especially 
students, should put the eagerness for compulsory 
treatment, which is displayed at one point, into their 
own cultural context where compulsion is largely 
determined by courts for the public interest, and 
treatment is a decision taken by the patient at a 
later stage if he chooses. The nightmare of the 
American sexual psychopath laws is well brought out. 

Jonn Gunn. 


REFERENOES 
1. MacDona.p, J. M. (1971) Rape: Offenders and their 
Victims. Springfield, Ill. (Reviewed in B.7.P., 
1972, 120, 150-1). 
2. Roots, F. G, (1971) Indecent exposure and exhibi- 
tionism. British Journal of Horpital Medicine, 5,0 
521-33. 


Psychological Consultation with a Police De- 
partment. A demonstration of coopera- 
tive training in mental health. By Pur A, 
Mann. Springfield, Dlinois: Charles C. Thomas. 
1973. Pp. 165. Price $9.50. 

The cover note on this book points out that police- 
men are called upon to provide a service to people 
with problems with greater relative frequency than 
they are required to intervene in criminal matters. 
Most psychiatrists, particularly those developing their 
community relationships, are well aware that the 
police pay an important role in the management of 
many forms of psychiatric illness. They are often the 
first to be involved with the paranoid old lady, as 
well as with the disturbed adolescent. This book 
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describes a study in which the author was involved in 
a two-year project with a City Police Department in 
America. The social scene there has significant 
differences from that in this country. Nevertheless, 
there are some useful lessons to be learned from the 
clear description of the author’s approach, relation- 
ships with police, evaluation of his work, and con- 
clusions. The book is easier to read and less verbose 
than some American publications. It will be useful 
reading for those who are considering their own 
relationship with Police Departments or who are 
developing their own community services. 
A. A. BAKER. 


Counselling in Religion and Psychiatry. By 
Desmond Ponp. Oxford University Press. 1973. 
Pp. 81. Price £1.25. 

In these Riddell Memorial Lectures given in the 
University of Newcastle upon Tyne in 1971, Professor 
Pond describes for a lay audience the growing signi- 
ficance of counselling. Derived from dynamic 
psychology and Freud, counselling now encompasses 
an extending spectrum of human intervention in 
marriage, school, and industry, and its ideology 
inspires the work of the Samaritans and other 
organizations. The principles of listening empathetic- 
ally, passing no judgement, and allowing the ‘client’ 
to make the next step of personal growth, parallel 
1eligious activity in some respects, for both aim at 
healing and growth. In the third and last lecture the 
tension and synthesis between religion and counselling 
is explored most fruitfully, and this book forms part of 
a small but important contribution to the silent 
revolution of counselling in our midst which has the 
most profound implications for the shaping of the 
society of the future. 

° J. Domma. 


Existential Neurosis. By E. L. LEDERMAN. London: 
Butterworths. 1972. Pp. 140. Price £2.75. 

This is a short book, based on lectures given in 
1967, on the author’s ‘interpretation of the pheno- 
menon of neurotic man in terms of a personalistic 
existential ethic which is medically oriented’. The 
audience is said to have included laymen and 
doctors, but the level of sophistication will not 
attract many psychiatric readers. Orthodox psychi- 
atry is attacked for scientism, for rationality and for 
scrutinizing evidence. By contrast, the author, as an 
existential therapist, has a grasp of the patient’s 
personality which is intuitive and follows the lines of 
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‘phenomenological psychiatry’. Neurosis is seen as a 
moral phenomenon requiring for treatment a freeing 
of the personal self and acquisition of authenticity 
and transcendence (although we are told on p. 38 
that existential writers do not agree on the meaning 
of these terms), The therapist ‘judges the patient’s 
moral intention and moral fibre’. Most of the treat- 
ment is based on the patient’s own efforts to obtain a 
new existence, but the author mentions other tech- 
niques, including intravenous methedrine, and LSD. 
Popper is quoted once, but unfortunately on Hegel 
rather than on science. 

In this reviewer’s opinion there is no need to 
recommend this book for use in lbraries or for 
personal study. 

ANDREW C. SMITH. 


The Future of Pharmacotherapy New Drug 
Delivery Systems. Edited by F. Ayn. Balti- 
more: International Drug Therapy Newsletter. 
1973. Pp. vit-115. Index 7 pp. Price $6.00. 

Readers should not be put off by the frightful 
jargon in the title nor by the embarrassingly fulsome 
publisher’s blurb. This book contains detailed, 
concise information about long-acting psychotropic 
drugs, in particular the depot fluphenazines. The 
correct method of administering these drugs, the 
clinical indications, results of follow-up studies, and 
the treatment of untoward side effects are all lucidly 
described by a number of authorities in the field. 

A most useful summary is to be found in the last two 

chapters. Not everyone would agree that the advent 

of long-acting phenothiazines constitutes ‘the third 
revolution in psychiatry’, as one contributor has put it. 

Nevertheless, the depot fluphenazines are valuable 

therapeutic tools and psychiatrists who use these 

drugs should benefit from reading this book. 
Steven GREER. 


Perception and Cognition: A Cross-Cultural 
Perspective. By Barsara B. Ltoyp. Harmonds- 
worth: Penguin Books. 1972. Pp. 1go. Price 8op. 

Everyone working in clinical psychology or 
psychiatry needs constantly to be aware of the many 
influences operating on his perceptions of the world. 

This book, in the Penguin Science of Behaviour 

series, highlights the influences of ‘culture’ on per- 

ception. In turn, it is itself influenced by the Sussex 
psychological culture, as reflected in its discussion on 
intelligence. Despite this, it is a useful addition to the 

Penguin series. 

WinuiaM YULE. 
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PROFESSIONAL PRACTICE 

Surgical Approaches in Psychiatry. Edited by 
Lauri V. LAINEN and KENNETH E. LIVINGSTON. 
Medical and Technical Publishing Co. Price £9.50. 

Six Minutes for the Patient: Interactions in General 
Praczice Consultation. Edited by Enm Baur 
and J. S. Noge. Tavistock Publications. Price £2.25. 

Crisis Intervention and Counseling by Telephone. 
Edited by Davio Lesrer and Gene W. Brocxoprr. 
Charles C. Thomas. Price $11.95. 

Stimulation in Human Systems: Decision-Making in 
Psychotherapy. By Ricard BELLMAN and CHAR- 
LENE PAULE Surry. Wiley Interscence. Price £7.00. 

Acting-In: Practical Applications of Psychodramatic 
Methods. By Howard A. BLATNER. Springer. Price 
$5.25 


THE MENTALLY HANDICAPPED 

Mental Handicap and Physical Environment. By 
H. C. Gunzsure and Anna L. Gunzsurc. Baillière 
Tindall. Price £3.75. 

Assessment for Learning in the Mentally Handi- 
capped. Edited by P. Mittler. Churchill Limngstone. 
Price £5.50. 

But for the Grace ...: The Long-stay Hospitals: 
Mental Handicap; a report on behalf of the 
Regional Advisory Team of the South-East Metro- 
pohtan Regional Hospital Board. Edited by 
Tersa D. M. Jenkins. S.E. Metropolitan Regional 
Hospital Board. No price stated. 


SCHIZOPHRENIA 

Ego Functions in Schirophrenics, Neurotics and 
Normals: A Systematic Study of Conceptual, 
Diagnostic and Therapeutic Aspects. By Lropotp 
Bexuiax, Marvin Hurvicn and HELEN K. Grpman. 
Wiley Interscience. Price £10.00. 

Schizophrenia: The First Ten Dean Award Lectures. 
Edited by Srantzy R. Dean. MSS Information 
Corporation, Price $12.95. 


SOCIAL PROBLEMS 

Experimentation with Human Subjects. Edited by 
PauL A. Freunp. George Allen and Unwin. Price £4.50. 

Experience with Abortion: A Case Study of North- 
East Scotland. Edited by Gorpon Horosm. 
Cambridge University Press. Price £7.00. 

Life before Death. By Ann CARTWRIGHT, LISBETH 
Hocrey and Joun L. AnpErson. Routledge and 
Kegan Paul. Price £5.95. 

Child Caring: Social Policy and the Institution. 
Edited by Donnett M. Paprenrort, DEE MORGAN 
Kurparricg and ROBERT W. Roserts. Aldine Press. 
Price $9.50. 


A Walk with Alan. By Tom Harr. Quartet Books. Price 
£1.25, 
OLD AGE 
The End of Life. Edited by Jonn D. Rosransxy. North 
Holland Publishing Co. Price Dfl. 25.00. 


Aging and Behavior. By Jack Borwmick, Springer. 
Price $10.50. 


DRUGS 

Drug Effects on Neuroendocrine Regulation. Edited 
by E. Zoomraann, W. H. Gispen, B. H. Marks and 
D. De Wren. Elsevier. Price Dfl. 175.00. 

Psychoactive Drug Control: Issues and Recom- 
mendations. Edited by James J. Moorr, C. R. B. 
Joyæ and Jasper Woopcoox. United Nations Socal 
Defence Research Institute. No price stated. 

Phobic Disorders and their Treatment with Ana- 
franil. Prepared for General Practitioners. Geigy. 
No price stated. 


E.S.P. 
ESP Research Today: A Study of Developments in 
Parapsychology since 1960. By J. GarrHer 
Prerr. Scarecrow Press. Price $6.00. 


GENERAL 

The Experimental Study of Freudian Theories. 
By Hans H. Evsenck and Grenn D. Wason. 
Methuen. Price £4.90. 

Biofeedback: Turning on the Power of your Mind. 
By Marvin Karums and Lews M. ANDREWS, 
Garnstone Press. Price £2.40. 

Radical Psychology. Edited by Pau. Brown. Tavistock 
Publications. Price £4.25. (Also published as a Social 
Science Paperback, price £1.40.) i 

People, not Psychiatry. By MICHAEL BARNETT. George 
Allen and Unwin. Price £3.50, hardback; £1.99, 
paperback. 


THE ALPHA RHYTHM 


The Origin of the Alpha Rhythm. By Oxor LiPPoLD. 
Churchill Livingstone. Price £6.00. 


G.A.P, REPORTS 

Humane Reproduction. Committee on Preventive 
Psychiatry. Group for the Advancement of Psychiatry. 
Price $4.00. 

The Welfare System and Mental Health. Committee 
on Psychiatry and Social Work. Group for the Advance- 
ment of Psychiatry. Price $1.50. 

From Diagnosis to Treatment: An Approach to 
Treatment Planning for the Emotionally 
Disturbed Child. Committee on Child Psychiatry. 
Group for the Advancement of Psychiatry. Price $4.00. 


Many of these books will be reviewed at a later date. 
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Correspondence 


A DOUBLE BLIND TRIAL OF 
PHENELZINE AND AMITRIPTYLINE IN 
DEPRESSED OUT-PATIENTS 

Dear Sr, 

We are pleased that Dr. B. M. King (Journal, 
October 1973, 123, 492) bas drawn attention to the 
possible importance of dosage in our ‘blind’ trial of 
phenelzine and amitriptyline reported in the Fournal 
for July, 1973 (123, 63-7). In describing the daily 
dose of 15 mg. of phenelzine as ‘cheeseparing’, Dr. 
King wittily hit upon the mot juste. So great were the 
fears of cheese reactions, not to mention complica- 
tions in the event of anaesthetics being required, at 
that time (1966) that our colleagues were reluctant 
to use the drug at all. However, this dosage, i.e. 
2 tablets each consisting of either 7-5 mg. of phenel- 
zine or 25 mg. of amitriptyline, was the minimal dose 
permitted, and was intended to allow for the occur- 
rence of unpleasant side-effects. The usual dosage 
reached was 6 tablets daily, i.e. 45 mg. of phenelzine 
or 150 mg. of amitriptyline. 

In another trial (1), conducted in the regional 
hospitals, the original idea of comparing the effects 
of phenelzine and amitriptyline had to be abandoned 
because risks to patients on MOAI drugs were 
regarded by the consultants as unacceptable. The 
pendulum may now be swinging back, and there is 
at present a trial in progress, conducted by Prof. Sir 
Martin Roth and Dr. C. Q. Mountjoy in this 
Department, in which the daily dose of phenelzine 
increases from 45 mg. to 75 mg. So far, we under- 
stand, no serious dose-related effects have been met 
with. We do not imagine that the last word has been 
said about the uses and abuses of MAOI drugs. 


D. W. K. Kay. 
R. F. GARSIDE. 
T. J. Fany. 
Department of Psychological Medicine, 
The Royal Victoria Infirmary, 
Newcastle upon Tyne, NE: 4LP.; 
and St. Loman’s Hospital, 
Palmerstown, Co. Dublin, Ireland. 


REFERENCE 
L Kay, D. W. K., Fany, T. & Garsmpg, R. F. (1970) 
A seven-month double-blind trial of amitriptyline 
and diazepam in ECT-treated depressed patients. 
British Journal of Psychiatry, 117, 667-71. 


Es $3) 


THE MANAGEMENT OF 
RESISTANT DEPRESSION 


Dear Sir, 

Drs. Shaw and Hewland are to be commended on 
raising an issue that has so far received little attention 
in the literature other than a resigned admission that 
it exists (1). The percentage of depressed patients 
who fail to respond adequately to conventional 
treatments is small, being approximately one in six 
patients (Medical Research Council, 1965), and often 
they are written off as ‘character disorders’ or 
perhaps ‘schizophrenics’ by their frustrated therapists. 
However, as the author suggests, a more compie- 
hensive use of somatic therapy may make the differ- 
ence between, on the one hand, chronic morbidity 
with possible suicide and, on the other, improved 
health with reintegration in the community. 

Three points from their letter can be amplified. 
In treating resistant depression, many would agree 
that combining MAOI and tricyclic drugs is indi- 
cated. If one chooses phenelzine and amitriptyline, 
as Shaw and Hewland suggest and at the dose they 
indicate, it can be predicted that many responses will 
be less than satisfactory. Recent evidence indicates 
that a maximum dose of go mg. of phenelzine may be 
needed (2) and that a substantial number of people 
are rapid acetylators of this drug; in these it is 
probably no more effective than a placebo (3). 
From a small series of 14 patients treated here within 
the last year, the best and most sustained response 
has been found with a combination of tranylcypro- 
mine and amitriptyline. In most cases, however, 
isocarboxazid and amitriptyline are used. The former 
combination is used only if special indication warrants 
it. The least satisfactory results have come from using 
phenelzine and amitriptyline, perhaps for reasons 
already outlined above. 

Another question to be answered relates to the 
optimal dose of drug for a given patient. In the above 
series, there was one patient who had absolutely no 
pharmacological response until a daily dose level of 
80 mg. of tranylcypromine and 300 mg. of amitrip- 
tyline was reached, at which point she developed 
nocturnal confusion. This disappeared when amitrip- 
tyline was reduced to 200 mg. at night. Although not 
fully recovered, she was much improved and able to 
be discharged from hospital. Conversely, one patient 
derived enormous benefit after her amitriptyline was 
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reduced from 200 to 100 mg. and phenelzine, 15 mg. 
daily substituted. Perhaps maximum dosage of an 
antidepressant, whether singly or in combination, 
should be determined on the state of play existing 
between side effects and target effects: if the latter 
have not yet been reached, can one safely put up the 
dose, or are there already side effects which will 
prevent one doing so? It is my own impression that 
the best response to combination therapy occurs 
shortly after a course of ECT, even if the latter has 
not appreciably helped. Perhaps in some ways ECT 
‘softens up’ the CNS to respond to combined drug 
therapy. There is, of course, no reason why ECT 
cannot be given concomitantly with combined 
therapy, although from Dr. Shaw’s letter it appears 
that they gave the two in sequence. In our refractory 
case on high doses of antidepressants, the administra- 
tion of 15 ECT alongside drug treatment was felt to be 
a necessary but not sufficient ingredient in her 
response. 

Yet another method of treatment not referred to 
in Dr. Shaw’s letter is continuous sleep therapy (4). 
One of the indications for this treatment is when all 
else has failed, and a decision regarding psycho- 
surgery has not yet been made. Under narcosis it can 
be beneficial to repeat ECT even though its previous 
effect has been sub-optimal. 

JonarHan Davipgon. 
Department of P5chatry, - 
North Carolina Memorial Hospital, 
University of North Carolina, 
Chapel Hill, North Carolina 27514. 


REFERENCES 

1. SHaw, D. M. & Hewan, R. (1973) The manage- 
ment of resistant depressives. British Journal of 
Psychiatry, 123, 489-90. 

2. Dunleavy, D. & Oswarp, I. (1973) Phenelzine 
mood response and sleep. Archives of General 
Pychiatry, 28: 953-60. 

3. Jonnsrong, E. & Marss, W. (1973) Acetylator status 
and response to phenelzine in depressed patients. 
Lancet, i, 5367-9. 

4. WaLtTeER, C., Mrrovert-Hecos, N. & Sarcanr, W. 
(1972) Modified narcosis, ECT and antde- 
pressant drugs: a review of technique and 
immediate outcome. Bnittsh Journal of Psychatry, 
x20, 651-62. 


‘TRUE AND FALSE EXPERIENCE’ 
Dear SR, 

In his review of my book True and False Experience 
(Journal, 1973, 123, 600) Dr. Michael Fordham 
criticizes the examples of psychotherapeutic work 
that I give because ‘they say too little about when and 
to which patients such communications are beneficial 
and so make little contribution to knowledge’. , 


CORRESPONDENCE 


I have some sympathy with him, as I have wondered 
myself whether they really do make a contribution, 
and, if so, in what way. But I would like to reply 
to his comment because I think it touches on a 
fundamental issue. 

Psychotherapy consists, as does ordinary living, 
of a mixture of the spontaneous (in which the therapist 
relates to his patient as a unique, unpredictable, whole 
person) and the technical (in which the therapist 
manages his patient by means of fixed rules thought 
to be useful when dealing with certain kinds of 
people and situations). Although these two modes 
cannot be entirely separated in practice (and perhaps 
not even in theory) the person at the receiving end 
usually knows roughly which mode is in the ascendant. 
One of the points I was trying to make in my book 
was that psychotherapists (mistakenly in my view) 
usually take it for granted in their writings that the 
technical approach should be paramount: for 
instance, they say too much about when and to 
which patients various kinds of communication should 
be made. 

It is more difficult, I feel, to pass on psycho- 
therapeutic experience to others than is usually 
recognized. Roger Poole puts the problem succinctly 
in his recent book Towards Deep Subjectivity: ‘Sub- 
jective method is the patient unravelling of the 
contradictions inherent in the idea of two objectivities 
in one society: one objectivity excluding the human 
being from the totality and the other insisting that 
he should be included in it.’ 


Lynwood, 
June Lane, Midhurst, 
Sussex GU29 gEW. 


PETER Lomas. 


PASSING NASAL TUBE IN PSYCHOTICS 
Dear SR, è 

Not infrequently we have patients who refuse 
oral feeds and have to be fed and medicated by a 
nasal tube, At times it is very difficult to pass a tube, 
even under sedation. This is particularly true of 
negativistic patients or patients with catatonic 
schizophrenia. I have tried the following method in 
such patients, with 100 per cent success. 

I give the patient ECT (he is usually in need of it 
and his stomach, bowels and bladder are likely to 
be empty). As soon as the convulsions stop and the 
patient is in a flaccid state, I pass the tube and it 
goes in easily and smoothly. 

G. D. SHUKLA. : 
Department of Psychiatry, 
Institute of Medical Sciences, 
Banaras Hindu University, 
Varanast 5, India. 
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will promote exce t absorption. 
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Other forms of Meileril 


Melleril Syrup 25 mg thisridazine base in 5 ml 
(equivalent to 27.5 mg thioridazine hydrochloride). 


Melieril Concentrate for Syrup: 5 mi of concentrate diluted 
to 150 ml with Syrup EP produces Melleri! Syrup 

containing 25 mg of thioridazine base (equivalent to 27,5 mg 
thioridazine hydrochicride) in 5 ml. 


Melleril Tablets 4 strengths 
and 100 mg. 
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NEW Mk.4 E.C.T. APPARATUS: 


DUOPULSE, ECTONUSTIM, 
ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 





ST. ANDREW’S HOSPITAL 


NORTHAMPTON 


MenicaL Direcror: JAMES HARPER, M.B., F.R.C.P.(Edin.), F.R.C. Psych. 








St. Andrew’s Hospital is a private psychiatric hospital, situated in 130 acres of parkland in the . 
county town of Northampton. In general, patients are admitted to Isham House, a recently 
opened luxurious reception unit in the grounds, which is equipped for the investigation and 
treatment of all forms of psychiatric illness. The accommodation consists entirely of private 
bedrooms, most of which have private bathrooms, etc. 


In addition, there are facilities in the main hospital for the care of longer stay and geriatric 
patients, chiefly in private bedrooms. 


The hospital’s amenities include Gloucester House, which comprises an occupational therapy 
department, a swimming pool, a squash court, and library, while in the grounds there are 
tennis courts, a g-hole golf course, etc. 


Subscribers to private medical insurance schemes, such as the British United Provident 
Association and the Private Patients’ Plan, may claim benefit in respect of fees charged. 


Further particulars, including fees, may be obtained from the Medical Director, St. 
Andrew’s Hospital, Northampton (Tel. 0604 (Northampton) 21311), who can be seen in 
consultation by appointment at the hospital. 
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.. when the elderly patient 
suffers from nocturnal 
confusion and/or agitation. 


HEMINEVRIN syrup rapidly 
induces a moderate level of sleep, 
which results in a normalised 
sleep pattern within a few days. 


Moreover, morning drowsiness 
and other side effects rarely 
occur, 


Heminevrin’ Syrup 


normalises sleep patterns in the 
elderly 


Chiarthethiazole adisylate {athandisulphonate) 


Further information on request 


AS T ae A | Astra Chemicals Limited Watford 
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Inthe spectrum 
of depression 


‘Concordin’ has 
a special place 









Despondent, dejected and listless, the 
withdrawn depressive is the special case 
likely to derive most benefit from 
‘Concordin’. The @ rapid è highly effective 
and e less sedating action of ‘Concordin’ is 
of especial value in treating these and 
similar symptoms in many retarded 
depressives, 


Concordin’ 


nne hydrochloride is] 





‘Concordin’ is supplied as tablets containing 5 mg or 10mg protriptyline 
hydrochloride. Detailed information is available to physicians on request, 
R denotes registered trademark. 


MO Merck Sharp & Dohme Limited, Hoddesdon, Hertfordshire 
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PSYCHIATRIC RESIDENCIES 
APPROVED RESIDENCY PROGRAM 


Applications are invited for residency appointments in psychiatry. Didactic work 
will be carried out at Columbia University and full clinical exposure will be given in 
all areas of adult and child psychiatry in the extensive facilities of Bergen Pines 
County Hospital situated in lovely countryside twenty minutes from New York City. 
This comprehensive program will also include assignments in community, drug 
abuse and alcoholism programs, Third year electives will include clinical administra- 
tion (chicf residencies) and research. Vacancies in all years available. Starting time 
will be July 1, 1974. Salaries competitive. 


Please send applications to Dr. Nathan S. Kline, Director of Psychiatry, Bergen 


Pines County Hospital, Paramus, New Jersey 07652. 














Psychiatrist: $29,400-$33,700 (Canadian) 


This Unit Director responsibility with the 
ONTARIO MINISTRY OF HEALTH, Lake- 
head Psychiatric Hospital, offers a challenging 
opportunity to plan, organize and direct a 
comprehensive program of psychiatric ser- 
vices to meet the mental health needs of a 
designated catchment area within our north- 
western region. Lakehead Psychiatric Hospital 
is situated in the City of Thunder Bay on the 
north shore of Lake Superior. Good road, rail 
and air transportation facilities are available 
and excellent educational opportunities are 
offered by the university and community 
college. The area is known for its excellent 
winter and summer recreational facilities. 
Contract employment (1--2 years) is available. 


Ontario 


Qualifications: License to practice medicine 
in Ontario and certification in psychiatry 
from the R.C.P.S. (Canada), or specialist 
standing in another jurisdiction acceptable 
or comparable to this certificate; at least two 
years post-specialty experience. 


Interested psychiatrists are invited to submit 
their resume in confidence to: Medical 
Director, Lakehead Psychiatric Hospital, 
Box 930, Thunder Bay ‘P', Ontario, 
P7B 5G4, Canada. 


This position is open equally to men and 
women. 


Ontario Pu blic Se rvi ce 
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INSTRUCTIONS TO AUTHORS 


1. Articles must be typed on quarto or A4 paper with double spacing and generous margins. 
Please submit two copies, one on lightweight paper suitable for airmail. 


2. The title, with the names only of the authors, should be brief and to the point so as to give 
a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 


3. Each article should be accompanied by a synopsis up to 250 words long on a separaie sheet, giving under 
its title some indication of the nature of the article and the name and address af one author, As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 


4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
attached to conciseness and clarity in the assessment of papers. The Journal cannet afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review elsewhere. Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 


5. All measures must be expressed in the metric system, e.g. weights in kilogrammes; temperatures 
in °C; doses in grammes or milligrammes; lengths in centimetres; volumes in litres or millilitres. 


6. A summary should be provided at the end of every article. 


+, Acknowledgements: Always indicate clearly where the work has been done and what post(s) 
the author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of ethers, where appropriate. 


8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered. Prepare them on quarto or Aq paper about 14 times the size they will be 
when printed. If they have to be re-drawn by the printer the cost, which may ameunt to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 


g. References should be listed alphabetically at the end of the paper, the titles of journals being 
given in full, Book titles are to be given with mitial capitals for important words, and with place of 
publication. References to articles should include the names of all authors. The title of the article should 
be without initial capitals and without quotess the last as well as the first page should be included. 
Chapters in books should be treated in the same way as articles in journals. For example: 


1. ABEL-SMITH, B. & Trrmus, R. M. (1956) The Cost of the National Health Service in England 
and Wales, Cambridge. 
2. ABENSON, M. H. (1969) Drug withdrawal in male and female schizophrenics. British 
Journal of Psychiatry, 115, 961-2. 
3. APPEL, K. A. (1959) Religion, in American Handbook of Psychiatry (ed. Arieti), New York. 
In the body of the paper, references may be by author and date: ‘Abenson (:969)’; or by reference 
number: ‘Abenson (2)’, as the author wishes. 


Please check the accuracy of all references in the manuscript before submission, to make sure there 
are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 
reference list. 


Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
then be scrupulously rechecked. 


me 
10. Reprints must be ordered from the printers, Headley Brothers Limited, The Invicta Press, Ashford, 
Kent T N24 8HH, at the same time as proofs are returned to the Editor. 











Over a decade of widespread use has the psychiatrist to tailor therapy from 
shown the value of ‘Stelazine’in mobilising injectable for the acute phase, through 
the withdrawn schizophrenic.A wide range stabilization with tablets, to once a day 
of strengths and dosage vehicles enables maintenance with'Spansule’ Capsules. 


Stelazine. For the withdrawn schizophrenic. 
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CONFERENCES ON FAMILY THERAPY 





FAMILY INSTITUTE, CARDIFF/NATHAN W. ACKERMAN 
FAMILY INSTITUTE INC., N.Y.C. 


FAMILY THERAPY CONFERENCE: TECHNIQUES OF 
FAMILY THERAPY 


CARDIFF, JUNE 26th-28th, 1974 


This study conference will focus around specifie techniques of intervention, of 
immediate interest to those engagec in working with the family as a group. 
The conference will be inter-disciplinary and open to practitioners from the 
various fields of social work and mental health, who are currently engaged in 
family therapy. It will be staffed by inter-disciplinary teams from both the 
New York and Cardiff Fanuly Institutes, 
Further details and application forms are available from: 
The Senior Family Therapist, 
The Family Institute, 
2 Four Elms Road, 
Roath, Cardiff CF2 iLE 











TAVISTOCK INSTITUTE OF HUMAN RELATIONS! 
TAVISTOCK CLINIC, NATHAN W, ACKERMAN FAMILY 
INSTITUTE ING., N.Y.C. 


PRINCIPLES AND PRACTICE OF FAMILY THERAPY 
CENTRAL LONDON, JUNE goth-JULY 5th, 1974 


A non-residential, inter-disciplinary conference will be held in Central London. 
lt will be jointly sponsored and staffed by the above organizations. There will 
also be guest family therapists on the staff. As full use will be made of members’ 
own experience, their contribution will be required throughout the entire 
programme. 
Applications will be welcomed from professionals who are currently engaged in 
family therapy. Fifty places will be offered under the auspices of the Central 
Council for Education and Training in Social Work. 


Further details and application forms are available from: 
Mrs. janet Clark, 
Execuliver Officer (Traming), 
Tavistock Institute of Human Relations, 
120 Belsize Lane, 
London NW3 5BA 


BRITISH JOURNAL OF PSYCHIATRY, MARCH 1974 





INSTITUTE OF GROUP ANALYSIS 


1 Bickenhall Mansions 
Bickenhall Street 
London W1H 3LF 


01-487-5373 


Taste of cane Analysis: 


GENERAL COURSE IN GROUP WORK consisting of 
lectures by leading authorities, based on the dynamics of 
small analytic group work, together with small seminars 
focused on practical group experience, This course will be 
held on Thursday afternoons from 3 October 1974 until 


June 1975. 


A COURSE IN FAMILY AND MARITAL GROUP WORK. 

This course will combine lectures with small discussion and 

supervision groups that utilize role playing and simulated 

family situations amongst other techniques. The course will be 

held on Tuesday afternoons from 1 October 1974 until 
June 1975. 


ADVANCED COURSES AND SEMINARS will be run to 
suit various levels of experience from the first week in October 
until the end of June, Details to be published later. 


N.B. The LAST date for enrolment for these courses is 
31 May 1974. 


QUALIFYING COURSE. This is a course of training leading 


to qualification for professional membership i in the Institute of 


Group Analysis. 


ALL ENQUIRIES should be made to the 
‘Courses Secretary’ at the above address. 
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Once-a-day_. 
Tranxene 





restores reality 


Tranxene* is a new but distinctive benzodiazepine 
offering these major benefits to anxious patients. 


Convenient once daily dosage 
The problems of forgotten doses are reduced with once daily Tranxene. 


Fewer side-effect problems 
Sedation, lassitude and other side-effect problems associated 
with previous members of the benzodiazepine family occur significantly less 
frequently with Tranxene. !*4 


Specific anxiolytic action 
Double-blind studies have demonstrated that the frequency and severity of 
anxiety symptoms are significantly reduced with once-a-day Tranxene.! 
The results of these studies confirm the proven anxiolytic action of Tranxene.** 
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2 Brit.J Psych., In Press 
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Payment will be at the B.M.A. rate for a Consultant—£11.40 
per session. 


Application forms from Staff Section, Health Department, County 
Hall, Hertford SG13 8DG-—-to be returned within 14 days. 


BOOKS. FOR THE PSYCHIATRIST JOURNALS OF RELATED INTEREST 





Gunzburg: SOCIAL COMPETENCE AND AGE AND AGEING (quarterly): subscription 
MENTAL HANDICAP 1973 2nd edn £3 £8 ($25.00) 


Pearce & Miller: CLINICAL ASPECTS OF 


DEMENTIA 1973 £3 ANIMAL BEHAVIOUR (quarterly): £17 
Merskey & Tonge: PSYCHIATRIC ILLNESS (853.50 pra. 

2nd edn May 1974 £2.80 
Gesell & Amatruda: DEVELOPMENTAL INTERNATIONAL JOURNAL OF 

DIAGNOSIS 1947 2nd edn £5.50 PSYCHO-ANALY SIS (quarterly): £8.50 
Gunzburg & Gunzburg: MENTAL HANDICAP ($24.00) p.a. 

AND PHYSICAL ENVIRONMENT 1973 k i 

£3.75 RECO S MENTAI INTERNATIONAL REVIEW OF 
Tredgold & Soddy: TE GC IN TAL POVOTIO. AN Kee 7 arly): £8 

RETARDAT ion 1970 Lith edn £6 PSYCHO-ANALY SIS (quarterly): £8.50 


($24.00) p.a. Publication: March 1974 
Mitchell: PSYCHOLOGICAL MEDICINE IN ($24.00) p.a. Publication: March 


TANE Paen eee JOURNAL OF NERVOUS AND MENTAL 
: ADVANCES IN THE CARE Sara a Pei ee ee 

Aa TALLY HANDICAPPED DISEASE (monthly): £76.20 pa. 

1.50 

s, Slater & Roth: CLINICAL PSYCHOPHYSIOLOGY (bi-monthly): 







PSY Bros, Slat 1969 3rd edn £7.50 £15.75 pa. 








BRITISH JOURNAL OF PSYCHIATRY, MARCH 1974 XV 








cc 


..many therapists have begun 

to use high dose or meganeurolepttc 
therapy for chronic 

schizophrenics who without 
such treatment would 

be prisoners of psychosis 

indefinitely.” 






Serenace can be used with confidence in 
doses of up to 90 mg for the rapid 
control of the agitate otic and to 
achieve a therapeutic breakthrough in 
chronic schizophrenia. 


High doses of Serenace.can liberate many 
schizophrenics from the treadmill of merely 
adequate control with minimal side effects, 
indeed it has been reported that “Those 
experienced with high dose haloperidol 
(Serenace) ther apy testify that it is 
remarkably safe . . 


1 Dis. Nerv. Syst., 1972, 9307), 459 


(Haloperidol) 


‘urther information is available on request. 
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P.O. Box 53, Lane End Road, 
(High Wycombe, Bucks. HP12 4HL., 


tered trade mark, 


The first controlled release preparation 
of lithium carbonate in the world 





The majority of depressive and manic-depressive patients 
exoerience an increase in frequency and intensity of relaps 
with advancing age. After three or more episodes patients 
treated by conventional methods can expect to spend neal 
half their lives incapacitated by their illness. 1 The risk of 

su cide also increases and more than 15 per cent will kill 
themselves. Retrospective studies suggested that as many 
20 per cent of 100 known suicides might have been 
prevented by the prophylactic use of lithium.? 


Priadel tablets contain 400 mg Li.CO, B.P. in a controlled 
release formulation ; a single daily dose of up to 4 tablets 
provides effective prophylaxis in manic-depression, 


Active supervision of serum levels to ensure values in the 
range 0.6-1.5 mEq/L is essential initially ; less frequent 
estimations should be performed during long term 
treatment. 


P 


priadel _ 


reduces the frequency and duration of recurrent 
depressive and manic-depressive episodes” 


Clinical Trial Results: 





Priadel prevented relapse in 86% of patients + 
Priadel eliminated the need for ECT 


Priadel reduced the time spent in hospital 
from 26.9 weeks to 3.5 weeks? 
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1. Prophylactic Lithium in Affective Disorders. 1971, Lancet ii: 275 
2. Prophylactic Lithium in recurrent Affective Disorders. 1972, Lanceti: 1044 
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Non-Verbal Behaviour in Mental Illness* 


By SIR DENIS HILL 


It is a paradox that during the years of psycho- 
social development each man has to achieve an 
identity, a role in which hë can feel secure, and 
yet poets and philosophers tell us that man is 
forever seeking to diminish the isolation which a 
personal identity imposes. Without the develop- 
ment of a personal identity and a role in life the 
individual remains a social isolate, a dependent 
parasite or a social deviant. Yet, once achieved, 
identity brings a new awareness of separateness 
from others and a need to merge the self with 
others, to identify with someone or something 


else. This would seem to be a main objective of 
Jove. It has been said that human love is the 


supreme act of communication with another, a 
merging of identity, and poets speak of com- 
municating with nature or with.God in like 
terms. Romantic and sacred literature abound 
in metaphors and images describing the’ bliss 
which such activity offers. If it is true that while 
we have a need to develop a sense of personal 
selfhood, an identity and a role, we have a 
further need to diminish the separateness such 
awareness imposes, how do we go about it? 
The contemporary answer is, of course, by com- 
munication, by relating to others. The better the 


` «communication we have with others, the greater 


our sense of belongingness, the less the pain of 


_ individual isolation. It is not necessary to 


emphasize that a cardinal feature of all severe 
mental illness is either a loss or a distortion of 
the individual's communicative capacity. But 
I would like to emphasize that the debate as to 
whether failure of communication is either a 
cause, or an association, or a consequence of 
mental illness is not my theme. 

Man’s major communicative system is ob- 
viously a verbal one, but this is not by any 
means his only method. One recalls that not 


* The Forty-seventh Maudsley Lecture, delivered on 
17 November 1972. 
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only in phylogenetic evolution but also in 
individual ontogenesis non-verbal communica- 
tion long precedes vocal or verbal communica- 
tion. Moreover, there are many aspects of 
human experience for which there are no means 
of verbal communication.. The great interest 
taken in mime, in ballet, in dancing, in music, 
in sounds rather than in words, in the body as 
a medium of expression, all indicate this. Music, 
painting, sculpture, acting, dancing play an 
important part in human experience and in 
the human interactional process. They have 
also a place in the treatment of the mentally 
sick, because they are forms of non-verbal 
behaviour which enable the patient whose 
verbal and non-verbal communication is dimi- 
nished or deranged perhaps to communicate, 
but at least to express affects or attitudes for 
which no verbal code is available, 


Nature oF COMMUNICATION 

The idea that all forms of non-verbal beha- 
viour are communicative stems from the early 
studies of Freud (1909) in his accounts of the 
behaviour of individual cases, was extended in 
particular by analysts, but received great 
stimulus from the interpersonal theory of 
mental illness of H. S. Sullivan (1939) who 
emphasized that a great deal of covert living 
goes on without the use of words. Most of those 
who have studied so-called ‘non-verbal lan- 
guage’ have accepted this view. Ruesch (1955), 
for example, states that non-verbal language has 
emotional appeal, is an international, inter- 
cultural, inter-racial and even interspecies 
language in contrast to verbal language which 
has intellectual appeal, and is culturally specific 
and adaptive to communication within the ‘in 
group’. The importance of non-verbal channels 
of expression is for him extreme, and he suggests 
that when the patient is unable to use them ‘the 
only solution left is a psychosis’. This idea 


. 
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receives little support from clinical observation. 
Neither conditions associated with excessive 
inhibition, as the parkinsonian state, nor 
conditions associated with disinhibition, as 
dystonia musculorum deformans, in both of 
which there is profound interference with non- 
verbal behaviour, are significantly associated 
with or followed by psychosis. However this 
may be, Ruesch identifies disturbances of non- 
verbal behaviour with the more severe lasting 
mental disorders, and disturbances of verbal 
behaviour with less severe conditions. With 
this there is likely to be agreement. 

In most normal people patterns of movement 
and posture are related to mood, but the 
patterns vary from one person to another. In 
1932, Luria related the degree of motor activity 
to emotional conflict and proposed the ‘overflow 
of energy’ hypothesis. He showed that in situa- 
tions of conflict there was a random spread of 
motor behaviour, and this was supported by the 
later work of Sainsbury (1955). In this early 
work the observations were not interpreted as 
aspects of communication. More recently much 
work has been done on non-verbal communica- 
tion in children (Blurton-Jones, 1972), and in 
adults engaged in social interaction (Argyle, 
1972). 

The study of posture, facial expression and 
motility in a clinical setting has been largely 
confined to observation of patients in individual 
and group psychotherapy (Mahl, 1967; Ditt- 
mann, 1962; Dittman ef al., 1965; Schlefen, 


1964, 1965; Charny, 1966; Ekman and Friesen, 


1967). For example, rapport (Schlefen, 1965) in 
the clinical interview has been shown to be 
related to some basic elements of posture, voice 
and movement, regardless of who the partici- 
pants are; and the phenomena of genuineness, 
warmth and empathy, held to be essential to 
the therapist’s effectiveness, can be shown to be 
communicated by non-verbal behaviour, no 
less than by verbal behaviour (Shapiro et al., 
1968). Facial expression communicates the 
type and the intensity of emotion, but bodily 
postures are relevant only to its intensity (Ekman 
and Friesen, 1967). When an analysis relating 
verbal content of psychotherapy sessions to the 
degree of bodily congruence in these sessions 
has been made, significant differences have 
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been found in the content when congruent as 
opposed to incongruent postures are adopted 
(Charny, 1966). It has been shown, as Freud 
first suggested, that in the therapeutic setting 
non-verbal behaviour can and often does anti- 
cipate verbalization. This has been most recently 
élucidated by G. F. Mahl (1967), a social 
scientist working at Yale. 

It is implicit in the thinking of many who 
have Studied non-verbal behaviour in both 
therapeutic and non-therapeutic settings thai 
all such behaviour is. communicative, which 
means that it is intentional even if unconsciously 
so, and:that it implies the sending of messages 
within a defined code which should be capable 
of being received and understood by those who 
can decode it. This assumption that all non- 
verbal behaviour is equivalent to non-verbal 
communication has been challenged recently 
by Morton Wiener et al. (1972), psychologists 
working at Clark University. For these workers 
it is not sufficient to ascribe to non-verbal 
behaviour the function of communication merely 
because others can draw an inference about the 
subject’s internal state from observation of his 
behaviour, What is required, if communication 
is to be established is first a socially shared 
signal system, equivalent, that is, to a language 
or code, next a subject who makes something 
public via that code, and lastly persons who 
observe and respond systematically to it. These 
conditions are certainly not met, for we certainly 
do not respond systematically to what we 
observe in the mentally ill, and understanding 
of the phénomena and the inferences drawn. 
vary from one observer to another—-some would 
say depending on the degree of sophistication 
developed. 

But the restricted definition of communica- 
tion as information transfer is inadequate, for 
communication is a system in which an indivi- 
dual does not communicate to but with another. 
It is a social interactional process, not merely 
one of transmitting information, and according 
to Birdwhistell (1960) ‘its central function is that 
of giving continuity and predictability to the 
social system’. For this reason there are those 
who believe that the primary disorder in much 
mental illness will be found in defective com- 
munication, for in severe mental illness, both 
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from the patient’s point of view as well as from 
that of those who would interact with him, the 
continuity and predictability of social relation- 
ships has been lost. The peculiar and patho- 
logical aspects of non-verbal behaviour which 
the severely mentally ill demonstrate are not 
communicative in the sense required by Wiener 
et al. (1972). In so far as they are intentional 
and coded they are not peculiar and are no 
different from the intentional communicative 
postures and movements which normal people 
and many neurotic patients show, and which are 
caricatured in mime and acting. The pathology 
of non-verbal behaviour in the mentally ill is 
different. This became apparent to me when, 
with the help of Mr. Jonathan Benthall of the 
Institute of Contemporary Arts, I examined a 
series of film stills of actors, singly and in groups, 
miming conflictual emotional states, They bear 
no relationship to what we see in clinical prac- 
tice. In the ballet, in mime, in the ritual dance 
the actors engage in communication of meaning 
but deliberately avoid spoken language; but in 
the play, as Jonathan Miller points out (1972), 
the ‘gestures and grimaces of the actors only 
acquire their significance in the context of the 
verbal expressions which they precede or 
follow’. They are thus communicative, but they 
relate not to the informational content but to the 
mood state accompanying it. ; 

In severe mental illness, the postures änd 
movements which we can observe, unlike those 
in normal social interaction and in the theatre, 
may be the results of non-communication rather 
“than communication as we understand it, 
phenomena intrinsic to mental illness, an aspect 
of the fact that the normal channels of verbal 
and non-verbal communication are not avail- 
able. This could be so because either they have 
never been developed, or having been developed 
they have become blocked or unavailable, or the 
psychophysiological mechanisms through which 
they are expressed are deranged. Yet they may 
still serve intrapersonal or interpersonal adapt- 
ive functions. The patient’s need to relate to 
others around him may be as great if not greater 
than ever. It is therefore not surprising that, in 
a situation in which normal communication is 
at a minimum, non-verbal behaviour distorted 
or deranged is greatly increased. As a proposi- 
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tion it could be held that the intensity and 
degree of derangement of non-verbal behaviour 
should be proportional to the severity of the 
mental illness, Observation of chronic psychotic 
patients tends to support this. 

At this point I should like to recall to you the 
range of non-verbal behaviours which the 
mentally ill present. Although it is probable 
that there is no pathology of non-verbal beha- 
viour in the absence of some degree of inhibition 
upon its normal functioning, there are pheno- 
mena which the mentally ill share with the 
mentally healthy. It is their excessive and re- 
peated use which renders them” pathological. 
These in particular are the autistic gestures or 
symbolic movements described in detail by 
Krout (1935). Examples are excessive nail- 
biting, nose-blowing or picking, grinding teeth, 
sighing, object sucking, hair-plucking and 
sniffing. Krout defined autistic gestures as ‘self- 
directed’, rather than. directed towards other 
people. They occur in an abstracted state. 
They are not an explicit response to an external 
stimulus but rather to an internal one. He 
believed that such gestures were neither per- 
ceived by the actor nor responded to by the 
observer and could not be interpreted even by 
individuals who consciously attempted to do so. 
He observed that such behaviour occurred in 
the presence of emotional conflict and inhibi- 
tion. In Krout’s sense autistic gestures are the 
symbolic expressions of emotional conflict which 
in the non-inhibited state would have led to 
action or verbalization. 

Much the same type of explanation has been 
offered for the more pathological forms of non- 
verbal behaviour, such as tics and habit-spasms, 
motor conversion hysteria, and the stereotypies, 
catatonic gestures and postures of schizo- 
phrenia. A theme of this Lecture is that there 
is a fundamental difference between the beha- 
viours which are adaptive, carried out in the 
context of inhibition on non-verbal behaviour 
common to most forms of mental illness, and the 
behaviours which are the results of a ‘release’ or 
partial disinhibition from that state. In the 
former group are the autistic gestures, the 
behaviours which are ‘communicative’ in the 
sense of indicative of the disturbed affective or 
attitudinal state and the behaviours which we 
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call stereotypies. They may well all serve 
adaptive functions. In the latter group are the 
tics and involuntary movements, and there is 
no reason to consider that these serve adaptive 
functions. When we consider this field of study 
we find ourselves on the borderland between 
the phenomena of neurology and psychiatry, 
for disease of the extrapyramidal system also 
presents us either with the consequences of 
excessive inhibition on the motor pathways— 
the parkinsonian state—or with fragmentary 
pieces of motor behaviour, the dystonias and 
dyskinesias which are conceptualized as the 
occasions of release or disinhibition from that 
state. This is not merely analogy, for it can be 
maintained that the normal smooth operations 
of the extrapyramidal system are a basic 
requirement of all those aspects of non-verbal 
behaviour by which the emotional state or the 
attitudinal state of the individual is expressed or 
communicated. The variations in bodily posture, 
facial expression, vocal quality, gestural and 
other motor behaviour by which the individual 
relates to others by non-verbal means are 
denied him when the functions of this system are 
disorganized. 

It is a characteristic of the extrapyramidal 
system that it performs its regulatory work on 
the motor system by maintaining, as it were, a 
state of homeostasis or self-regulation within 
itself. These cell masses are relatively silent 
electrically, and this state of hyper-polarization 
of membranes is maintained by chemical 
means. It has been likened to a ‘drugstore’ 
(Buchwald et al., 1969), containing as it does 
high concentrations of dopamine and other 
substances which contribute to the general 
inhibitory state. It is also probable that the 
state of inhibition is sustained by a widespread 
input from all areas of the neocortex (animal 
studies). The system can go awry in one direc- 
tion or the other—excessive inhibition or dis- 
inhibition—-when the chemical content is modi- 
field or the neocortical input changed. A 
lesion in one part of the system produced by 
disease can be counteracted by a surgical 
lesion placed in another; the effects of chemical 
depletion produced by disease can be offset by 
pharmacological substitution. Perhaps the most 
familiar example of the homeostatic nature of 
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extrapyramidal functions is witnessed in psychi- 
atric practice. The phenothiazine drugs may 
produce the parkinsonian state with muscular 
rigidity and hypokinesia, or the opposite 
hyperkinesia, or a variety of dystonic move- 
ments and postures. Reduction in dosage in a 
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Fic. 1.—From Hurst, A. F. (1920). The Psychology of the 
Special Senses and their Functional Disorders. London: Froude, 
Hodder and Stoughton. A gunner in the First World War 
had been ‘blown up’ and gassed. The following morning 
he could not open his eyes. Hurst ‘cured’ him in 5 
minutes, but patient was not well enough to leave hospital 
for some weeks. In terms of non-verbal behaviour he looks 
sad and submissive. 


Fic, 2.—~Also from Hurst, A. F. (1920). An officer who 
had been gassed and had pneumonia. Described in 
neurological. terms by Hurst, he showed ‘hysterical 
amblyopia, bilateral ptosis of the lids, right-sided facial 
spasm and left-sided facial paralysis’. He also had paralysis 
of the right arm, both legs, aphasia and dysarthria. Hurst 
‘cured’ him by.8 hours continuous persuasion in one day. 
In terms of non-verbal behaviour the patient might be 
sneering and hostile. 


Fie. 3.—~Also from Hurst, A. F. (1920). Described by 
Hurst as showing ‘hysterical ptosis with unilateral blepharo- 
spasm and amblyopia’ of four months’ duration. Hurst 
‘cured’ him in one hour. Before treatment in terms of 
non-verbal behaviour he looks jaunty and quizzical; after 
treatment by comparison he looks serious and depressed. 


Fic. 4.—From Cameron, H. C. (1929). The Nervous Child, 
Fourth Edition. Oxford. Described as ‘hysterical con- 
tracture of the hand, which lasted 6 months in a highly 
suggestible child; the facial expression is characteristic’. 

Fic. 5-—Also from Cameron, H. C. (1929). Caption reads: 
‘a child showing the immobile, expressionless, melancholy 
face of nervous exhaustion, with a degree of Katatonia’ 


Fic. 6.—From Hutchinson, R. (1931). Lectures on Diseases 
of Children, Sixth Edition, London: Arnold. Described as 
‘hysterical spasm’ of the hands. Note the clenched postures 
of the hands with internally opposed thumbs, the defensive 
posture of the arms over the chest, right over left and the 
facial expression which does not suggest ‘belle indifférence’. 
Compare the photograph of Miss Glenda Jackson, the 
actress, miming the posture of a girl who after a lovers’ 
quarrel involving physical violence is said to be gracefully 
submitting to her lover. (From the Sun newspaper, 
19 August 1972), 

Fics, 7, 8 and 9.—-From Kretschmer, E. (1929). Körperbau 
und Charakter. Berlin: Springer. The original illustrations 
of the asthenic, pyknic and athletic habitus, with 
Kretschmer’s schematized drawings of the three types. 
‘The text indicates that the asthenic was a schizophrenic, 
the pyknic a depressive and the athletic a paranoid 
patient. 
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patient who has developed the parkinsonian 
state may release hyperkinesia, and increasing it 
again may abolish the abnormal movements. 
The variety of hyperkinetic and dyskinetic 
behaviours, such as chorea, athetosis, dystonia 
and ballismus, witnessed in extrapyramidal 
disease represent fragments of motor behaviour 
which had they been completed would have 
been aspects of non-verbal behaviour expressing 
emotional and attitudinal phenomena. As such 
they would have meaning in social interactional 
terms, but as fragments of such behaviour they 
have only neurological significance. 


Tue PATHOLOGY or NON-VERBAL BEHAVIOUR 
Examination of the variety of pathological 
forms of non-verbal behaviour that are associa- 
ted with mental illness suggests a division into 
three categories (Table I). There are those 
which are the direct expression of a severe 
inhibitory state—stupor and catatonic immo- 
bility being examples. Secondly, there are 
those which are associated with the state of 
partial inhibition; and thirdly those associated 
with the consequences of disinhibition or release 
from that state. At every level there may or may 





PLATE II 
Fia. 10.—From Bumke, O. (1936). Lehrbuch der Geistes- 
krankheiten, 4th Edition. Munchen: Bergmann. ‘Katatonic 
with torpid features.’ 
Fig. 11.—From Kraepelin, E. (1913). Psychiatrie, 8th 
Edition. Leipzig: Barth. ‘Katatonic stupor.’ 
eFic. 12.—From Bumke, O. (1936). Lehrbuch der Geistes- 
krankheiten, 4th Edition. Munchen: Bergmann. ‘Katatonia 
with depressive tinge.’ 
Fig. 13.—From Bleuler, E. (1937). Lehrbuch der Psychiatrie, 
Sixth Edition. Berlin: Springer. ‘Depression.’ 
Fria, 14—From Kraepelin, E. (191g). Psychiatrie, 8th 
Edition. Leipzig: Barth. ‘Depressive Stupor.’ 
Fie. 15—From Kraepelin, E. (1913). Psychiatrie, 8th 
Edition. Leipzig: Barth. ‘Depressive stupor.’ 
Fic. 16.—From Bumke, O. (1936). Lehrbuch der Geistes- 
krankheiten, 4th Edition. München: Bergmann. Examples 
of stereotypies—‘catatonic mourning or grieving.’ 
Fig. 17.—From Bleuler, E. (1937). Lehrbuch der Psychiatrie, 
Sixth Edition. Berlin: Springer. Catatonic posture: ‘com- 
plex of greatness,’ 
Fic. 18.—From Bleuler, E, (1937). Lehrbuch der Psychiatrie, 
Sixth Edition. Berlin: Springer. ‘Katatonic grimace.’ 
Note: difficult to distinguish from a dystonic movement. 
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Tase I 





Phenomena of inhibition 
Retardation 
Bradykinesia 
Reduced expressive movements 
Abnormal postures and gestures 
Mannerisms 
Stereotypies 


Generalized— Stupor 
Catatonia 
Parkinsonism 


Phenomena of disinhibition 
Gensralized— Small restless movements 
Tics—vocal and non-vocal 
Involuntary movements 
Dystonias 
Dyskinesias 


Partial— 











not be evidence of neurological disease. Beha- 
viours associated with severe or with partial 
inhibition may or may not be communicative, 
in the sense of indicative of either the mood or 
the attitudinal state of the patient. While 
parkinsonism is neither communicative nor 
adaptive, depressive or catatonic stupor may 
be both. In states of partial inhibition the beha- 
viour may be simple, for example expressing 
contempt or hostility, submission or fear—or 
complex, expressing omnipotence, communica- 
tion with God or the like. Moreover, there are 
behaviours which are not communicative nor 
indicative of anything the observer can inter- 
pret, but which still serve some adaptive func- 
tion. These are the self-directed autistic gestures. 
Stereotypies, recognized by their formal idio- 
syncratic repeated character and their apparent 
lack of relevance to the immediate situation, 
are not usually communicative or indicative, 
but they may, as I shall discuss later, serve 
adaptive functions. Stereotypies may be verbal 
or non-verbal, and in the latter case they may 
be facial-mimetic, gestural, postural, or motor. 
In contrast to these are the behaviours which 
can be conceptualized as release phenomena 
of disinhibition—generalized small restless move- 
ments, non-vocal and vocal tics, and finally 
those disorders of movement and posture, the 
dystonias and dyskinesias which we associate 


with extrapyramidal disease. The results of « 


inhibition and disinhibition are seen both in 
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patients with and in those without neuro- 
logical disease; and it may be very difficult on 
clinical grounds to decide whether such disease 
is present or not. There would appear to be a 
close interaction and mutual relationship be- 
tween the mechanisms determining non-verbal 
behaviour in disturbed emotional states and 
those determining such behaviour in states of 
neurological disease. This is particularly evident 
in the case of disinhibition—restlessness, com- 
pulsive tics, dystonias and involuntary move- 
ments. The state of general immobility and 
bradykinesis due to extrapyramidal disease or 
phenothiazine medication is not dissimilar at 
the level of non-verbal behaviour from that 
associated with severe depressive mood. Beha- 
viour produced by imbalance in the excitatory 
state in one part of the brain would appear to 
be associated with that in another. In diffuse 
brain disease, of which the state following 
encephalitis lethargica is the paradigm, the 
consequences of excessive inhibition and 
transient disinhibition are widespread. In 
addition to the variable parkinsonian state and 
bradykinesis, compulsive tics and compulsive 
obsessional acts occur, together with other 
phenomena, such as oculogyric crises, in which 
the distinction between what is a compulsive act 
with psychological participation and what is a 
dyskinesic or dystonic phenomenon with no 
psychological participation cannot be made. 
It sometimes appears that a wave of disinhibition 
spreads throughout the nervous system, from a 
cortical level to the final common pathway of 
the extrapyramidal output. 

We do not normally associate the stereotypies 
of movement, posture and vocalization and the 
catatonic phenomena of chronic schizophrenia 
with extrapyramidal disease. Yet these symp- 
toms are not infrequently associated with gross 
pathology of the brain, particularly in the 
frontal lobes. Jones and Hunter (1969) have 
provided evidence that a significant number of 
chronic schizophrenic patients who have not 
been treated with phenothiazine drugs demon- 
strate not only catatonic and stereotypy beha- 
viour but also symptoms of clearly extrapyra- 
midal type. The fact that these movement dis- 
orders occasionally occur in acute forms of 
schizophrenia, and in young patients, including 
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children, who do not sufier from schizophrenia, 
makes it probable that many of these disorders, 
both those seen in extrapyramidal disease and 
those found in brain disease outside the system, 
can occur without significant brain pathology. 
It would seem that what we are dealing with 
are disorders of normal functions—functions 
which serve the purposes of non-verbal beha- 
viour. In gross brain disease in predisposed 
individuals these disorders become greatly 
exaggerated, and in extreme cases so dis- 
organized and fragmented as to be no longer 
recognizable for what they are. 

While the dyskinesias and dystonias are 
phenomena encountered in the latter part of 
life, tics and habit-spasms are rare in the elderly 
but very common in children. Indeed Kellmer 
Pringle et al. (1967) have reported that by the 
age of seven approximately 5 per cent of children 
have a history of such movements. Corbett et al. 
(1969), in a review and follow-up study of such 
patients, suggest a common basis for the great 
variety of tics, both vocal and non-vocal. Tics 
usually start with facial movement, which may 
gradually extend downwards to other parts of 
the body. Gilles de la Tourette’s syndrome is 
therefore only the further extension of this 
development, the non-verbal components gra- 
dually being accompanied by non-verbal vocali- 
zation and finally by the expression of a single 
obscene word. Many tics are associated with 
vocalization but only a few progress to copro- 
lalia. Moreover Corbett et al. (1969) found that 
there is no significant difference in outcome, 
between vocal and non-vocal tics. Indeed even 
in Gilles de la Tourette’s syndrome, a small 
proportion of cases fully remit and remain well 
at follow-up (Macdonald, 1963). The striking 
finding of Corbett and his colleagues was that 
two-thirds of 89 children ticqueurs followed up 
after eight years or more had fully recovered. 
The aetiology of tics has been explained in 
several ways. There is little evidence that in the 
majority of cases brain damage plays any role. 


OBSERVATIONS BY THE PsyCHIATRIST 
Many experienced psychiatrists of an earlier 
generation believed that they could predict the 
likely mental state of the majority of the patients 
they met by observations within the first few 


or 
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minutes of contact before verbal interchange had 
begun. They did this from observation of non- 
verbal behaviour—the appearance, bodily pos- 
ture, facial expression, spontaneous movements 
and the initial bodily responses to forthcoming 
verbal interaction. They recognized the slow 
movements, flexed posture, diminished motility 
and lack of spontaneous and associative move- 
ments, the immobile facial expression of the 
retarded depressive; the decreased or restricted 
general motility but increased peripheral move- 
ments of the agitated depressive; the rigid bodily 
postures and precise movements of the tense 
obsessional; the protracted handshake, the 
searching looks, the persistent eye-to-eye contact 
of the paranoid; and the lack of these and the 
failure to adopt congruent postures and to 
make congruent movements of the schizo- 
phrenic. These commonplace observations of 
psychiatrists were all part of the diagnostic 
procedure, and although they were not given 
much predictive importance, and were rarely 
examined by objective methods, they found their 
way into the major textbooks of psychiatry by 
way of illustration, as did the more bizarre 
postures, gestures and disorders of motility of 
severe chronic mental illness. This has now 
changed, and it is rare indeed to find illustrations 
of non-verbal behaviour in the mentally ill in 
any textbook of psychiatry published in the 


last thirty years. 


ADAPTIVE FuNGcTIONS 


An important difference between the dis- 
*turbed mental states which we term ‘neurotic’ 
and those we term ‘psychotic’ is that in the 
latter, but not in the former, those aspects of 
non-verbal behaviour which maintain social 
interactional processes tend to be lost. In the 
neurotic states the immediate responses which 
are the surface reflections of the psychophysio- 
logical state of the individual, e.g. his facial 
expression and motility, are intact. Thus his 
capacity to relate by non-verbal means is 
retained. This is so even if partial movements 
such as tics or restlessness reflect a state of 
unrelieved emotional tension. 

In psychosis, however, aspects of non-verbal 
behaviour upon which the social interactional 
process depends—maintaining the ‘relation- 
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ship —are lost. Most important of these are the 
immediate non-verbal responses to the stimuli 
of human relationships—those responses which 
reflect the feeling state of the individual and 
upon which the successful interactional process 
depends. Moreover, of course, the verbal 
channels of communication are also blocked, 
inhibited or deranged. In this sense the condi- 
tion of the severely psychotic individual is truly 
alien. 

The question then arises whether the ab- 
normal and often bizarre forms of non-verbal 
behaviour witnessed in the severely mental ill, 
and which do not occur in either the normal or 
the neurotic person, also have an adaptive or 
even a communicative function. That this is so 
is the main hypothesis which has been con- 
structed by those who have used the findings of 
ethology to interpret the vagaries of human 
behaviour. Grant (1965) has studied the beha- 
viour of a ward group of schizophrenic patients 
and has shown how the postures and odd beha- 
viours of individuals can be understood in terms 
of the place they occupy in the ward dominance 
hierarchy. Moreover, particular types of ritual 
behaviour can be shown to be related to such 
psychological phenomena as ambivalence, sub- 
mission and displacement—but to do so in the 
context of approach towards or retreat from 
others lower or higher in the hierarchy. Repeti- 
tive movements and postures can arise from 
ambivalent acts in this context, and then in the 
course of time become habits. They are then the 
phenomena we call stereotypies. 

Ethological interpretations of psychotic non- 
verbal behaviour must suggest that in severe 
mental illness innate biological systems govern- 
ing behaviour take over and that they do so 
when learned, culturally determined forms of 
behaviour are no longer available. These inter- 
pretations, however, carry the implicit assump- 
tion that these biological systems operate func- 
tions which serve adaptive purposes, enabling 
the sick individual still to maintain a social role, 
albeit a bizarre one. Price (1967) has put 
forward a speculative but heuristic hypothesis, 
based upon this approach, for the case of 
depressive illness and its varieties. The em- 
phasis, however, is upon the adaptive function 
of depressive behaviour itself. In all species of 
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primates which have been studied, maintenance 
of stable dominance hierarchies is carried out 
by the superior animal showing aggressiveness 
and irritability towards inferior animals, con- 
sisting in ‘various kinds of threats involving 
posture, movement and vocalization; it may be 
very slight such as the direct gaze . . .’. Behaviour 
of the inferior animal on the other hand demon- 
strates anxiety. He avoids direct gaze, avoids the 
personal space of the superior, withdraws when 
the latter approaches and shows postures and 
behaviour appropriate to his inferior position. 
When the hierarchy is disturbed, those going up 
in status demonstrate the behaviour of elation 
and those going down by depression. But the 
latter behaviour is advantageous, since it 
prevents the descending animal from fighting 
back, and also turns off the aggression of the 
animal higher up in the hierarchy who has 
achieved dominance. It thus tends to maintain 
the stability of the hierarchal social structure as 
a whole. Such behaviour is thus seen to be 
adaptive for the individual and protective to 
him and to the group of which he is a member. 


Discussion 

The range of non-verbal behaviours by which 
social interaction in man is maintained is very 
great. Accompanying verbal behaviour they 
serve the purposes of emphasis, of communi- 
cating emotional and attitudinal aspects of 
what is being communicated. They reach their 
extreme expression in the art of the theatre, 
and their cathartic function is evident, for those 
who observe can identify with the actors and 
so vicariously experience the attitudes and 
emotions common to all, but for which in the 
less talented and the more inhibited there are 
limited channels of expression. Culture is 
markedly inhibitory on non-verbal behaviour, 
and each culture prescribes the limits and the 
norms which have to be learned by every 
individual. 

This process starts in early childhood and is 
dependent on two factors, maturation of the 
nervous system, and the quality of the interac- 
tion between the child and those who relate to 
him. At any stage, development can go awry 
owing either to factors inherent in the matura- 
tional process or to factors pathogenic in rela- 
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tionships. The normal psychophysiological func- 
tions through which non-verbal behaviour is 
developed, and as a result of which chaotic, 
clumsy, unintegrated, exaggerated or inappro- 
priate behaviour becomes smoothly integrated 
with volitional directed verbal behaviour, is 
dependent upon the balance of excitatory and 
inhibitory processes in the nervous system. 
We know little about this, but in neurological 
terms we must turn to the state of homeostatic 
equilibrium in the extrapyramidal system. Such 
evidence as we have suggests that in the patho- 
logy of non-verbal behaviour, cither in children 
or in adults, both in the minor and major forms 
of mental illness, there exists either .a state of 
developmental non-integration, a state of sus- 
tained excessive inhibition, or a state of disinte- 
gration which is the result of disinhibition. These 
would appear not to be mutually interdependent 
states for one may lead to or potentiate the 
effects of another and each is dependent on a 
variety of causal factors. Moreover each state 
may have different consequences. 

Viewed in this way one would expect the 
pathology of non-verbal behaviour even in its 
minor forms to be associated with a state of 
high physiological arousal and with a disturbed 
internal psychological state, whether we con- . 
ceptualize this as distress, emotional conflict or 
cognitive dissonance. We expect this whether 
we are confronted with excess of autistic gestural 
behaviour, with the multiple small restless 
movements, tics and habit spasms of childhood, 
or with catatonia. In autistic gestural behaviour 
the individual is, as it were, adapting to himself, ° 
the behaviour is private, not externally directed, 
and each occasion is complete in itself. In other 
forms the movements are externally directed 
but are fragmented or partial gestural pheno- 
mena released from a state of excessive inhibi- 
tion limiting the non-verbal participation in 
verbal interaction. 

Social interaction is at a minimum, and inhi- 
bition almost complete in the severe forms of 
depression and in catatonic immobility. Ges- 
tural behaviour ceases. There is no reason to 
believe that the variety of partial release pheno- 
mena serve any adaptive or communicative 
function, but as the ethologists point out, the 
same cannot be held of the states of extreme 
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inhibition. In these states it would appear that 
there is some concordance between the elements 
of non-verbal posture and movement and the 
internal attitudinal state of the patient. The 
posture of the depressive, for example, may be 
the direct expression of his psychological state 
of defeat and helplessness; the stereotypies of 
the schizophrenic may be habits acquired 
from the repeated use of motor behaviour 
directly expressing ambivalence, retreat, angry 
defiance and so on. 

Diffuse brain disease, but particularly that 
affecting the extrapyramidal system, gravely 
affects the balance between excitation and 
inhibition upon which all forms of non-verbal 
behaviour depend. Diffuse brain disease beyond 
the confines of the basal ganglia, particularly 
that affecting the frontal cortex, produces states 
of profound disinhibition; but occasionally of 
excessive transient inhibition resulting in primi- 
tive stereotypies and catatonia. Encephalitis 
lethargica, which mainly affected the dience- 
phalon as well as the basal ganglia, often re- 
sulted in compulsive tics, motor spasms and 
perseverative behaviour as well as the inhibitory 
state of parkinsonism. In this interesting condi- 
tion, now rarely seen, the disturbed balance 
between inhibition and disinhibition with 
partial release phenomena is characteristic. 
The various dyskinesias and dystonias are the 
expression of the excitatory-inhibitory im- 
balance on the final common pathway of those 
systems serving the maintenance of posture. As 
such, these abnormal movements serve no 
adaptive or communicative functions. Yet 
observation suggests that a disturbance creating 
imbalance in any part of this system, within or 
without the extrapyramidal structures them- 
selves, disturbs the whole system. Tics and habit 
spasms which initially may be localized, seen as 
the resultant of a psychologically inhibited state 
and having an excellent prognosis, may in other 
cases gradually progress to dystonic movements 
which we associate with pathology in the 
extrapyramidal structures. The complex move- 
ments, stereotypies and postures which we wit- 
ness in chronic schizophrenic patients, under the 
influence of phenothiazine medication or with- 
out it, may in the course of time be associated 
with obvious dystonic or dyskinetic behaviour 
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(Jones and Hunter, 1969). When this happens 
there may, moreover, be an actual association 
in time between the occurrence of stereotypy 
and the dystonic movements, the one following 
the other. 

It may seem a paradox that a consequence of 
phenothiazine medication in sufficient dosage, 
but variable between patients, is to increase the 
inhibition on all non-verbal behaviour, while it 
alleviates the disturbed mental state. The 
parkinsonian state, with its immobility of facial 
expression, diminished spontaneous movement 
and great reduction in gestural activity, is a 
prototype of non-verbal non-communication. It 
is a paradox because we would expect that a 
therapeutic agent which releases the inhibitions 
on verbal communication, and ameliorates the 
psychological internal state of the patient, should 
also reduce the inhibitions on non-verbal 
behaviour upon which all social interaction 
depends. That it does not do so must suggest 
that the psychotropic effect of the pheno- 
thiazines is not dependent on their action on the 
extrapyramidal system. Thus these effects can 
truly be called ‘side effects’. We must also note 
the paradox that at first glance the consequence 
of these side effects is to place the patient in a 
physical posture characteristic of the profound 
depressive state. Yet these side effects are not 
desired, nor is therapeutic efficacy dependent 
upon them. 

The example of phenothiazine medication can 
be seen as a paradigm, illustrating the conse- 
quences of imbalance in the system. Dystonias, 
dyskinesias or parkinsonian rigidity may result 
and the one type of behaviour alternate with the 
other. Increasing the dosage may abolish dyski- 
nesia, while reduction may release it. The 
exhibition of phenothiazines may release dys- 
tonic behaviour in a patient who has only 
suffered from compulsive tics or in a patient 
who has only shown catatonic behaviour or 
stereotypy. 

This Lecture has been concerned with clinical 
phenomena, the significance of which we can 
only approach when we view the patient 
holistically, as a psychological organism adapt- 
ing to his environment. It has not been con- 
cerned with the minutiae of non-verbal beha- 
viours and their measurement, the science of 
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kinesics, which as yet has little relevance for 
psychiatry. The pathology of non-verbal beha- 
viour is most evident in severe chronic mental 
illness, when it is probable that biologically 
determined mechanisms take over and deter- 
mine patterns of behaviour which in the healthy 
state are dependant upon cultural learning, and 
are processes vital to the social interactional 
processes. Nevertheless, even under these cir- 
cumstances the resultant behaviour may still 
serve adaptational and social functions. We have 
still much to learn from them. 
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Pathways of Specialist Referral of Depressed Patients 
from General Practice 


By T. J. FAHY 


INTRODUCTION 

Of patients with ‘conspicuous psychiatric 
morbidity’ in British general practice, 5 per 
cent annually are seen by psychiatrists, 
roughly equal numbers are referred to non- 
psychiatric specialists (Shepherd, Cooper, Brown 
and Kalton, 1966), and cross-referral rates are 
low (Mezey and Kellett, 1971). The clinical, as 
opposed to the social, reasons why so few patients 
are referred to psychiatrists must be inferred 
from the indirect evidence of epidemiological 
surveys (Shepherd et al., 1966), studies of 
patients already referred to an out-patients 
clinic (Kreitman, Sainsbury, Pearce and Cos- 
tain, 1965), doctors’ referral letters (Mowbray, 
Blair, Jubb and Clarke, 1961), and surveys of 
doctors’ attitudes (Shepherd et al., 1966; Mezey 
and Kellett, 1971). Few studies of referral have 
been prospective (Kaeser and Cooper, 1971!) 
and none has been by interview of patients 
before referral has taken place. Meanwhile, 
detailed clinical studies of psychiatric illness 
continue to focus almost exclusively on patients 
already in care of psychiatrists. It follows that 
*more knowledge is needed of the clinical 
factors which lead to specialist referral; other- 
wise the significance of hospital-based studies for 
the wider context of psychiatry in general 
medical practice cannot be properly apprecia- 
ted. This need is particularly acute with respect 
to the so-called minor affective disorders which 
are common in general practice but of which 
only a minority come to the notice of psychi- 
atrists (Watts, 1966; Taylor and Chave, 1964). 

In the United Kingdom, almost all persons 
register with the family doctor of their choice. 
Consequently, British conditions of general 
practice lend themselves to prospective studies 
of specialist referral, and the findings can be 
related to populations at risk conveniently 


defined in doctors’ lists of patients. In 1966, a 
survey of depressive disorders in general practice 
was conducted in Newcastle upon Tyne as 
one of a series of studies of affective disorders. 
This work, described in detail elsewhere (Fahy, 
1969; Fahy, Brandon and Garside, 1969) 
afforded unusual opportunity to identify the 
clinical reasons why only a minority of depressed 
patients enter into specialist care whilst the 
majority continue in care of family doctors. 


Survey METHODS 

Over a six-month period, eight family doctors 
identified all patients consulting who were aged 
over 15 years and currently in need of treatment 
for some form of depressive illness. The doctors— 
seven in,a group practice of the National Health 
Service and the eighth in private practice— 
ignored trivial stress reactions, definite schizo- 
phrenia, organic brain syndromes and known 
cases of mental subnormality. Persistent de- 
pression of mood complicating other conditions 
but severe enough to require tricyclic or MAOI- 
type anti-depressant drugs was acceptable, as, 
for example, depression becoming especially 
prominent in the course of protracted anxiety 
neurosis or minor physical illness. The doctors’ 
attitudes to psychiatric referral approximated 
to those reported by Shepherd and associates 
(1966) for two large groups of British family 
doctors. They had easy access to a wide range 
of specialist services. 


o 


Case material 


The total survey material comprised 305 
patients, representing a patient consulting rate 
of 22 per 1,000 of the adult population at risk 
in the survey period. The majority were surgery 
(office) attenders: only 4 patients were identi- 
fied on home visits. Women outnumbered men 
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by 5 to 1, and middle-age groups predominated. 
There was a slight but significant excess of 
middle social classes and a paucity of elderly 
persons compared with the population at risk 
(Fahy, 1969). Of 223 patients identified in the 
first three months of the survey, 212 were 
currently depressed and potential candidates 
for a research interview. One hundred and 
thirty three (63 per cent) were seen by the 
author in their doctors’ surgeries within a 
week of identification, when confirmation by 
the interviewer of the patient’s suitability as ‘a 
case’ approached 100 per cent. 


Selection for the research interview 

Patients who came to the research interview 
{the screened group) were not randomly selec- 
ted, since this would have entailed an un- 
acceptable degree of coercion. Of 133 patients 
in the screened group, 126 were seen again 
three months later, 7 having for various reasons 
dropped out. Of go patients identified con- 
currently with the screened cases but not seen 
personally, 11 were not currently depressed 
and therefore ineligible for interview. The 
commonest recorded reason for the failure of 
79 currently depressed patients to reach inter- 
view was reluctance of the doctors to broach 
the subject in 49 cases; 18 patients refused and 
12 failed to attend. Table I shows that the 
percentages of referred patients were remark- 
ably similar in screened and unscreened groups,” 
except for a significant excess, among screened 
cases, of patients seen by physicians or surgeons 
in the previous year or in the survey. The most 
probable explanation for this discrepancy is that 
patients experienced in specialist consultation 
readily consent to research interviews—which 
would also explain the only other significant 
between-group difference found, namely, a 
slight excess of ‘first attacks’ of depression 
among the unscreened patients. No other 
major clinical or demographic variable* dis- 

* Variables examined from the survey records cards 
included, age, sex, marital state, severity and duration of 
illness, modes of onset and of clinical presentation, associa- 
ted physical conditions, social class and length of domicile. 
Habitual patterns of consultation and various measures of 
outcome at three-month follow-up also failed to distinguish 
the patients who came to interview from the remainder 


(Fahy, 1969). 
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TABLE I 
Incidence (%) specialist referrals in two groups by 
psychiatric and non-psychiatric referral 
Patient groups 
(number of patients) 
tScreened Unscreened Total 
(133) (172) (305) 
A. Psychiatric 
Prompt referral.. g'o 8-7 8-9 
Eventual referral 
(onset of illness to 
end of survey) .. 17°2 16-9 170 
Eventual admis- 
sion (onset of ill- 
ness to end of 
survey) .. za 6'0 8-7 7'5 
Referred any time 19'5 18-0 18:7 
Admittedany time 13:5 12°3 IZ*l 
B. Non-psychiatric 
Eventual referral 
during the survey 11°3 9-9 10'5 
Eventual admis- 
sion during the 
survey... -4'5 75 6-2 
Referral or admis- 
sion within previ- 
ous year to end of 
survey (18 month 
period) go-8** 174 23°3 


** Between-group difference significant (P < -or). 


+ Includes 7 cases lost to follow up and omitted 
from subsequent Tables. 


criminated between the groups and the screened 
group is believed to be fairly representative of 
the basic case material. 


The research interview 

Interviews were semi-structured and devoted 
chiefly to the completion of a check-list of dicho- 
tomous (Yes-No) predefined clinical items of 
potential relevance to a classification of de- 
pressive illness (for list of items, see Appendix). 
There are no data with direct bearing on the 
reliability with which this check-list was com- 
pleted, although indirect evidence of high 
reliability is presented elsewhere (Fahy, Bran- 
don and Garside, 1969; Fahy, 1974). Reli- 
ability, however, is not of crucial importance for 
the significant findings of this study, since lack 
of reliability is random error and not bias, and 
does not generate statistically significant results. 
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Thus findings which are significant are obtained 
in spite of, rather than because of, unreliability. 

The danger that the findings were seriously 
distorted by interviewer bias is slight for two 
reasons: (1) the interviewer carried no clinical 
responsibility for the patients and did not offer 
opinions to the doctors which might have influ- 
enced the latter in their decisions on specialist 
referral; (2) the interviewer was not aware at the 
time of the study that the data being recorded 
would later be tested for their value in the 
prediction of specialist referral. 


Classification of spectalist referral 

The task was to relate the data from the 126 
research interviews to the occurrence and 
pathway of specialist referral as defined below 
and listed in Table I. Accordingly, on comple- 
tion of the survey, patients referred to specialists 
were identified from survey record cards 
completed by the doctors and by examination 
of the medical records. Referrals to psychiatrists 
and to other specialists were recorded separately, 
were counted once only for each patient, and 
were defined as follows: 

Prompt psychiatric referral: where the referral 
procedure was initiated immediately at or 
within a few days of, diagnosis of the current 
depressive illness, 

Eventual psychiatric referral: those patients— 
inclusive of prompt psychiatric referrals—sent to 
psychiatrists between the onset of current 
symptoms and the end of the survey. The 
majority were referred within three months of 
ediagnosis, and none had been identified more 
than six months prior to referral. 

Eventual psychiatric admission: included all 
patients admitted as psychiatric in-patients for 
current symptoms up to the end of the survey. 
Patients in this category were derived from one 
or both of the referral categories defined above. 

Non-psychiatric eventual referral and admission: 
restricted, respectively, to referrals and ad- 
missions in the survey period only. Anticipating 
small numbers here, a final category of non- 
psychiatric referral or admission was created, 
extending the period of risk for referral or 
admission to between one year prior to the 
survey and the end of the survey (18 month 
period). 
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Statistical methods 

A large number of predefined clinical features 
of illness, personality and history (see Appendix) 
were recorded as present or absent at the 
research interview. These features together with 
age, sex, marital status and independent global 
ratings of severity by the family doctor, were 
regressed on to each of the 5 criteria of specialist 
referral defined above. Each of these analyses 
included the calculation of standardized partial 
regression coefficients (Beta-coefficients). These 
Beta coefficients indicate the weight which each 
standardized predictor should receive in order 
to maximize the prediction of the criterion (that 
is, referral). When the Beta coefficients are each 
multiplied by the correlation (r) of the corre- 
sponding predictor with the criterion, then the 
resulting products, sometimes referred to as 
coefficients of separate determination (Hope, 
1968) indicate the extent to which each pre- 
dictor contributes to the prediction of the 
criterion. The predictors with the largest co- 
efficients of separate determination were selected 
and the analysis repeated using only those 
predictors. Finally, the predictors were ranked 
in descending order of their coefficients of 
determination derived from the then new 
analysis. By these methods, patient stereotypes 
were derived which best predicted the entry 
into specialist care of some patients from among 
those who came to the research interview. 
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RESULTS 
In the tables which follow, the numbers of 
screened patients vary between 126 and 120 
because of attrition of 6 cases due to missing 
items of information. Unless specified other- 
wise, the findings refer exclusively to the 
screened group of 126 patients who were 

followed up at three months. 


Prediction of psychiatric referral (Table IT) 

Three patient stereotypes significantly pre- 
dictive of prompt psychiatric referral, eventual 
psychiatric referral and eventual psychiatric 
hospital admission, respectively, are shown in 
Table II. In each column of the table items 
have been ranked in descending order of 
importance and (statistically) unimportant items 
are in brackets. 
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Taste II 
Predictors of psychiatric referral and admission for the index depression (N = 126) 
Items in brackets are of small importance 
R = Multiple correlation 














A. Referred promptly B. Referred eventually C. Admitted 
(9%) (17%) (6%) 
R =0-7,P < -oo1 R =0'5, P< ‘oor R = 0+5, P < -oo1 
Rank Weight Weight Weight 
% 6 % 
1. **Hopeless 1312 *Hopeless s 22:8 *Hopeless 15°6 
2. **Male sex . 13-1  *Panic attacks .. 20-0 *Suicidal impulses .. 14°5 
3. **Immature personality r119  *Distinct quality 17:8 **‘Severe’ (family doctor) 13:0 
4. **No hypochondriasis .. 11+4 *Never married 14-1  *Diffuse anxiety . 105 
5. Diffuse anxiety 7:9 (Ideas of reference) . 10:3 *No physical stress-at- 
onset -. 9'0 
6. *Feels retarded e 39 (Duration > one year) 9:7 *Male sex ks -. 86 
7. *No physical stress-at- (‘Severe’) (doctor) 4'7  *Not regularly worse 
onset : . 56 AM. 6-8 
8. *Loss of feeling 4'3 (Depressed affect) o6 epressed affect) ..- 67 
g. (Distinct quality) 4°1 t (*Endogenous’) ce 53 
10, (Self reproach) f 4'0 (Never married) 4'6 
rr. (Neurotic personality) 4°0 Distinct quality) .. 2:8 
12, (Pykni ic, ic attacks, Osona] personality) 2+6 
‘severe’, previous 
attacks, never 
married) 12°6 


* Partial regression coefficient significant at 5 per cent level. 
** Partial regression coefficient significant at 1 per cent level. 


t Elective diagnosis by family doctor. 


A. Prompt psychiatric referral (Table TI, column 
A) Five men and seven women (9 per cent) 
were promptly referred to psychiatrists follow- 
ing on diagnosis. At the research interview, 
these patients were characteristically difficult 
to reassure (‘hopeless’), immature and diffusely 
anxious, but remarkably free of hypochon- 
driacal preoccupation. The emergence of ‘male 
sex” indicates that men were selectively referred 
promptly to psychiatrists. Subjective retarda- 
tion (‘feels slowed’) also favoured prompt 
psychiatric referral. No patient in this group 
was physically ill at the onset of depressive 
symptoms—thus, ‘no physical stress-at-onset’ 
emerged ns significant. 

B. Eventual psychiatric referral. In column B of 
Table II, the criterion group A (above) has 
been expanded to 17 per cent of screened cases 
to include all screened patients eventually 
referred to psychiatrists for current depressive 
symptoms up to the end of the survey. Stubborn 
pessimism (‘hopeless’), panic attacks, and a 








depressed mood distinct from normal experience 
were the best predictors of eventual psychiatric 
referral. The status ‘never married’ was also 
important here. Chronicity of depressive symp- 
toms beyond one year, and general severity of 
illness, each made a minor contribution only. 
(The symptom ‘ideas of reference’, which 
bordered on significance, was in this case- 
material associated with general severity of 

C. Eventual psychiatric hospital admission (Table 
II, column C). Of those seen by psychiatrists, 
nearly one in two was subsequently admitted to 
hospital. At interview these patients typically 
admitted to suicidal impulses and were diffusely 
anxious in the absence of “physical stress-at-onset’. 
The contribution of male sex was also significant 
and clearly outweighed a number of ‘endo- 
genous’ features which, if present, further 
increased the likelihood of admission to hospital. 
For reasons that are not clear, diurnal variation 
of mood (‘worse a.m.’) was less frequent among 
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admitted patients than in the remainder. 
Admitted patients were usually judged severely 
ill by their doctors, although the value of a 
psychiairic rating of severity of depressed mood 
for prediction of psychiatric admission did not 
quite satisfy a test of statistical significance. 

Influence of demographic variables. Of the screened 
group, nearly 20 per cent had at some stage in 
their, lives been seen by a psychiatrist: 14 per 
cent had been psychiatric in-patients. In retro- 
spect, male sex and the never-married state were 
each highly significantly associated with psychi- 
atric hospital referral or admission at any time 
(P < -o1): advancing age was significantly 
associated with psychiatric hospital admission 
only (P < -:05). These findings are in line 
with reported differences in patterns of psychi- 
atric morbidity between hospital and general 
practice for undifferentiated psychiatric patient 
samples (Cooper, 1966). In the prospective 
study (see Table II, above), male sex and the 
never-married state remained important for 
prediction of psychiatric referral for current 
symptoms, but advancing age failed to emerge, 
possibly for lack of geriatric cases coupled with 
the selective referral of young persons. 
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Prediction of non-psychiairic referral (Table IIT) 
Returning to the prospective findings, Table 
III shows two patient stereotypes predictive of 
non-psychiatric referral and hospital admission 
respectively. In contrast to the stereotypes pre- 
dictive of referral to psychiatrists, physical stress 
or illness coinciding with or shortly preceding 
the onset of depressive symptoms was of para- 
mount importance here—this feature alone 
accounted for 45 per cent of the predicted 
variance with respect to non-psychiatric referral 
or admission (Table ITI, column A). The pro- 
minence of physical stress-at-onset is under- 
standable in this context, but it should be 
appreciated that with one exception no patient 
was seriously disabled by pain or physical dis- 
comfort and ‘physical stress-at-onset’ carried no 
aetiological implications for depression. Other 
predictors of non-psychiatric referral or hospital 
admission—but of small importance by com- 
parison—were early awakening, a depressed 
mood not responsive to the environment, 
gradual onset of depressive symptoms, signifi- 
cant loss of weight, and hysterical conversion 
symptoms. Thus, depression associated with 
physical stress frequently led to non-psychiatric 
consultation in the face of symptoms which 


TABLE III 
Predictors of non-psychiatric referral (N = 120) 
R = Multiple correlation 


A. Referraljadmission <1 year (31%) 





B. Admitted in survey piod (5%) 











R = 0:65, P < -oo1 R =0:48, P<.: 
Rank 
Weight Weight 
a % % 
1. *Physical stress-at-onset 446 ** Physical stress-at-onset 27°6 
2. *Early awakening .. 7'8 * Agitation 14°7 
3. *Non-responsive mood 6'9 * Depressed affect 13°9 
4. *Insidious onset ; 6-2 Early awakening 10°9 
5. *Weight loss ‘ 6-1 * Obseasional personality 10°3 
6. “Conversion symptoms 4'1 (Situational Phobias) gr 
7 ever married) 4°0 *Duration <1 year) 77 
8. (*Irritable) 3'8 Ideas of reference) .. 5:8 
9. nvarying mood) 3'0 
10. (Cannot concentrate) 2°9 
11. (‘Severe’) (doctor) 2-8 
12. No distinct quality) .. 2:7 
13. (Hypochondriasis) .. 2:6 
14. (Blames others) 2'1 
15. (**Non-depressed affect) 0'4 








* Partial regression coefficient significant at 5 per cent level. 
** Partial regression coefficient significant at 1 per cent level. 
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might otherwise lead many psychiatrists to a 
diagnosis of endogenous depression. 

Unlike the situation of psychiatric referral 
(Table II), demographic features of sex or 
marital state made no significant contribution 
to the prediction of referral to other specialists. 
‘The symptoms in Table III had weak negative 
correlations with severity of depressed mood 
recorded at the research interview, a finding 
consistent with the view (Goldberg and Black- 
well, 1970) that affective disorders in general 
practice are often ‘masked’ by somatic symp- 
toms. In the present study, of course, these 
depressions were unmasked by the family 
doctors, usually before referral. As a group, 
depressives sent to physicians and surgeons 
were neither more nor less depressed than the 
remainder by their scores on several rating 
scales. However, the small group of 6 patients 
actually admitted to medical or surgical in- 
patient facilities during the survey (right hand 
column, Table ITI) were all quite severely 
depressed and in addition markedly agitated. 
Their obsessional personalities and the brief 
duration of their depressions are of some interest, 
since these features now emerge for the first time. 

As others have found (Dowling and Knox, 
1964), Aypochondriasis as a current illness feature 
was not crucial to non-psychiatric referral or 
admission, although, as mentioned earlier, the 
absence of hypochondriacal features of illness 
was an outstanding characteristic of patients 
referred promptly to psychiatrists. 


Rarity of double referral 

The period of risk for referral was not quite 
uniform but varied approximately from 3 to 6 
months. By definition, there was extensive 
overlap within psychiatric and non-psychiatric 
categories of referral, respectively. However, 
very little overlap occurred between them: only 
one patient was detected as having experienced 
double referral. 


Depressive syndromes and specialist referral 

Up to this point we have been weighing the 
importance for referral of individual patient 
characteristics. But patient stereotypes pre- 
dictive of referral are not necessarily equivalent 
to depressive syndromes or symptom clusters. 
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The latter were in this study identified in a 
separate principal components analysis, which 
yielded three factors of significance: the first 
separating endogenous from non-endogenous 
depressive symptoms, the second measuring 
general severity of illness as defined by the 
weight of many symptoms, and the third 
measuring severity of depressed mood. By 
assigning scores to each patient stereotype on 
each of these factors, the concordance between 
stereotypes and factors could be examined, as 
shown diagrammatically in Fig. 1. 


FACTOR PROFILES 


—© Prompt psychiatric 
foterral 





2 —s Eventual psychiatric 
g referral 
un —* Eventual psychiatric 
admission 
~—4 Nonpsychiatric refer- 
ral or admission 
—-4 Nonpsychiatric adimus- 
ston 
FACTOR I FACTOR II FACTOR III 
Endogenous high, Many symptoms + Depressed high 
sell-mtying low anuely, neurotic obsessional & 
isigns reversed) {signs reversed) phobic low 
For structure of Factors, see Fahy (1969) 
Fia. 1. 


All five patient stereotypes registered ‘endo- 
genous’ scores on the first factor. An exception 
was ‘prompt psychiatric referral’, which had 
an average (near zero) score or a mixture of 
endogenous and non-endogenous depressive’ 
symptoms. In fact, the highest ranking on the 
endogenous syndrome was achieved by ‘non- 
psychiatric referral or admission’. On the 
second factor, measuring general severity, 
‘psychiatric admission’ had the greatest weight 
of symptoms and ‘non-psychiatric admission’ 
the least. On the third factor, measuring de- 
pressed mood, ‘psychiatric hospital admission’ 
was outstanding for profound depression of 
mood, with the remaining stereotypes clustering 
around the average (zero) point. 


Non-specific predictors of specialist referral 
Patient characteristics important for specialist 
referral, such as hopelessness, male sex, the 
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never-married state, hypochondriasis, and so 
on, were frequently non-specific—that is, with- 
out strong affinity with type of depressive 
syndrome as defined in the principal components 
analysis. Although Fig. 1 indicates that severe 
primary or ‘endogenous’ syndromes were select- 
ively referred, the likelihood is that the clinical 
indicators of specialist referral frequently cut 
across the differential diagnosis of depressive 
states. That is to say, decisions on referral were 
probably influenced heavily by the intensity 
and quality of affect displayed by certain kinds 
of patients, rather than by any formal attempt 
by the doctors to differentiate depressive sub- 
types in time consuming diagnostic interviews. 


Discussion AND CONCLUSION 


The literature on psychiatric referral from 
general practice has hitherto emphasized demo- 
graphic, social, geographic and attitudinal 
variables. While this study cannot speak to 
these non-clinical influences (which doubtless 
operated), it is evident that purely clinical 
features are also important in the selective 
referral of depressed patients from general 
practice. 

Although endogenous or primary affective 
disorders were selectively referred (Fig. 1), it is 
concluded from the data in Tables II and HI 
that non-specific clinical features, physical 
stress factors and sheer weight of psychiatric 
symptoms also exerted a significant influence 
on the occurrence and on the pathway of 

, Specialist referral. 

Because it is difficult to predict rare events, 
some uncertainty attaches to the findings based 
on the small numbers of patients in some 
categories of specialist referral. Moreover, the 
period of risk for referral was not quite uniform. 
In the face of these limitations of design, a re- 
markable consistency with the findings of 
Paykel’s study of depressed psychiatric patients 
in New Haven, Connecticut, indicates that the 
present findings have some general validity 
outside the location of the study. Paykel, Kler- 
man, and Prusoff (1970) observed that ‘endo- 
genous’ symptoms occurred more frequently 
among depressives admitted to hospital than 
among out-patients. They stressed the import- 
ance of severity, suicidal behaviour and chroni- 
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city in determining levels of hospital care. The 
present findings support those of the New 
Haven study, where the patients were probably 
more severely ill and were already in psychiatric 
care when they came under observation. It is of 
interest that Paykel also found that diurnal 
variation of mood was more characteristic of 
day-care patients than of in-patients—a similar 
trend was observed in the present study, since 
diurnal variation militated against specialist 
referrral. Paykel mentions a “complex sorting 
process’ by which identified depressives become 
distributed among different psychiatric treat- 
ment facilities. The present study, with a 
British general practice population as starting 
point, has now shown that this ‘sorting process’ 
begins well before the point of specialist con- 
sultation. Clinical as well as demographic 
differences separate the main body of general 
practice depressives from minority sub-groups 
which take different pathways to specialist care. 
The magnitude of these differences and the 
extent to which they are qualitative as well as 
quantitative are matters which merit attention, 
since they have implications for research into the 
classification and treatment response of the 
broad range of affective disorders. The evidence 
from the present study is that whilst severe and 
primary affective disorders are selectively re- 
ferred, non-specific features such as hopelessness, 
anxiety, physical stress, hypochondriasis, imma- 
turity, male sex, marital state and sheer weight 
of psychiatric symptoms may be equally im- 
portant as type of known depressive syndrome 
in determining whether the patient is sent to: 
(1) a psychiatrists or (2) some other, specialist, 
or (3) whether he remains in the care of his 
family doctor. Whilst much will depend on the 
individual style of the family doctor, on various 
‘non-clinical’ factors and on the availability of 
specialist services, the evidence points to the 
operation of referral mechanisms which are 
largely clinically determined and which may 
be independent of socio-economic conditions 
of practice. 

The patients studied here were recognized as 
clinically depressed by their family doctors. But 
Goldberg and Blackwell (1970) suggest that 
as many as one in three psychiatric illnesses are 
missed in general practice, even when the doctor 
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is a trained psychiatrist and on his mettle to 
detect psychiatric cases. The present study says 
nothing about the affectively disordered patients 
who escape detection. Pending more extensive 
clinical studies at community level which by- 
pass the family doctor (by, for example, the use 
of screening devices) further clarification of the 
differences between depression in hospital and 
in general practice may come from comparison 
of the present material with a series of de- 
pressives admitted to hospital, with suitable 
attention to reliability of data (Fahy, 1974). 
A much longer follow-up of this cohort of 
patients is also being done by other workers. 
Meantime, this study contributes to a growing 
awareness that conclusions from hospital-based 
studies of depressive illness may need to be 
modified before they can be extended to the 
majority of depressives who remain in the care 
of family doctors or to the substantial minority 
who may continue to be referred to non- 
psychiatric specialists. 


SUMMARY 


Of a consecutive series of 212 general practice 
depressives identified by British family doctors 
in a special survey, 63 per cent were given a 
research interview by a psychiatrist in their 
doctors’ surgeries (offices) within a week of 
identification. Criteria of independent specialist 
referral by the family doctors were later esta- 
blished as: (1) prompt psychiatric referral; 
(2) eventual psychiatric referral; (3) eventual 
psychiatric hospital admission; (4) non-psychi- 
atric specialist referral or admission in the 
previous year or in the survey; and (5) non- 
psychiatric hospital admission in the survey 
only. By multiple regression analysis patent 
Stereotypes were derived from the interview data 
which significantly predicted the occurrence and 
pathway of specialist referral and/or hospital 
admission by these criteria. Differences between 
patient stereotypes indicated important clinical 
as well as demographic differences between 
patients referred to psychiatrists, those referred 
to non-psychiatrists, and the majority who 
remained outside specialist care. Patient charac- 
teristics without strong affinity with type of 
depressive syndrome as defined by factor 
analysis were often crucial to the occurrence 
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and pathway of specialist referral and to the 
likelihood of subsequent hospital admission. 
The findings indicate the continuing need for 
caution when generalizing from hospital-based 
studies of depressive illness. 


APPENDIX 
1. List of features in multiple regression analysis 

‘Neurotic’, ‘obsessional’, ‘immature’, duration over one 
year, previous similar attacks, sudden onset, prodromal 
symptoms, physical stress-at-onset, clear precipitants, 
suicidal ideation, blames others, self-reproach, self-pity, 
hopeful attitude, unvarying mood, distinct quality of 
depression, subjective retardation, morning worsening of 
symptoms, evening worsening of symptoms, ideas of 
reference, irritability, cannot concentrate, diffuse anxiety, 
panic attacks, situational phobias, dizzy attacks, de- 
personalization, loss of affective feelings, hypochondriasis, 
weight logs, initial insomnia, carly awakening, pyknic 
physique, objective retardation, motor agitation, conver- 
sion symptoms, severity rating by family doctor, female 
sex, severity of depressed affect, increasing age, ‘endo- 
geneous’ (family doctor), years registered with family 
doctor. 

The following features were omitted for their rarity (less 
than to per cent) ‘sociopathic’, self-injury, self-poisoning, 
repeated suicidal threats, delusions, illusions, hallucina- 
tions, derealization, déjà vu, jamais vu, obsessive-com- 
pulsive symptoms, mania. 


2. Physical stress-at-onset noted at the research interview (numbers 
of patients in brackets) 

Gastrectomy (1); virus infection (2); varicose ulcer (1); 
head injury (2); progressive blindness (1); parathyroidec- 
tomy (1); ‘dyspepsia’ (1); angina pectoris (1); thyrotoxi- 
cosis (1); cardiac failure and neck pain (1); prostatic 
obstruction (1); migraine (1); miscarriage, stillbirth (2); 
pregnancy (3); toxaemia of pregnancy (1); puerperium 
(8); elective hysterectomy (3); hysterectomy for cervical 
neoplasm (1); menopause with physical symptoms (7); 
endometriosis (1); menorrhagia (1); fatigue (1); idio- 
pathic hypertension (1), 


3. Some definitions 

Neurotic premorbid personality: Describes patients who 
from time to time have suffered from neurotic symptoms 
which have been severe enough to interfere with normal 
activities. Includes phobias, anxiety symptoms and 
excessive maladaptive reactions to stress, 

Obsessional premorbid personality: Describes patients who 
heve been highly conscientious, bound by strict rules of 
conduct, rigid, inadaptable, routine-bound, overcon- 
cerned with order, and given to bouts of anxious brooding 
over unlikely hazards and dangers. 

Emotionally immature or dependent personality: Describes 
patients who throughout their lives have been childish in 
their attitudes or display of emotions, or who have been 
unusually dependent on others. 

Physical stress at onset: Physical illness or trauma coin- 
cided with the onset of the first symptoms or occurred 


BY T. J. FAHY 


within the preceding three months. Pregnancy, puer- 
perium, and menopause with physical symptoms are 
considered to be physical stresses. No assumptions are to 
be made as to aetiological importance. 

Hopeful attitude: The patient responds positively to 
reassurance that treatment will relieve his symptoms, 

Constancy of mood: Depression is constant in depth and 
character, and does not fluctuate to any marked extent 
from day to day or week to week. Regular diurnal varia- 
tion is excluded. 

Responsiveness of mood (Reactivity of mood): Patient 
indicates that his mood can temporarily ‘lift’ in response 
to change in the environment, e.g. to companionship or 
to cheering circumstances or news. 

Distinct quality of mood: Patient indicates that his de- 
pression has a distinct quality unlike ‘normal’ sadness or 
gloom. 

Subjective retardation: The patient states, that he feels 
slowed up in his thoughts and actions, that he has to fight 
against oppressive inertia, that everything requires a 
great effort. 

Anxiety: Patient describes a more or less persistent 
feeling of nervousness, apprehension, dread, and/or 
muscular tension, associated with frequent autonomic 


>y disturbances such as sweating, blushing, palpitations, 


a 


or ‘butterflies’ in the stomach. 

Panic attacks: Patient describes sudden attacks of un- 
reasoning alarm or fear, associated with an overwhelming 
sense of imminent danger or disaster and a desire to flee 
for safety. 

Hypochondriasis: Excessive preoccupation with bodily 
sensations, or multiple somatic complaints, or constant 
repetition of the same somatic complaint; in each case 
out of proportion to any physical condition that may be 
present, 

Conversion symptoms or dissociative phenomena: The patient 
has been observed by the doctor or nursing staff to exhibit 
one or more conversion symptoms or dissociative pheno- 
mena, such as globus, paralysis, anaesthesia, amnesia, 
pseudodementia, ‘fits’ or bizarre gait. Exclude: symptoms 
such as headaches, phobias, loss of concentration, tics; 
also hysterical personality traits, or histrionic behaviour 
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Depression in Hospital and in General Practice: 
A Direct Clinical Comparison 


By T. J. FAHY 


A prospective study (Fahy, 1974) found that 
depressed patients referred to psychiatrists by 
family doctors differed from depressives not so 
referred in being more often difficult to reassure, 
diffusely anxious and subjectively retarded, 
Single men were selectively referred. Absence 
of hypochondriacal features characterized 
prompt referrals only. Generally, psychiatric 
referrals were obviously depressed in mood and 
showed a wealth of psychiatric symptoms, 
predominantly of ‘endogenous’ type and not 
associated with overt physical stress-at-onset. 
For lack of data with a direct bearing on 
reliability, the repeatability of this study was 
uncertain and the question of a possible quali- 
tative difference between depression in hospital 
and in general practice was left unan- 
swered. 

The present report, detailed elsewhere (Fahy, 
1969) describes a direct clinical comparison of 
a 37 per cent random subsample of these 
general practice depressives with a consecutive 
series of depressed in-patients studied six 
months earlier by similar methods. The general 
practice (GP) group comprised 49 patients seen 
in a general practice setting within a week of 
identification by their family doctors as cur- 
rently depressed and requiring antidepressant 
drugs. The hospital group (Fahy, 19692) com- 
prised 51 patients consecutively admitted to a 
psychiatric unit of a general hospital with an 
admitting diagnosis (confirmed on discharge) of 
depressive illness, and seen by the author 
within two days of admission. Both groups 
were rated on Spitzer’s Mental Status Schedule, 
Form A (MSS) (Spitzer, Fleiss, Burdock and 
Hardesty, 1964). This fully structured inter- 
view covers mental state at interview and in 
the previous week and is not particularly orien- 
ted towards hospital-type depressive syndromes. 
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The rater (T.J.F.) had a measured reliability 
(intraclass coefficient) of o-g2 extrapolated to 
all MSS items with negligible bias on standard 
taped interviews (Fleiss, Spitzer and Burdock, 
1965). The groups were alike for age, sex and 
social class. The hospital group contained signi- 
ficantly more single, separated or widowed 
patients and had a higher incidence of previous 
hospital admissions. No significant differences 
were found for mode of onset, duration of 
illness, previous depressions or physical or 
psychological stress prior to onset of depression. 
Forty three per cent of hospital cases were 
admitted after acts of deliberate self-poisoning, 
whereas only one GP patient had attempted 
suicide. However, suicidal impulses not acted 
upon were equally frequent among hospital 
and GP groups (16 per cent v. 14 per cent). 
Mean rating scale scores for depression on 
Hamilton’s (1960) and Beck’s (1961) scales were 
significantly higher for the hospital group. 
Mean EPI Neuroticism score (Eysenck, 1964) 
was significantly higher for hospital cases, but 
Extraversion and Lie scores were equally 
distributed (Table I). Fig. 1 compares the* 
groups by their mean standard scores on 13 
factor scales of the MSS. The hospital group 
had higher scores on all scales. The profiles were 
remarkably well matched, except for ‘retarda- 
tion-emotional withdrawal’ which reflects the 
retarded component of endogenous or primary 
depressive illness and which was virtually 
absent from the GP group. A negative finding of 
some interest was that the between-group 
difference on ‘depression-anxiety’ did not exceed 
chance expectation. 

These results support the findings of the 
prospective study (Fahy, 1974), and suggest 
that the clinical pattern of depression which 
leads to psychiatric hospital admission differs 
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TABLE I 
Mean rating scale scores in two groups 








Mean scores (standard deviation) 








i Significance (P 
Rating scale General practice Hospital ‘t value aac 
N = 49 N = 51 
Hamilton ... 0 1.) 91°59 (15°93) 42°02 (14-8) 6'5 <-o1 Yes 
Beck .. ta er 17°4 (10°2) 26:6 (10-7) 4°9 <-or Yes 
EPI N a ais 14°9 es 17-1 (3-7) 2°6 <-05 Yes 
E P b 8-7 (3'5 10°0 (4'5 1:79 Not significant 
L i $ 4°3 (2:1) 4'2 (2'1 0:28 Not significant 
SCALE TITLE Z sD 7 l 


Inappropriate — Bizarre ** | 
Belligerence — Negativism t 
Agitation — Excitement 


Retardation — Emotional Withdrawal kR -7 








Speech Disorganisation ** \ Hospital Group (N=51) 


Suspicion — Persecution — = Gen. Practice Group (N=49) 
Grandiosity 

Depression — Anxiety 
Suicide — Self Injury * 
Somatic Concerns 
Social Isolation 


Disonentation —- Memory 


Denial of Illness * - 
SIGNIFICANCE OF DIFFERENCE: »*P<05 
xk P<01 


Fic, 1.—Comparison of General Practice and Hospital Depressives by mean scores on Factor Scales 
of Mental Status Schedule, using standard scale with mean of 50 and standard deviation of 10. 
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qualitatively as well as quantitatively from 
depression in general practice. The chief quali- 
tative difference is the rarity of psychomotor 
retardation among general practice depressives. 
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Mental Health and Urban Life: A Study of 850 Families* 


By B. B. SETHI, S. C. GUPTA, R. K. MAHENDRU and P. KUMARI 


Whereas there are many reports from Western 
societies on the prevalence of psychiatric dis- 
orders few systematic studies are available for 
a culture such as the Indian. Certain efforts in 
this direction have been made recently, and a 
few reports have emerged. Dube (1970), in a 
psychiatric survey conducted in Agra City and 
its suburban areas found a period prevalence of 
18 per 1,000. In a study of 184 families of a rural 
community in India, Elnaggar et al. (1971) 
observed a prevalence rate of 27 per 1,000. In 
a study of 300 urban families, Sethi et al. (1967) 
found a psychiatric morbidity rate of 72 per 
1,000 whereas this rate was only 39 per 1,000 
in a surveyed population of 500 rural families 
(Sethi et al., 1972a). We also observed (Sethi 
et al., 1972b) that psychiatric disorders were 
commoner in the migrant families. The present 
study was undertaken to estimate the extent of 
mental illness in an urban society in India and 
to find out the relevant variables associated with 
various psychiatric disorders. 


METHOD AND MATERIAL 

A three-stage probability sampling technique was 
employed to obtain a sample of 2,000 families from 
“Lucknow city, which contains 32 municipal consti- 
tuencies. The following procedure was adopted in 
the selection of our sample. Out of the 32 constituen- 
cies 20 were randomly selected. Since these constitu- 
encies consisted of varying numbers of streets, we 
randomly selected four streets in each. Finally, 25 
families were randomly obtained from each of these 
streets and this provided us with 100 families from 
each constituency. The present report however, is 
restricted to the finding of 850 families investigated 
so far during a period of two years (April 1969 to 
March 1971). 

Each family was interviewed by a research team 
comprising a psychiatrist, a clinical psychologist and 


* The authors gratefully acknowledge the assistance of 
Indian Council of Medical Research, New Delhi in the 
conduction of research programme. 
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a woman social worker. The personnel had experience 
of conducting field interviews, as the same team had 
been employed in our two earlier surveys. They 
visited each household of the selected sample, and 
first interviewed the head of the family or housewife 
or any other senior person of that family available at 
the time and obtained the required information 
about each member of the family on a structured 
proforma. Subsequently, an attempt was made to 
interview all the members of the household with the 
help of a questionnaire especially designed for the 
purpose. The questionnaire consisted of a list of 
various psychological and somatic symptoms usually 
observed in psychiatric disorders; its details are given 
elsewhere (Sethi et al., 1967). It was used as a screen- 
ing device and not as a diagnostic tool. Although its 
actual reliability and validity have yet to be ascer- 
tained it had proved dependable in our earlier 
surveys. 

The enquiry about the health status of the family 
members was made either by the psychiatrist or 
clinical psychologist and whenever there was evidence 
of any psychiatric problem, a psychiatric assessment 
of that person was immediately made. And this pro- 
vided the main guideline for labelling a person as 
psychiatrically healthy orsick. For diagnostic classifica- 
tion, the APA Diagnostic and Statistical Manual—IT 
(1968) was used. Mentally retarded subjects were 
given the Stanford-Binet test of intelligence (Indian 
adaptation). A detailed case history and a clinical 
evaluation were recorded for every suspected case. 
The completed questionnaires were then checked by 
a senior psychiatrist for confirmation of the diagnosis. 
Where there was disagreement about the diagnostic 
evaluation, the senior psychiatrist himself interviewed 
the subject and a consensus was reached by dis- 
cussion. Such cases were very few. Before the present 
investigation, a satisfactory level of inter-rater reli- 
ability between the two psychiatrists had been 
demonstrated. 


RESULTS 


Table I shows psychiatric morbidity rate for 
the surveyed population (N = 4,481). Total 
number of psychiatric cases was 300 (period 
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Tasz I 
Psychiatric morbidity in the surveyed area 
Surveyed families = 850 
Psychiatrically disturbed families = 241 (28°4%) 
Surveyed population = 4,481 
Psychiatric patients 300 (6+7%) 
Prevalence 
Diagnostic classification N  rate/r,000 
I, Neuroses . . 122 271 
Anxiety .. ae ee 66 14°7 
Depression ks 40 8-9 
Hysterical, conversion type 14 grr 
Hysterical, dissociative type I a2 
Phobic .. I O'2 
II. Schizophrenia .. ae II 2'5 
III. Affective disorders and other 
psychoses : 35 7:8 
Psychotic depressive reaction 21 4°7 
Involutional melancholia 9 2-0 
Manic-depressive, circular 5 ir 
IV. Organic brain pata 
(non-psychotic) . i 2I 4°7 
Epilepsy 16 3°6 
Other organic disorders ` 5 ier 
V. Mental retardation... 47 10'5 
VI. Miscellaneous .. ay 64. 14°3 
Enuresis .. oa 54 1Q+t 
Speech disturbance 9 2'0 
Alcohol addiction I 0'2 
Total goo 66:9 


prevalence rate 67 per 1,000). Neurosis forms a 
major diagnostic group (N = 122, 41 per cent); 
and about one-fourth of the cases were cate- 
gorized as anxiety state, and one-eighth as 
depression. Schizophrenia was diagnosed in 
only 11 cases (4 per cent). Psychotic depressive 
reaction and other affective disorders accounted 
for 12 per cent of the total cases. There was also 
a higher occurrence of mental retardation and 
enuresis (16 per cent and 18 per cent) respect- 
ively. 

Analysis of various demographic and socio- 
economic variables revealed that the psychi- 
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atric patients could be distinguished from the 
surveyed population in terms of age, education, 
family structure, family size, occupation and 
marital status (Table II). Psychiatric illness was 
significantly commoner in the over-go’s, in 
those with very little education, and in those in 





Taste II 
Demographic and socio-economic variables of the 
surveyed population 
Population Patients Level of 
Variables* (4,481) (g00) significance 
% % 
Age 
5-10 16-6 24 
11-20 29-0 18 
21-90 17°9 10 
31-40 14:6 18 <0-001 
41-50 10°8 I7 
51-60 6-1 6 
61 and above. . 5:0 6 
Education 
Illiterate 17°8 23 
Up to V oe BIS 43 
to H.S. .. 817 27 <0'00I 
Above H.S. 16-9 7 
Prof. .. ar 2'i I 
Family structure 
Unitary oe 14655 56 <o0-oor 
Joint .. Le 5875 44 
Family size 
Up to 6 we G2°2 50 <0'O! 
Above 6 .. 57°8 50 
Occupationt 
Labour 3 r4 3 ° 
Housewife ..  g4'I 53 
Student ..  I5'2 9 
Service ..  I7°9 9 
Skilled work . 4°7 2 <0-OO! 
Business 14°3 9 
Professional 3:0 — 
Retired 3°5 6 
Non-working. . 5'9 8 
Marital statust 
Unmarried 27° 20 
Married -.  =64- 64 <0-00r 
Widow/Sep. .. 7:8 16 








* Religion, sex and economic status were not 
found significant. 

t Excluding children below 14 years who num- 
bered 1,240 and 95 in the surveyed population and 
psychiatric patients respectively. 
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small families. Psychiatric disorders were also 
more commonly found in subjects who were 
housewives, widowed, separated or unemployed. 
No significant differences were observed with 
respect to religion, sex, and economic status. 

An analysis of various demographic and socio- 
economic variables was also made for the major 
diagnostic groups. This showed: 


Neuroses 


The prevalence for females was more than 
double that for males. Prevalence was also 
highest in the age group 31-40, and in those 
with a high level of education. 


Affective disorders (including psychotic depressive 
reaction) 

Most of these patients were in the age group 
41 and over, and belonged to small families 
(6 or less). 


Mental retardation 

Prevalence was significantly higher in boys 
than girls. More than two-thirds of the patients 
came from large families (more than 6), and from 
the lowest income group. 


Comments 


The prevalence rate of 67 per 1,000 found in 
this study is indeed a bigh figure for a country 
with a population of 550 million. The figures 
reported by other investigators are not strictly 
comparable because of different criteria for 
assessment. It is, however, noteworthy that 
several surveys conducted in Western countries 
have reported a still higher rate of disorders 
(Leighton et al., 1963; Srole et al., 1962). In 
fact our prevalence rate would have been still 
higher if cases of psychophysiological reaction 
and personality disorder had been included. 
We also did not include in this report children 
below 5 years. 

Our results show substantially higher pre- 
valence than that found in the survey, already 
mentioned, conducted by Dube (1970), who 
reported a period prevalence of 18 per 1,000. 
The differences seem largely due to the fact 
that his survey was restricted to only ‘severe’ 
psychiatric cases. 
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An important finding in this study is the 
high occurrence of anxiety and depression in our 
surveyed population (14°7 and 13:6 per 1,000 
respectively). This is in line with our earlier 
studies (Sethi et al. 1967, 1972b) and with 
several other surveys. The present study also 
substantiates an impression that urban society 
is fertile ground for breeding emotional illness, 
as in the rural community there is comparatively 
a very low occurrence of neurosis and depression. 

Another large group in our patient population 
belong to the category of mental retardation 
(11/1,000). Most of these patients come from 
the lower socio-economic classes; this might 
imply that these children have been deprived of 
essential nutrients as well as of an adequate 
social and educational environment. 

Another observation of interest relates to a 
high occurrence of emotional disorders among 
the housewives. Since a majority of our surveyed 
population belong to a low economic stratum 
one can speculate that housewives go through 
an intense degree of stress while performing the 
multiple duties of a household. It may also be 
that in our culture women generally do not 
occupy a position of equal authority and this 
may engender an undue amount of tension and 
hostility. The early marriage system still pre- 
valent in this country might be a cause of poor 
marital adjustment and emotional disturbances 
among women. 

It should be added that there are several 
limitations in carrying out a satisfactory psychi- 
atric epidemiological survey in our country. 
Since a large number of people in our surveyed 
population were illiterate or had education 
only up to primary classes it was not possible to 
administer any sophisticated questionnaire. We 
obtained our information by an interview which 
was structured around a questionnaire designed 
for this purpose. We were able to obtain ade- 
quate co-operation from most of the surveyed 
families; the few families (less than 2 per cent 
of the total) who did not co-operate belonged to 
the lowest income group. 


SUMMARY 
1. The study aimed to find the prevalence of 
psychiatric disorders in an urban population. 
The sample comprised 850 families drawn from 
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different constituencies of Lucknow city. The 
research team administered a questionnaire to 
identify psychiatric cases, and each suspected 
case was later given detailed clinical evaluation. 

2. Out of a surveyed population of 4,481, 
there were 300 psychiatric cases, giving a period 
prevalence of 67 per 1,000. 

3. The diagnostic distribution of these cases 
was: Neuroses, 41 per cent; affective disorders, 
12 per cent; schizophrenia, 4 per cent; mental 
retardation, 16 per cent; organic brain syn- 
drome (non-psychotic), 7 per cent; and mis- 
cellaneous growp, 21 per cent. 

4. Psychiatric disorders were significantly 
more prevalent in the age groups above 30 
years, in illiterates and in persons belonging to 
small families. Prevalence was also high in 
those who were housewives, widowed, separated, 
or unemployed. 
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Application Group: Broadening the Patient Experience in a 
Psychiatric Organization 


By LOWELL COOPER 


The Tavistock conference model of Group 
Relations Training, described in some depth by 
Rioch (1970) and O’Conner (1971), provides 
participants with a focus on the problems of 
leadership and authority as they develop and 
emerge in a variety of relatively unstructured 
group contexts within a time-limited laboratory 
setting. The major conference experience in- 
volves participation in ‘here and now’ groups 
with the use of staff in a consultative role, i.e. the 
staff function being to focus exclusively on the 
covert or unconscious processes in the group. 
So the usual consultant role involves no com- 
ments to individuals but a rigorous focus on the 
dynamics of the group as a whole; a role which 
has been described in more clinical settings by 
Bion (1968), Coffey (1966) and Ezriel (1950). 
‘One of the major aims of the conferences is to 
contribute to people’s ability to form serious 
work groups committed to the performance of 
clearly defined tasks .... A second major aim... 
is the development of more responsible leader- 
ship and fellowship in group life’ (Rioch, 1970, 
P- 347): 

The conferences are conceptually organized 
around systems notions as developed in general 
systems theory by von Bertalanffy (1968) and 
adapted particularly to human institutions and 
the Tavistock conferences by Rice (1963, 1965). 
Within such a conception the total conference 
is viewed as an interplay amongst the entire set 
of groups of which it is composed; there is an 
attempt to see the conference institution as a 
dynamic whole, an open social system in which 
group events within the conference interrelate 
and mutually influence each other in some 
complicated ways, in which the entire conference 
is influenced by forces outside the walls of the 
conference, and in which individuals are prone 
to be influenced in their functioning by dyna- 
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mics both inside and outside the conference. 
The sharp focus on leadership and authority 
becomes one of a variety of possible ways to 
focus on the exploration of the complex nature 
of social interactions on both intragroup and 
intergroup levels. Most of the groups are ‘here 
and now’ experiental events. The Application 
Groups, which meet toward the end of the 
conference, form one of several kinds of non- 
‘here and now’ meetings set up for the individual 
to begin to think about and articulate his or 
her experience within the conference as it 
relates to individuals who function within a 
variety of social systems outside of the conference. 

The formal idea of an Application Group 
(derived from training laboratories in both the 
National Training Laboratories and Tavistock 
Institute [Group Relations] mode) is described 
in the brochure for a Group Relations Con- 
ference sponsored by the Tavistock Institute as 
providing ‘opportunities for each conference 
member to examine his or her personal and 
social relatedness to the conference institution, 
and the varying experiences this institution has 
offered up to the time of the current meeting. 
As the Conference nears its end, an important 
shift of emphasis of work takes place, the groups 
relating themselves more and more to the 
external world and back-home situations, and so 
to examining Conference experience and its 
relevance to members’ own work’ (1972, p. 5). 
Within the conference context it may be seen as 
beginning to build a conceptual, integrative 
bridge between the ‘here and now’ experience of 
the conference and the organizational and 
psychological realities to which the individual 
must return rather abruptly after conference 
termination. 

Since August 196 
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day-patient service which employs systems 
notions and group work in a group treatment 
setting. The adaptation of systems thinking to 
psychiatric organizations has been described in 
great detail by Edelson (1970); and its specific 
adaptation from the conference model to our 
setting has been described by Cooper (1971), 
Cooper and Lofgren (1972), and Lofgren (1972). 
Basically treatment involves the view of the staff 
and the patients as two interacting groups 
functioning in very different roles within the 
whole organization. This difference in roles is 
evidenced quite concretely around the differ- 
ences in the way people function and the values 
they hold. For instance, patients see themselves 
as helpless, dependent, unable to act responsibly 
in their own behalf, and in need of being taken 
care of. The staff, on the other hand, believes 
that while patients are indeed people with 
problems they are none the less capable of 
functioning and caring for themselves, able to 
be independent, and to be responsible and 
planful in relation to their own lives. Psycho- 
logical value differences might be experienced 
from the patients’ view as the difference between 
two sets of ideas which are felt to be contra- 
dictory, or the recognition of self as being 
different from others. The staff uses a variety of 
group meetings within this psychiatric organiza- 
tion primarily to communicate a set of values 
for patient functioning which directly contrasts, 
indeed at times conflicts, with patient values, 
and it is around the value differences—as staff 
expectation of independent and responsible 
behaviour—that resocialization is hoped to 
occur. The staff functions in these group meet- 
ings with an exclusive ‘here and now’ focus on 
group process, with the secondary aim of giving 
members (patients) an experience of themselves 
as they function in social situations. 

One kind of group, by way of example, is a 
small study group (described more fully by 
Cooper and Lofgren, 1972), closest to what 
would usually be seen as group therapy. The 
group lacks a defined concrete task, and the 
consultants’ attention is directed to group 
interaction as such, with comments made to the 
group as a whole. A consequence of this staff 
role is the minimization of the importance of 
the content of the topic and an emphasis on 


communication styles. The group is not designed 
to expose pathology or provide problem solu- 
tions for the members, but to study interaction 
and its deficiencies, and to provide an oppor- 
tunity to communicate staff values for patient 
functioning. The major stresses in the meetings 
revolve around dependency issues; the patients’ 
main preoccupation is with the power of the 
consultants to make things better, if they only 
would, and with their frustration since the 
patients come to the group for the curative 
magic of the staff and are not getting it. Staff, 
on the other hand, have quite a different 
agenda and take all the opportunities available 
to them to point out how the dependency 
issues, whatever real component they might 
have, serve to mask and/or make ineffective the 
individual’s capacity for initiative within him- 
self, the individual group members taking 
responsibility for the events in the group, and 
the difficulty members have in turning to each 
other to share information and skills. The fan- 
tasies around consultants’ power are the liveliest 
group issues, with consultants maintaining an 
interpretative stance. 

Within this kind of group treatment pro- 
gramme we have developed the clinical use of 
Application Group work. The purpose of this 
group is to introduce cognitive material and 
help persons to understand the social mecha- 
nisms connected with their hospitalization. 
Topics dealt with are the experience of the 
ward, reasons for people becoming upset, and 
what one might do to help control recurrent 
acute episodes of social breakdown. The staff’s 
consultative role is modified from a concern 
with group dynamics to more closely parallel 
the role of the Application Group consultant of 
the Group Relations Conference, and the 
meeting more often has the atmosphere of a 
seminar with staff functioning as discussion 
leaders. Because of the relatively non-frustrating 
nature of the staff role, this group becomes a 
forum for the evaluation of the experience of the 
other, more formal, verbal staff-patient contacts. 

The Application Group was a relatively late 
addition to the ward programme, and came out 
of several experiences. Firstly, it is a common 
patient experience to be left at the exit door of 
the hospital (and this of course applies to other 
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institutions also) with the feeling of not knowing 
what the next step is. This feeling seemed expe- 
cially acute when given only a brief (two-week) 
exposure to the treatment organization. There 
was also a concern amongst staff that patients 
were left with loose ends in their experience— 
that is, how do the pieces of the organization fit 
together if they do at all? What is the rationale 
for staff behaviour? Are the staff real at all? 
While these questions at first seemed to us 
further evidence of patients’ dependency on 
staff, we began to feel that they had other 
meanings and that maybe we could offer more 
in terms of integration, closure, and future 
planning in an Application Group kind of 
setting. 

At the beginning of each meeting two major 
topics for discussion are introduced by the staff: 
(1) Questions about the organization of the 
ward may be discussed; and (2) The meeting 
may be used to focus on the crises that brought 
people into the hospital, with a view to using 
the hospital experience to begin to understand 
and/or deal with those problems. This agenda is 
quite sophisticated, as it is partially derived from 
the model of the Tavistock Group Relations 
Conference Application Group model, and has 
to be modified depending on the orientation and 
interest of the group members. The people who 
participate in the group usually number from 
seven to twelve day-patients (i.e. people who 
participate in the treatment programme during 
the day and return home during the evening) 
and in-patients near discharge to day-patient 
status (but still living within the hospital on a 
24-hour basis). Often a group of members 
follow in the group for a few weeks while they 
are on a day-patient treatment status on the 
ward, so that they face the problems outside 
the hospital more dramatically and immediately. 

The groups usually begin with some frustra- 
tion expressed at the other small group experi- 
ence, noting with amazement that the con- 
sultants in the Application Group talk. The 
initial staff agenda is often experienced as a 
dramatic contrast to the small groups, in that 
the consultants start off the meeting by intro- 
ducing themselves and presenting the two tasks, 
and are obviously more interactive. The initial 
work of the group members is often around 
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testing the reality and reliability of this role 
difference, and so the member agenda of the 
meeting’s early phase becomes the differentia- 
tion of this from other group experiences and 
staff contacts. 

There is often a great deal of questioning of 
a relatively simple, testing type: What are our 
roles on the ward; what are our first names; 
when does the meeting end; should people be 
in the meeting or is it optional? Basically, 
questions are answered directly; and after some 
satisfaction is reached that things are different 
here in terms of staff role, tension level, etc., a 
member is asked what this meeting is for any- 
way. The agenda is repeated by the staff if 
members don’t spontaneously respond, and the 
meeting then moves on to another phase. 

Only during the middle and latter parts of 
the group do people begin to address them- 
selves to the other parts of the agenda in a 
way that often could blend into traditional 
group therapy. Individual problems might be 
brought up which relate to coming into the 
hospital, and there is a pull to explore and 
discuss them in intrapsychic ways. People are 
reminded of the agenda, without making group 
interpretations, and by the consultants’ con- 
necting the issue with similar ones on the ward, 
inviting others to relate to this experience as it 
relates to the ward. For example a woman who 
had attended three previous sessions tearfully 
noted in her final session that she was leaving 
soon and had to face a dilemma (which she 
stated in unusually sophisticated terms): When 
she begins to work and tries to do things ‘to feel 
better, she feels that she and her man begin to 
have fights; conversely, when she becomes ill, it 
gives her man someone to take care of, and he 
feels more wanted and closer to her. Whether 
this dilemma is real or not is hard for her to 
know, but she is aware of the feelings being 
difficult for her at this time because she wants 
to find a job now that she is leaving, but fears 
the consequence to their relationship. 

Obviously the depth of this problem is beyond 
the Application Group, but there is a tempta- 
tion for other members to give advice, ask 
consultants for explanations of this pheno- 
menon, etc. The consultant, however, attempted 
to relate to this cycle as follows: (1) By connect- 
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ing it with feelings about working independently 
in the ward group experiences; how such 
independence accompanies feelings of guilt and 
concerns towards the consultant and other 
members which are frightening; and how 
feeling dissatisfied or immobilized in the small 
group may be an analogous form of ‘sickness’ or 
helplessness based on unrealistic fantasies. 
(2) Another emphasis within the agenda is on 
reality testing of these fantasies within the group 
and beginning attempts to separate feeling 
states of self and other. More concretely, there 
would be an attempt to expose this cycle as a 
dynamic within her relationship to her man, not 
a necessary part of social relationships (of other 
group members, for instance) and by implica- 
tion open to modification and ultimately 
control. (3) Yet another possible focus might be 
clarification of the notion that functioning must 
still go on in spite of problems, and that the 
person might want to consider separation of 
problem-solving attempts into a more gradual 
programme of therapy outside the hospital 
which could be integrated with work, ongoing 
relationships, etc. Of course, none of these 
approaches is exclusive of the other, and the 
main point is to underline the focus on the 
work task of relating life problems to the 
hospital experience. 

There are two regular members of the 
consultative staff; the usual consultative role (as 
noted above) is modified in this group to that 
resembling a seminar leader. No group process 
comments are made unless it is deemed abso- 
lutely necessary, and usually not at all. Ques- 
tions are answered directly and listened to in 
terms of themes which might be relevant to an 
understanding of the topic under discussion and 
the work tasks, and while comments are made 
directly to individuals at times there is an 
attempt to make them relevant to the whole 
group in order to maximize participation. 
Consultants attempt to keep the atmosphere 
of the meeting more or less informal and 
provide active work leadership: staff will start 
and end the meeting verbally, ask questions of 
each other and members, provide direct feed- 
back, and gear their comments more to an 
intellectual than an emotional tone level. 

Role cifferentiation between member and 


staff ts maintained around particular aspects of 
participation, so consultants don’t bring their 
own problems to the group for discussion, and 
as far as possible avoid non-work (or basic 
assumption) collusions, such as giving advice, 
isolating a member as a ‘patient’ to be analysed, 
making group-process interpretations, showing 
favourites, getting into power struggles with 
members, etc. We feel that the change in role 
from the small-group consultant lowers the 
anxiety in the group sufficiently to permit some 
intellectual work to go on. 

Two other ‘staff participant’ positions are 
rotated amongst other members of the perma- 
nent and training staff. This role serves as a 
catalytic agent to discussions and helps to 
provide some role models for member participa- 
tion. This role is an enormously difficult one 
inasmuch as it falls between consultant and 
member. The ‘staff participant’ is more in- 
volved in the processes and themes of the group, 
but at the same time is not expected to expose 
personal problems or crises; while the person in 
this role has had experiences on the ward which 
he or she has partaken of in one way or another, 
participation is not as a patient but as staff, and 
so the experience is at times difficult to abstract 
and compare to a patient experience. It is hoped 
that the staff member in such a role can serve as 
a catalytic agent to intellectual integration of 
organizational (ward) and other life experiences, 
and perhaps this is the essence of the role. So, 
for instance, if the issue under discussion (which 
it could very likely be) is how to make friends in 
a lonely and frightening world when one hag 
recently moved to the area and is unemployed, 
the staff member might recall a similar situa- 
tion he was in, as well as a way in which he dealt 
with it—like joining a social club, working, 
sports, hobbies, etc., and then connect this 
common problem with perhaps a more abstract 
issue: how difficult it is to take such initiative 
when feeling so scared and lonely. In a sense this 
provides a link between the member and the 
consultant, who can then at the appropriate 
time connect this issue in another intellectual 
step: how feelings and experiences around taking 
initiative come up in the ward experience, 
possible interferences with taking responsible * 
action, the consequences of not taking such 


BY LOWELL COOPER 


action, etc. The patient is then essentially 
asked to review his ward experience as to how 
he dealt with such problems in responsible 
action-taking on the ward, what new techniques 
were available and which ones were tried. 

The ‘staff participant’ not only provides a 
role model for thinking about difficult but 
very human problems, but also communicates 
through his presentation—usually not explicitly 
—that it is possible to have problems without 
seeing onself as a patient, without stopping 
functioning, and without denying the problem 
areas themselves. Long-term problem-solving 
involvements, as individual psychotherapy, can 
also be noted without implying a loss of self- 
esteem. Another way of looking at it is that in 
the other formal verbal contacts on the ward, 
the staff communicates the importance of 
separation, maturity, independence, and indi- 
vidual responsibility. In the Application Group 
this image is enriched and made more human 
by adding that all these adult functions are not 
only possible but really do co-occur in life with 
problems and ongoing attempts at problem 
solving, and that mature functioning does not 
imply denial of problems. 

Ideally, the Application Group serves the 
function for the patient of both integrating the 
ward experience in and of itself and integrating 
the ward experience more importantly with the 
day-to-day extra-hospital experiences and 
dilemmas. It hopefully also deals directly with 
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the rather common experience a patient has 
at the hospital exit door: what do I do now? 
The Application Group is, of course, only a 
first answer to this question. 
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R. D. Laing in Post-Critical Perspective 


By ALLEN R. DYER 


R. D. Laing has offered a challenge to society 
and to psychiatry which is difficult to accept, 
for it implies that ‘sane’ society and psychiatry 
as its instrument actually perpetuate rather 
than alleviate certain kinds of mental illness. 
In spite of Laing’s growing popularity with the 
counter-culture, there is a conspicuous lack of 
consideration of Laing’s thought in the psychi- 
atric literature. This may be taken as a rejection 
of what Laing says, a sort of professional passive 
aggression. Indeed many would suggest that 
Laing has passed the limits of sanity; he is 
certainly deviant. Yet psychiatry’s reticence 
may reflect the difficulty in responding appro- 
priately to Laing’s indictment. Apparently there 
is much truth in Laing’s analysis. It is existential, 
and his considerations involve each of us as 
persons, not just as members of a corporate 
group, psychiatrists or sane citizens. Further- 
more there is a temptation either to accept or to 
reject what Laing says as a whole without careful 
attention to the implications of his arguments. 

In this paper I propose to look at Laing’s 
work in terms of some of the historical/philoso- 
phical problems underlying his conclusions. 
Thereby I hope to underscore some of the 
important points Laing makes, but to avoid the 
ultimate dead end of isolation and retreat to 
which Laing’s thought seems to lead. After a 
brief sketch of some of the major points in 
Laing’s thought, I will reconsider these issues 
in view of Merleau-Ponty’s phenomenology and 
Polanyi’s post critical epistemology. 


I 


Laing’s first book The Divided Self (1960) 
attempts to make schizophrenia and the process 
of going mad intelligible in existential terms. 
In The Politics of Experience (1967) schizophrenia 
has become a sane reaction to an insane society: 
‘Let us call schizophrenia a successful attempt 


to adapt to pseudo-social realities’ (1). Nor- 
mality has become madness: ‘What we call 
“normal” is a product of repression, denial, 
splitting, projection, introjection and other 
forms of destructive action on experience.’ (2). 

Laing raises the question of authentic human 
existence, saying ‘We all live on the hope that 
authentic meeting between human beings can 
still occur,’ (3) yet he is not optimistic that 
this may occur. Rather he says we develop a 
‘false-self system’ in order to cope with the 
pseudo-sanity which confronts us, much as ‘bad 
faith’, in Sartre’s terminology, provides an all 
too easy retreat from authentic existence. 

Love, for Laing, is seen primarily as the polar 
opposite of an omnipresent violence. 


Love lets the other be, but with affection and 
concern, Violence attempts to contain the other’s 
freedom, to force him to act in the way we desire, 
but with ultimate lack of concern, with indifference 
to the other’s own existence or destiny (4). 


Furthermore Laing believes: ‘We effectively 
destroy ourselves by violence masquerading as 
love.’ (5). 

Throughout his work Laing decries the re- 
pression of transcendent experience in our 
civilization: ° 

It is not surprising that someone with an insistent 
experience of other dimensions, that he cannot 
entirely deny or forget, will run the risk of either 
being destroyed by the others or betraying what he 

knows. (6). 


He implores the recovery of transcendent ex- 
perience through mysticism, drugs, or even 
schizophrenia if need be. Schizophrenia is 


one of the forms in which, often through quite 
ordinary people, the light began to break through 
the cracks in our all too closed minds (7). 
Madness need not be all breakdown. It may also 
be breakthrough. It is potentially liberation and 
renewal as well as enslavement and death (8). 
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Laing finally concludes The Politics of Experi- 
ence with an urgent admonition: 

If I could turn you on, if I could drive you out 
of your wretched mind, if I could tell you, I would 
Jetyou know (9). 

- This cryptic little homily communicates many 
things. First, of all, ‘to turn on’ in many circles, 
means to alter consciousness by drug-taking, 
although it could refer to any transcendent or 
peak experience (10). Secondly, the rhetoric of 
this comment quickly separates those who have 
seen and KNow from those who are reluctant to 
have their minds blown, the believers from the 
non-believers (or the other-believers). Thirdly 
and most importantly, it expresses the urgency 
of shared knowledge and communication 
which Laing feels. It is this epistemological 
point which I wish to consider in philosophic 
perspective in hopes of understanding R. D. 
Laing and his concerns. 


H 

The philosophical problem underlying Laing’s 
polemic is implicit in his use of the pheno- 
menological method. It is the same epistemo- 
logical problem of what constitutes valid 
knowledge that led Husserl to take issue with 
Descartes. Descartes had proposed to attain 
certainty in knowing by a programme of 
systematic doubting. This programme was even 
to provide the certainty. for existence: Cogito 
ergo sum—I think, therefore I am. The fact that 
‘Descartes did not doubt the fact that he was 
doubting—or his belief in God-—became the 
"basis. for phenomenology. Descartes was like 
the detective purporting to make no assump- 
tions in investigating a crime, but in fact 
assuming his own innocence. Thus Husserl and 
the phenomenologists demanded a presupposition- 
less science, which did not ignore the reality of 
human consciousness. l 

Laing’s conclusions about schizophrenia, 
drawn from clinical experience, follow from a 
close scrutiny of our common epistemological 
heritage, Descartes being its first and most 
carefully articulated exponent. The ideal for 
certain knowledge was the clear and distinct 
idea, an abstraction from human experience. 
The ambiguities of human experience, meaning, 
and value were inevitably left behind as reality 
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came to be only fact, those facts which could be 
systematically doubted and consensually vali- 
dated. 

Man in this understanding, once the holder 
of a unique dignity in the universe, became an 
object, a three dimensional thing (res extensa). 
Poteat has shown the consequences of this view 
of man: It 


caused a feeling of ambivalence; in it there was 
something supremély satisfying, something flatter- 
ing to human vanity and the desire to become as 
gods, not only knowing good:and evil but having 
power over the very earth itself. Yet this self- 
flattery had to be purchased at the awful price of 
something terrifying to human vanity, at the price, 
namely, of losing any assurance that human life 
has any unique status in a world the last reality of 
which is the ‘hurrying of matter endlessly, meaning- 
lessly’, For this reason, modern thought has been 
vacillating between pride and despair—the pride 
bred of man’s power to control nature, the despair 
bred of his fear that it is really nature that has the 
last word (11), 


Thus ambivalence; one of Bleuler’s four A’s for 
the diagnosis of schizophrenia, is rooted in the 
metaphysics attendant to modern epistemology. 
The other three A’s (12) follow as indicators of 
mood and thought content, when the gulf 
between genuine existence and the false-self 
system becomes too great. 

Doubt, as a systematic principle, arising from 
no genuine perplexities, has led to the existen- 
tialist’s (and Laing's) demand for authenticity. 
The mind-body split of Descartes’ res extensa and 
res cogitans is experienced in Laing’s patients, 
who 

have come to experience themselves as primarily 

split into a mind and a body. Usually they feel 

most closely identified with the ‘mind’ (13). 

It is the issue of perception that gives us the 
most trenchant clues into the origins of schizo- 
phrenic experience. Descartes, realizing that 
there were mirages and other illusions, insisted 
that perceptual data were not be trusted. Hallu- 
cinations and delusions might well have been 
added to his list. We may be assured of valid 
knowledge only by systematically doubting our 
perceptions. In fact, in our culture, following 
Descartes, we are taught to distrust our own 
perceptions and to believe in—that is, to know— 
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only those things which everygopy can assent to. 
We may affirm only that which cannot be 
denied. We are taught to be distrustful or 
suspicious of that which we may perceive 
uniquely. Critical thought as a social process 
enforces this alienation leading to a cultural 
dichotomization of the self, a mind-body split 
and a disembodiment of the self. The control of 
nature envisioned by the Enlightenment scien- 
tists of Descartes time has been permuted to the 
control of man as an object of nature and the 
social control of behaviour. Thus trust (of self- 
perception) vs. control comes to be an issue 
parallelling Laing’s love vs. violence paradigm. 

According to Piaget, this process of social 
control through critical sensibility occurs at 
about twelve years of age. At this time 

the child achieves the [Cartesian] cogito and 

reaches the truths of rationalism. At this stage .. . 

he discovers himself both as a point of view on the 

world and also as called upon to transcend that 
point of view, and to construct an objectivity at the 

level of yudgement (14). 

The cogite thus becomes the child’s passport to 
adult society. As he learns the rules of his culture 
by living them, he develops a critical sense. 
Thus supported by the norms of his group, he 
acquires a sure standard for judgement. And as 
a self-assured judge, one is, of course, less 
vulnerable oneself—except for the schizophrenic, 
who will not or cannot participate. 

H. C. Andersen’s myth of the Emperor’s New 
Clothes (15) illustrates this point very nicely. 
Whatever stupidity or vanity led the Emperor 
to his deception could not possibly have led the 
populace to their communal deceit. These 
creatures were the product of a Cartesian-like 
sensibility and well knew that perceptual data 
were not to be trusted. Knowledge for them was 
the security of consensual validity. It was true 
that the Emperor’s new clothes were the most 
beautiful in the land ifeveryone believed it. Such 
is axiomatic of truth in the best European 
epistemological tradition. But, a (perceptually) 
innocent child—obviously under the age of 
twelve—called the folly in question and sent 
every man scurrying back to the embarrassment 
of his own perceptions. The point to the fable— 
if there may be a point in human foible—is that 
there was a simple truth which eluded the 
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canons of traditional epistemology, and that the 
innocent child, who had yet to learn the con- 
ventions of his society, saw this truth simply by 
relying on his own perceptions. 

Perception, as Merleau-Ponty has so care- 
fully shown in his Phenomenology of Perception is 
at the root of our knowing. Merleau-Ponty is 
fundamentally at odds with Descartes and our 
heritage of critical sensibility when he advances 
his thesis that knowledge rests on pre-reflective 
perception, and that our consciousness is 
incarnate, grounded in our bodies, rather than 
in a res cogitans separated from a res extensa. 

Merleau-Ponty is also at odds with Piaget 
when he critizes the mature outlook Piaget 
“brings to the child . . . as if the thoughts of the 
adult were self-sufficient and disposed of all 
contradictions. In reality’, Merleau-Ponty points 
out, 

the child’s outlook is somehow vindicated against 

the adult's and against Piaget, and . . . the un- 

sophisticated thinking of our earliest years remains 
as an indispensible acquisition underlying that of 

maturity (16). 

This indispensible acquisition is nothing else 
than the primacy of our own perceptions, which 
pre-reflectively and pre-Descartes is the only 
sensible account of how we know anything. 
This also explains why not everyone goes mad 
following the dualistic Cartesian programme. 
We have two choices, it seems: 

1. Trust our senses (17) or 

2. Lose them. 

Most people rely on the indispensable acquisition 
of their pre-reflective senses—-even in the labora? 
tory if they are scientists. In short, nobody 
actually follows Descartes; knowledge is not 
really objective, but personal, resting on 
personal perceptions. The problem that remains 
is that men act as if their knowledge were 
certain fact and treat others as if they were 
objects to be controlled. 


III 


It is this fundamental distrust of perception, 
engendered in our culture from Descartes on, 
which I believe to be the root of Laing’s aliena- 
tion. I believe him to be correct in his reading of 
the cultural situation and in his descriptions 
of the violence done to certain individuals by 
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repressive society. I regret, however, that 
Laing’s work has come to what I consider the 
fruitless dead end of isolation, despair and 
withdrawal. I have tried to reformulate Laing’s 
question in epistemological terms because I 
believe the basic question to be one of human 
knowing: self-knowledge and shared knowledge. 
It seems to me that only by formulating the 
question in this way can we hope to answer it. 

Laing has raised the question of the self in 
relation to others. By focusing first on the 
schizophrenic experience, he has come to 
realize the crippling power the social context 
may have on individual consciousness, parti- 
cularly in terms of transcendental experience. 
His ‘solution’ seems to be a retreat within the 
self, and a recovery of transcendental experience 
through mind-altering drugs or other forms of 
mysticism. While this certainly promotes a 
recovery of the primacy of perception, it does 
not solve the problem of man relating to others 
in social context, man’s inevitable fate. Instead, 
Laing takes us to the very brink of solipsism, in 
which only one’s own existence is considered. 
Such a move is only made in desperation and 
indeed is really only the option of the madman. 
Laing’s final plea is that of a man fighting for 
human acceptance, uncritical, non-judgmental 
acceptance of a human being in all his unique- 
ness: 


Tf I could turn you on, if I could drive you out 
of your wretched mind, if I could tell you I would 
let you know (18). 


‘lt is this very urgency, which suggests that 
retreat, isolation, and despair are only meta- 
solutions even for Laing himself. In the preface 
to the second edition of The Divided Self, Laing 
confesses 


I was already partially falling into the trap I was 
seeking to avoid [viz.] .. . writing . . . too much 
about Them and too little of Us (19). 


I submit that the trap was the critical perspec- 
tive. Unknowingly by its utilization Laing had 
fallen into the gaping maw of Cartesian thought. 
Even though he raised the question of authentic 
human meeting, people—schizophrenic people 
—had become objects of an investigation in 
hopes of yielding a clear and distinct idea about 
the nature of schizophrenia. Bodily existence 
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for Laing remains separate from the mental 
inquiry, true to the Cartesian split of res extensa 
and res cogitans. Thus Laing vacillates between 
the arrogance of social denunciation and the 
despair which follows from realizing that what 
he says is true. But, following the existentialism 
of Sartre, his spiritual mentor, Laing has no 
choice but to retréat, to withdraw from con- 
stricting society (20). 

Had Laing followed Merleau-Ponty, he 
might have seen the more hopeful possibilities of 
being-in-the-world. An epistemology based on 
an embodied perception rather than an abstract 
and impersonal cogtto would have solved innu- 
merable problems for Laing. Man would create 
meaning from lived-through experience, rather 
than be forced to conform to the norms of a 
society from which he felt estranged. The 
primacy of perception—lost in early adolescence 
in Our sOciety—may be recovered bodily in our 
every act, rather than sought after in other- 
worldly transcendental experience, valuable as 
this might be. A certain knowledge based on 
one’s own experience could facilitate trust in 
one’s self and thus in others, rather than sub- 
mitting to doubt and awaiting consensual 
validation, Indeed authentic meeting of others 
in all their uniqueness can only come through a 
self-confident trusting self-disclosure and not 
through an objectively observed, external 
behaviour. We all of us exist as epistemological 
peers. As psychiatrists we know no more about 
our patients than we know about ourselves. 
Solipsism can only exist as a Cartesian anomaly 
in which the self is equated with validity. Man 
has the possibility of relating authentically only 
when the shackles of Cartesian thought are 
removed. Finally, it is through the openness to 
the world and to other trusted human beings, 
which Merleau-Ponty offers us, there there 
comes the possibility of transmuting arrogance 
or despair into hope. 


IV 
So far I have attempted to sketch the schizo- 
phrenic potentialities of modern critical thought. 
Modern man acquires a certain knowledge out- 
side of himself by a process of systematic doubt- 
ing arising from no genuine perplexity. Nonethe- 
less, if he is sane, he retains his own perception 
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of reality antecedent to his objectively vali- 
dated knowledge. This tension between primary 
perceptions and external objectivity has en- 
gendered a dichotomy which I believe is at the 
root of our culture. 

It is this cultural malignancy which provides a 
no-exit dead end for Laing, Sartre and many 
existentialists. Having correctly understood the 
situation, they have rebelled and refused to 
participate in society’s false values. In medical 
metaphor they have correctly diagnosed the 
sickness, but failed to provide a cure. Philoso- 
phers such as Merleau-Ponty and Michael 
Polanyi do provide much needed alternatives. 
In the following sections I would like to turn 
to Michael Polanyi, who has independently 
and subsequently developed an epistemological 
stance similar to that of Merleau-Ponty. In 
rethinking the basis of our culture Polanyi 
forges a concept of cultural health, a radical 
sanity. To anticipate the argument: if critical 
thought is the illness, Polanyi’s concept of 
post-critical thought is the cure. 


V 


Polanyi’s theory of knowledge, or knowing, 
and all his reflections on culture derive from 
his early considerations of the nature of science 
and his attempts to justify knowledge pursued 
for its own sake. Central to this understanding 
is Polanyi’s concept of tacit knowing, which he 
derives from the findings of Gestalt psychology. 
In Science, Faith and Society (1946) Polanyi con- 
sidered science as a variant of sensory percep- 
tion. The act of scientific discovery is as un- 
specifiable as the tacit perception of a form or 
the recognition of a physiognomy. 

For centuries man’s understanding of science 
had been haunted by an apparent paradox that 
Plato articulated in the Meno: In the pursuit 
of a discovery either one knew what one was 
looking for, in which case there was nothing to 
be discovered, or else one did not know what one 
was looking for, in which case one could not 
hope to discover anything. Polanyi’s realization 
seems sO obvious that one wonders how it 
could have been overlooked for so long: Every 
interpretation of nature, whether scientific, 
non-scientific or anti-scientific, is based on 
some intuitive conception of the general 
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nature of things. Every scientific discovery or 
investigation proceeds by some unspecifiable 
hunch or intuition about the nature of things 
and the possible outcome of the experiments (21). 

An important juxtaposition immediately 
emerges from the very irony of Socrates himself 
and was not to be resolved in the ensuing two 
and a half millenia. Socrates poses the paradox 
of the Meno, as so many of his arguments, in 
the syllogistic forms of formal logic. Socrates, 
the master logician, employed the forms every- 
one respected and demonstrated the fallacies of 
his opponents’ logic, Yet the questions he 
raised have a temporal thickness unknown to 
logic and have endured the centuries. As with 
the Meno, no logical solutions could be offered 
for his seemingly innocent inquiries. Hence the 
irony; and hence the juxtaposition Polanyi 
offers between the logical and the psycho- 
logical (22). The logical refers to the attempt 
at solving problems by strict inference. The 
psychological refers to the reliance on tacit or 
unspecifiable factors. 

In working out the structure of tacit knowing, 
Polanyi relies on two important distinctions: (1) 
the distinction between tacit and explicit know- 
ing, and (2) the distinction between focal and 
subsidiary awareness. These two kinds of aware- 
ness are mutually exclusive. In driving a nail 
with a hammer, we are focally aware of the nail 
receding into the wood, but subsidiarily aware 
of our hand gripping the hammer. We attend 
from the subsidiaries of our muscular functions 
to the focal task at hand to accomplish our feat. 
If we should suddenly shift our focal awareness” 
to that which had hitherto been subsidiary, the 
relationship of hand to hammer, the previous 
meaning of the task would be lost and we would 
become self-conscious and awkward (and per- 
haps dangerous). 

It is atthis point that Polanyi draws heavily 
on the findings of Gestalt psychology—-as does 
Merleau-Ponty. The familiar optical illusions 
of the gestaltists provide a basis for perceiving 
and knowing quite generally: In one, two 
opposing silhouettes become a vase by a slight 
shift in perspective. In another, a cube is viewed 
alternately from above and outside or from 
below and inside, but not simultaneously from 
both perspectives. Two lines of equal length 
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appear of different lengths when arrows point- 
ing in opposite directions are drawn on these 
lines. In each of these instances there is a 
mutually exclusive awareness of (1) the figure 
and (2) its ground. The perception may be 
-changed by shifting the perspective back and 
forth. 

Merleau-Ponty employs this figure/ground 
device as a means of critical-analytical thought 
in which a figure is isolated in order to under- 
stand it out of context. Opposed to this analytical 
consciousness is what Merleau-Ponty calls 
phenomenological consciousness in which one 
does not isolate the figures of consideration, but 
rather surrenders toa pre-reflective, lived-through 
experience. 

Polanyi’s description of the two kinds of 
awareness, focal and subsidiary, parallels the 
considerations of the figure/ground relation- 
ships. What is novel in Polanyi (implicit but 
-not explicit in Merleau-Ponty) is the recognition 
of the from-to structure of tacit knowing, 
Consider the blind man’s probe or a lover’s 
exploring caress. These extensions of man’s 
sensory experience involve a proximal and a 
distal component, the proximal of which is 
rooted in one’s own body. In any form of 
knowing or perceiving, one apprehends his 
world by relying on subsidiary clues in his own 
body. Unlike Descartes’ split of mind and body, 
Polanyi’s view integrates the two with mental 
processes grounded in the body. 


VI 

We are now ready to shift the ground of our 
understanding from critical thought to post- 
critical thought. I have already suggested that 
Polanyi’s concept of a post-critical epistemology 
will answer the problems of personal dichoto- 
mization by sanctioning a psychosomatic whole- 
ness. The following collation of Polanyian 
utterances from Personal Knowledge focuses the 
problem: 


All kinds of articulate affirmations can be made 
more or less critically—and indeed quite un- 
critically. Where there is criticism, what is being 
criticized is, every time, the assertion of an articulate 
form. It is our personal acceptance of an articulate 
form that is judged to have been critical or un- 
critical, and this judgment expresses our appraisal 


257 


of the tests to which we have subjected the arti- 
culate form or articulate operation before accepting 
it. It is the mind granting this acceptance which is 
said to have been acting critically or uncritically, 
The process of logical inference is the strictest form 
of human thought, and it can be subjected to 
severe criticism by going over it stepwise any 
number of times (23). 

We know more than we can tell and we can tell 
nothing without relying on our awareness of 
things we may not be able to tell (24). 

Tacit knowing cannot be critical (25). 

In referring to a post-critical epistemology, 

Polanyi 
voices our self-reliance in rejecting the credentials 
both of medieval dogmatism and modern positi- 
vism, A post-critical epistemology asks our own 
intellectual powers, lacking any fixed external 
criteria to say on what grounds truth can be 
asserted in the absence of such criteria (26). 


The task is essentially one of re-accrediting 


our own judgments as the primary arbiter of all 

our intellectual performances, and claiming that 

we are competent to pursue intellectual excellence 

as a token of hidden reality (27). 

This self-accrediting is itself a fiduciary act of 
my own, which legitimates in its turn the trans- 
position of all my ultimate assumptions into 
declarations of my own beliefs (28). 

Vil 

One task remains for this philosophical 
enquiry. It is the question raised by Laing, and 
a fundamental existential question of every 
person. It is the question of the possibility of 
authentically meeting other human beings. 
I have already suggested that this’ is the episte- 
mological question of ‘knowing’ another person. 
I have also alluded to Laing’s love vs. violence 
paradigm as an impediment to human knowing. 
I have juxtaposed a similar paradigm, trust vs. 
control, in hopes of focusing the problem in 
epistemological perspective. Now I would like 
to review this issue in the light of Polanyi’s 
fiduciary programme. 

One of the curious features of modern episte- 
mological orthodoxy is the desire to protect 
knowledge from the excesses of religious dog- 
matism. Morality has undergone a curious 
inversion. As knowing came to be separated 
from believing and modern man lost the capacity 
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to accept any explicit statement of his own 
belief, so also he lost any inclination to acknow- 
ledge moral beliefs. Moral ideals, impossible to 
fulfil, came to appear as hypocrisy and were 
repudiated. Yet unacknowledged moral passions 
could not be repudiated and often surfaced as 
a passion for immorality. Acts of gratuitous 
violence often came to be the only assuredly 
authentic actions possible, as witnessed by the 
arts from Dostoyevsky and Gide to the modern 
cinema (Bonnie and Clyde, Butch Cassidy, A Clock- 
work Orange). Close scrutiny of revolutionary 
movements may reveal such moral inversion, 
as Polanyi calls it. Marxism, for example, while 
denying moral values in the name ofan objective 
theory of history, derives its compulsion from its 
underlying moral commitments. 

Likewise psychiatry and modern behavioural 
science generally, bound by the tenets of posi- 
tivism, disclaim any moral intentions. Yet the 
vast enterprises of psychiatry, psychoanalysis, 
behaviour modificaton, proceed according to 
value judgements with the metaphors health/ 
illness, or the measurements normal/abnormal 
surviving as surrogates for the moral terms 
good/bad ‘valued/disvalued). Laing recognizes 
this and protests vigorously against the ‘thera- 
peutic’ stance that would rob people of their 
dignity as human beings because of some 
mental ‘illness’. For this he is to be commended. 
However he fails to acknowledge the moral 
grounds of his contradictory claims, thereby 
creating another moral inversion, or perhaps 
better called a therapeutic inversion, in which 
a rival therapy is offered, while at the same time 
passionately decrying therapeutic endeavours. 

When applied to the consideration of other 
persons and therapy, trust becomes the all- 
important arbiter of understanding. Those 
psychologies which have ignored the tacit 
dimension in faveur of positivistic inferences, 
or have confused knowledge of other persons 
(necessarily a trustful indwelling) with the 
control of behaviour, ultimately fail in under- 
standing the uniqueness of each individual 
person’s experience. Persons become figures or 
objects to be studied, isolated from their ground 
or context. Psychoanalysis has leaned heavily to 
the side of specific inference from a fixed 
theoretical framework, at least in its articulated 
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statements, and behaviourism has limited itself 
to observing quantifiable behaviour. Both fail 
to significantly acknowledge the relationship 
between the knower and the known, which I 
insist with Polanyi must be a fiduciary activity: 
We therefore recognize and study the coherence 
of living things by integrating their motions—and 
any other normal changes occurring in their 
parts—-into our comprehension of their functions. 
We integrate mentally what living beings integrate 
practically. Chess players rehearse a master’s game 
to discover what he had in mind. Generally we 
share the purpose of a mind by indwelling its 
actions. This is my answer to the great question: 
How do we know another mind? (31). 


Similarly we know another person by in- 
dwelling his actions, by living with him and 
sharing his experience. Beyond the experience 
shared in physical proximity, we have access 
to anothers’ experience only through his com- 
munications, articulate amd bodily (or tacit). 
We all know more than we can tell of our own 
experience, but we none of us dare tell more 
than trust of another person warrants. The 
knowledge of another person comes through 
mutually trusting self-disclosure. Without such 
trust it is impossible to speak of an I-Thou 
relationship in which the Other is a person, 
not merely an object. Without such trust it is 
impossible to consider human loving. 
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Effects of Right and Left Unilateral ECT on Naming and 
Visual Discrimination Analysed in Relation to Handedness 


By MARIAN ANNETT, P. T. W. HUDSON and ANN TURNER 


INTRODUCTION 

The use of unilateral ECT as a method of 
exploring differences between the functions of 
the cerebral hemispheres has been suggested by 
Pratt ef al. (1971). These authors found a greater 
impairment on a test of naming and a tendency 
to slower return to consciousness after left-sided 
than after right-sided treatments. Assuming that 
these effects depend on left hemisphere language 
specialization, they went on to use them as 
possible indicators of cerebral dominance for 
speech in left handers. The present enquiry was 
designed to explore these differences further by 
comparing patients immediately after right- 
sided and left-sided ECT for their ability to 
name objects and to make visual discriminations 
and for their time of recovery. Handedness was 
assessed through a measure of relative manual 
speed as well as by the usual questions of pre- 
ference and family handedness. The speed 
differences give a continuous measure of degrees 
of right and left handedness which can be 
correlated with measures of differences between 
the effects of right-sided and left-sided ECT. 


PROCEDURE 

Patients receiving new courses of ECT at a 
large hospital were given unilateral treatments 
on their first two occasions, half starting with a 
right-sided and half with a left-sided treatment. 
Time was taken from the shock onset to the 
patient correctly answering the question, ‘What 
is your name ?’, and for most patients time was 
also recorded to the end of the psychological 
examination. This consisted of six questions of 
naming and six problems of visual discrimina- 
tion which were given immediately after the 
patient could say his or her name. For half the 
patients the naming test preceded the discrimi- 


nation test and for the other half the order was 
reversed. Details of the procedure were as 
follows. 


1. The ECT. The shock was given with an inter- 
rupted condenser discharge (Electro-Physiological 
Apparatus) using a fronto-mastoid placement. The 
dosage in joules varied between subjects, depending 
on the amount needed to produce signs of a con- 
vulsion, but the dosage was generally standard 
between the two treatments of the same patient. The 
anaesthesia was standard (methohexitone followed 
by succinyl-choline). 


2. The Naming Task. Questions such as, ‘What is the 
colour of grass?’, and ‘What is the game of tennis 
played with ?’, were prepared in two lists of six items, 
approximately equivalent in difficulty. One list was 
used after each treatment, and the list given first or 
second, or after right-sided or left-sided treatment 
was randomized over subjects. 


3. The Visual Discrimination Task. This task was 
based on one used by Warrington (personal com- 
munication). It consisted of pairs of photographs of 
the faces of girls of similar age. Half the pairs were 
two views of the same face and half were of different 
faces. The task was to judge whether the two pictures« 
were of the same girl or of two different girls. Two 
sets of six pairs were used, one after each treatment 
and randomized over subjects for side and order of 
treatment, 


4. Measures of Laterality. These consisted of the 

following: 

(a) Twelve questions of hand preference (Annett, 
1970). 

(b) A question of the foot used for kicking, and a 
demonstration of the eye used for sighting 
through a tube. 

(c) Questions about the handedness of close 
relatives. 

(d) Time to move a set of pegs from one row of 
holes to another, measured in five trials with 
each hand (Annett, 1970). 
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5. Measures of Time, Three time measures were 
taken as follows: 
(a) Recovery time: the time from shock to the 


correct answer to the question, ‘What is your - 


name?’ 

(b) Total time: the time from shock to the end of 
the psychological examination (which immedi- 
ately followed the patients’ giving their name). 
This measure was not made for the first few 
patients seen. 

(c) Examination time: the difference between 
recovery and total time. 

6. Order of Testing. The laterality assessments were 
made during the patients’ waiting period before 
treatment. The examiner explained that he would 
be asking questions and showing pictures to the 
patient on awakening after treatment, and arrange- 
ments for finding spectacles and adjusting hearing 
aids were made as necessary. There were three 
examiners (the authors), and in most cases one 
examiner performed all parts of the procedure with 
one patient. 

The variables randomized over patients were three: 

(a) Side of treatment given first (left or right). 

(b) The set of questions given first (A or B). 

(c) The type of questions given first (naming or 
discrimination), 

Patients were assigned to one of the eight possible 
combinations of variables as they came for treatment, 
males and females and right and left handers being 
placed within separate blocks of eight. This required 
a rough initial classification for handedness before 
details of laterality measures were analysed. It was 
possible to establish complete blocks of subjects in 
right-handed females only. 


SUBJECTS 

The 32 patients were a consecutive series of 
those referred for a new course of ECT, with the 
exception of a few chronic and disturbed cases. 
The preliminary classification for handedness 
gave 24 right-handed females, of whom four 
were found to have slight sinistral preferences. 
The age of this main group of 24 subjects was 
49-+3.d.15 years. There were three left-handed 
females, all of whom wrote with the right-hand 
but were otherwise predominantly left-handed 
(in this age group there had often been pressure 
to change to right-handed writing in child- 
hood). ‘There were three right-handed and two 
left-handed males, one a sinistral writer. As the 
main criterion of handedness used below is a 
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continuous measure of differences between the 
hands, the small number of sinistrals does not 
preclude an analysis for laterality. 

As mentioned above, a total time was not 
recorded for the first patients seen, and there 
were 23 patients for whom all measures are 
available. There were two complete blocks of 
right-handed females having all testing combi- 
nations counterbalanced, giving 16 subjects. 


RESULTS 

1. Accuracy of naming 

Of the 24 right-handed females, 17 answered 
more items correctly after right-sided than after 
left-sided treatment, 4 showed no difference 
between sides and 3 did better after left-sided 
than after right-sided treatment. The difference 
is in the predicted direction in the majority of 
cases, and the proportion of cases showing the 
expected trend is statistically significant. In the 
small number of males and of left-handed 
patients there were no consistent trends and all 
differences between sides were small. 


2. Accuracy of visual discrimination 

There were no systematic trends in the 
differences between scores obtained after treat- 
ment on the two sides. About one third of 
subjects performed slightly better after right- 
sided ECT, about one third better after Ieft- 
sided ECT, and the remainder showed no 
difference. 


3. Time to respond 

Each of the three time measures was treated 
by analysis of variance in the 16 subjects 
representing all experimental conditions, exa- 
mining the effects of order of treatment and 
side of treatment. The recovery time analysis 
showed a non-significant trend towards a 
longer time for patients to give their name after 
the first treatment than after the second, but 
no difference between sides. The analysis for 
total time showed a trend towards a longer 
time after left-sided treatment, especially when 
the left was given first. 

The analysis for examination time was of 
more interest and is given in Table I. This 
shows a significant effect for the side of treat- 
ment. The mean time needed for the six naming 
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TABLE I 
Analysis of variance of examination times 











Source 
DF. SS. M.S. F. P. 
Between subjects 15 31°983 
A (Order of 
treatment) I ‘0o02 002 — — 
Subjects within 
groups 14 31-981 2-284 
Within subjects 16 18-281 
B (Side of 
treatment) 1 6-160 6:160 8-08 -025 
AxB 1 1°454 1'454 rgi N.S. 
B x Subjects 14 107667 0762 





questions and the 6 visual discrimination 
problems to be given and responded to was 
3°5 minutes after right-sided treatment and 
4°4 minutes after left-sided treatment. 


4. The correlation between asymmetry of 

examination time and asymmetry of hand speed 

The difference between mean right-hand and 
mean left-hand speed in the 16 female subjects 
used in the analyses above was 0-81-+s.d.0°94 
seconds, which is comparable with that found 
in undergraduate females (0-79 +084 seconds; 
Annett, 1972). As the hand speed differences 
and the examination time differences are 
continuously distributed the association between 
them can be assessed using Pearson’s r. This 
correlation was found to be 0-51 -+s.¢.0°22 for 
the 16 subjects. Taking all 23 subjects for whom 
both scores are available r = 0-47--0-19. 

The distribution of the 23 subjects for hand 
speed and examination time differences is shown 
in Fig. 1. Most subjects were moderately faster 
with the right hand than the left hand and 
moderately faster in response after right-sided 
than after left-sided treatment. Two subjects 
fell beyond the main group to the right, and 
showed a larger than usual difference between 
hands and between examination times. Of the 
four subjects who were slower to respond after 
right-sided than after left-sided treatment only 
one was faster with the right than with the left 
hand. In this case the hand speed score was in- 
consistent with ether measures of laterality; 
the patient was left-handed for all significant 
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unimanual actions except writing, and was left- 
footed and left-eyed. It can be said, therefore, 
that longer examination time after right than 
left unilateral ECT was associated in all cases 
with tendencies to left-sided laterality. If the 
distribution is examined from the viewpoint of 
those having hand speeds which were about 
equal or in favour of the left hand (bottom part 
of Fig. 1) there were 7 cases who were approxi- 
mately evenly divided between those having 
longer examination times after right-sided and 
after left-sided treatment; in three of these 
cases there was very little difference between the 
examination times. 


Discussion 

The finding that the ability to give the names 
of objects was poorer after left-sided than 
after right-sided treatment in most patients 
agrees with the observations of Pratt et al. (1971) 
and Pratt and Warrington (1972). The propor- 
tion of patients showing this trend was highly 
significant statistically, but the difference be- 
tween scores obtained on the two sides in any 
one patient was usually small, generally one or 
two words. Only two out of 32 patients were 
unable to produce any names after saying their 
own name, and in both cases this was after 
left-sided treatment. In about a quarter of 
right-handed patients the expected difference 
did not aecur, showing that the effect is not 
highly reliable from the viewpoint of individual 
diagnosis. 

The visual discrimination task did not detect 
any systematic differences between the treat-° 
ments on the two sides. It is possible that 
differences in visuo-perceptual processing will 
be demonstrated in similar circumstances by 
other means. In this study, patients were often 
extremely reluctant to pay attention to the 
photographs, and some patients said, ‘Same’, or 
‘Different’, to all pairs. In their state of partial 
return to consciousness it appeared to require 
less effort to listen to spoken questions and to 
produce spoken answers. 

The main contribution made by the present 
findings to the comparison of the effects of 
right-sided and left-sided unilateral ECT is the 
demonstration that the time to respond te 
questions of both types, verbal and visual, is 
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longer after left-sided than after right-sided 
treatment. The differences between examination 
times are in this direction in all but four of the 
23 patients, and in these four there were 
tendencies to left-handedness in either preference 
or skill. 

The examination time differences were found 
to be significantly correlated with the asymmetry 
between hands in manual speed. Assuming that 
the examination time differences reflect, how- 
ever imperfectly, differences between hemi- 
spheres in language laterality, the association 
between manual and hemispheric asymmetry 
can be said to be significant and positive but 
far from unity. The correlation (r.o-47-+-19, 
n.23) shows that about 22 per cent of the 
variance in examination time can be accounted 
for by handedness. A substantial part of the 
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remainder can be attributed to experimental 
error, but probably not all of it, A recent 
analysis of laterality in man and other animals 
(Annett, 1972) implies that the association 
between handedness and brainedness is positive 
but imperfect. 

If the distribution of examination times and 
hand speed differences given in Fig. 1 is taken as 
a reflection of the relation between handedness 
and cerebral dominance for speech, the con- 
clusions to be drawn are similar to those reached 
from consideration of the incidence of dysphasia 
in right and left handers in series of neuro- 
logical patients (Zangwill, 1967). The majority 
of right handers are probably left-brained, while 
left-handers are divided between those who are 
left-brained and right-brained. Alternatively, 
it can be said that of those who are left-brained 


Right-Sided Treatment 


3 Examination Time Differences (Mins) 


e Hand Preferences Mainly Dextral 


n" ” n n 


Sanistral 


Fic. 1.—The distribution of hand speed and examination time differences. 
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most but not all are right-handed. Of the few 
subjects in the sample who appear to be right- 
brained, hand speed differences are symmetric- 
ally distributed about the mean; two patients 
are right-preferent, two are left-preferent, and 
sinistral tendencies can be detected in all. 
These observations are compatible with the 
view that the majority of mankind is influenced 
by a factor which predisposes speech to develop 
in the left hemisphere and gives an advantage 
to the right hand. In the absence of this factor 
speech and handedness are affected only by 
accidental influences which tend to produce a 
symmetrical distribution about a mean of no 
difference between sides (Annett, 1972). The 
compatibility of the present observations with 
this theoretical analysis does not, of course, give 
weighty support to the theory, since it was 
developed with the analagous facts concerning 
dysphasics in mind, and because the numbers of 
subjects with left-handedness and with right- 
brainedness in the present series are small. It 
does imply, however, that differences between 
the effects of right-sided and left-sided unilateral 
ECT may be a useful tool in the exploration of 
problems of cerebral dominance, provided 
attention is given to the distribution of differ- 
ences as a whole. The use of continuous measures 
of hand and hemispheric asymmetry, as in the 
present study, make it possible to avoid the 
misleading assumption that either variable is 
capable of discrete binary classification. When it 
is necessary to make such a classification, as 
when a decision must be made as to which 
hemisphere should be given a course of uni- 
lateral ECT, probable language representation 
can best be judged through comparisons of 
performance on a test of naming and of the 
length of time needed for a standard examina- 
tion after right-sided and left-sided treatments. 
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SuMMARY 

Tests of naming and visual discrimination 
given during recovery from unilateral ECT 
show poorer naming after left-sided than after 
right-sided treatments. No systematic differ- 
ences could be demonstrated for the visual 
task. The time needed for the psychological 
examination was longer after left-sided than 
after right-sided treatment, and this difference 
was correlated with differences between the 
hands in manual skill. The utility of unilateral 
ECT for the exploration of the relation between 
asymmetries of hands and hemispheres is 
discussed. 


ACKNOWLEDGEMENTS 

We are grateful to Dr. J. Johnston, Physician Superin- 
tendent, Broadgate Hospital, Beverley, for the oppor- 
tunity to examine patients in his care. Dr. R. T. C. Pratt 
and Dr. Elizabeth Warrington most kindly demonstrated 
their techniques of administering unilateral ECT and 
testing patients during recovery to Dr. Margaret Crumpton 
and the senior author (M.A.). Dr. Crumpton and her 
colleagues in the ECT ward are warmly thanked for 
accommodating our research needs in their busy pro- 
gramme. We are indebted to Professor A. D. B. Clarke 
for research facilities in the Psychology Department, 
University of Hull. The work was done during the tenure 
of a grant from the Medical Research Council. 


REFERENCES 

Annetr, M. (1970). ‘A classification of hand preference by 
association analysis.’ British Journal of Psychology, 61, 
303-21. 

—- (1972). “The distribution of manual asymmetry.’ 
British Fournal of Psychology, 63, 343-58. 

Pratt, R. T. C., Warrinoron, E. K., and Hauumay, 
A. M. (1971). Umilateral ECT as a test for cerebral 
dominance, with a strategy for treating left hand- 
ers.’ British Journal of Psychiatry, 119, 79-83. 

—— —— (1972). ‘The assessment of cerebral dominance 
with unilateral ECT.’ British Journal of Psychiatry, 
121, 327-8. 

Zanowny, O. L., (1967). ‘Speech and the minor hemi- 
sphere.’ Acta Neurologica et Psychiatrica Belgica, 67, 
1013-20. 


A synopsis of this paper was published in the August 1973 Journal. 


Marian Annett, B.A., Ph.D., Dip. Psychol., Honorary Research Associate, 


P. T. W. Hudson, M.A., Research Assistant, 
Ann Turner, B.A., Research Assistant, 


Psychology Department, University of Hull, HU6 7RX 


° (Received 22 March 1973) 


Brit. J. Psychiat. (1974), 124, 265-72 


A Study of Refractory Cases of Depressive Illnesses and their 
Response to Combined Antidepressant Treatment 


By E. R. SETHNA 


Opinions differ on the effectiveness and the 
risk involved in treating depressive illnesses 
with combinations of monoamine oxidase 
inhibitors (MAOIs) and tricyclic antidepress- 
ants. Some authorities, including the Food and 
Drug Administration in the United States, the 
former Witts Committee in this country, and the 
pharmaceutical firms producing antidepressants, 
have given serious warnings against combining 
MAOIs with tricyclic antidepressants. These 
warnings have been repeated more recently by 
Beck (1967), Malitz (1966) and Shepherd et al. 
(1968). 

On the other hand, Gander (1965, 1967), 
Sargant (1963, 1965, 1966, 1967, 1969), 
Beresford Davies (1963), Randell (1965), Dally 
(1965, 1967), Hynes (1965), Steel (1965), 
Pare (1965), Hall (1965), Winston (1971), Ayd 
(1971) and Watts (1964) have shown that this 

regimen can be very effective, especially 
in refractory cases of depression, and quite safe 
when given under certain conditions and with 
due precautions. 

It would be incorrect to attribute serious 
° adverse reactions to the therapeutic use of 
combined antidepressants on the basis of reports 
in which adverse reactions were due to cither the 
taking of an overdose of combined antide- 
pressants, or to the concurrent use of significant 
amounts of other drugs acting on the central 
nervous system (CNS) with combined anti- 
depressants. 

On reviewing the literature on the dangers of 
combining antidepressants, seven reports were 
found (Babiak, 1961; Ciocatto et al., 1972; 
Davies, 1960; Jarecki, 1963; Lee, 1961; Luby 
et al., 1961; Stanley et al., 1964) in which taking 
an overdose of combined antidepressants with 
suicidal intention was responsible for severe 
reaction or fatality; and in nine other reports 
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(Bowen, 1964; Chappell, 1966; Grantham et 
al., 1964; Hills, 1965; Hynes, 1965; Man et al., 
1972; Sargant, 1971; Saunders, 1965; Simpson, 
1972) concurrent use of significant amounts of 
other drugs acting on the CNS and at times in 
excess of therapeutic doses was responsible for 
severe adverse reactions. 

The impression gained on reviewing 11 other 
reports (Ayd, 1961; Brachfeld et al., 1963; 
Ciocatto et al., 1972; Guilmot et al., 1967; Hall, 
1965; Harrer, 1961; Howarth, 1961; Kane et al., 
1963; Lockett ef al., 1965; McCurdy et al., 1964; 
Singh, 1960) was that it was the sequential use 
of combined antidepressants (giving tricyclic 
antidepressants to patients who have already 
been on MAOIs for some time) that was 
responsible for the adverse reactions. 

Ayd (1971), Pare (1965) and Guilmot et al. 
(1967) have warned against the danger of 
sudden introduction of tricyclic antidepressants 
to patients whose levels of serotonin and nor- 
adrenaline in the brain cells have been consider- 
ably raised by the inhibition of the enzyme 
monoamine oxidase through prior administra- 
tion of MAOIs. Dangerous reactions are less 
likely to occur when the two types of anti- 
depressants are given concomitantly rather than 
sequentially (Lancet, 1965; Harrer, 1961). 

An additional fatality reported by Sargant 
(1969) was due to the patient eating a large 
amount of cheese whilst on combined anti- 
depressants. It is quite likely that the result 
would have been the same if the patient had 
been on a MAOT alone. 

In the 28 reports already mentioned, there 
was no clear evidence of adverse reactions 
occurring with combined antidepressants when 
given orally in well adjusted therapeutic doses, 
started simultaneously instead of sequentially, 
when other drugs acting on the CNS were 
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avoided, and when the usual dietary and other 
precautions necessary with MAOIs were ob- 
served. Schuckit (1971), in his extensive review 
of the literature, on combined antidepressants 
also came to the same conclusion. 

MAOIs are thought to act by raising the 
level of biogenic amines in the brain cells by 
inhibiting monoamine oxidase, the main enzyme 
responsible for their catabolism. On the other 
hand the tricyclic antidepressants act by causing 
a localized increase in active noradrenaline at 
the receptor site by inhibiting its reabsorption 
into the nerve cells, the process by which 95 per 
cent of noradrenaline is normally inactivated. 
Because of the differences in the mode of action 
of the two groups of antidepressants, the theore- 
tical possibility of synergism exists and provides 
the rationale for combined antidepressant 
therapy. 

It is well recognized’ that some patients 
respond to one group of antidepressants and 
not to the other, and this- again could be’ due to 
the differences in their mode ‘of action. There are 
patients who fail to respond to either group of 
antidepressants and they also at times either 
respond poorly to ECT or consistently relapse 
after a short time. The aims of the present project 
were to make a close study ‘of such patients in 
order to determine.the kind of depressive illness 
which fails to respond to antidepressants of 
either group used alone or to ECT; and to 
systematically evaluate their response’ to - a 
combination of antidepressants. 


SAMPLE AND METHOD 

The patients considered for the trial were 
those suffering from a depressive illness, who 
had either failed to respond or consistently 
relapsed after treatment by tricyclic anti- 
depressants, MAOIs and ECT. At Al Saints’ 
Hospital, Birmingham, over a period of 
two years, only 10 patients fulfilled all these 
criteria. Besides these 10 patients, 2 additional 
patients were included in the trial; one was a 
depressed female patient who had not responded 
to either group of antidepressants, but who had 
refused ECT because of her extreme anxiety 
over this form of treatment; another was a 
female patient suffering from atypical anorexia 
nervosa with fairly marked depressive mood, 
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who had also failed to respond to either group 
of antidepressants, and had not been given 
ECT because of her poor physical condition. 
An additional reason for this patient’s inclusion 
was the reputation of combined antidepressant 
therapy for causing excessive weight gain; she 
had failed to gain weight with the usual treat- 
ments for anorexia nervosa, such as high doses 
of chlorpromazine, etc. 

The patients included in the trial comprised 
three males and nine females. Their ages ranged 
from 20 to 58 years (mean 40:75 years, S.D. 
11-or). The duration of their current illness 
ranged from 3 to 36 months (mean 16 months, 
S.D. 11-18), and the total number of previous 
breakdowns among these patients was 28. 

Besides all the patients having had treatment 
with both groups of antidepressants, they had 
had between them 20 courses of ECT (each 
course of approximately 6 ECTs); and four of 
them had been treated with bi-weekly sessions 
of group psychotherapy over periods ranging 
from 4 to 11 months. Nine out of the 12 patients 
had 17 first degree and second degree relatives 
who suffered from mental illness. 

The patients were treated with a combination 
of phenelzine and amitriptyline after being off 
all antidepressants for two weeks. All the patients 
were given phenelzine 15 mg. three times a 
day and amitriptyline 75 mg. at bedtime, -with 
the exception of two (cases 6 and 12) who had 
amitriptyline 50 mg., which for them was 
considered an adequate dose. A few patients 


also received, for short periods, diazepam or, 


nitrazepam, particularly as night sedation, when 
they were considered to require such additional 
medication. Assessment of patients was carried 
out by Hamilton Rating Scales for depression 
and anxiety before the start of the treatment and 
at the end of three and six weeks. A detailed 
report of all side effects was also kept. 


REsuLts 

The results are presented in three sections 
according to the following threefold aims of this 
project: (a) to determine the nature of the 
depressive illness among patients who had failed 
to respond to antidepressants of either group 
when used singly, or to ECT; (b) to systematic- 
ally evaluate the response of these patients to 


>? 
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a combination of amitriptyline and phenelzine; 
and (c) to make a close study of the adverse 
reactions to this combination ‘of antidepressants. 


(a) The nature of depressive illness that proved refrac- 
tory to treatment by MAOIs, a aaidenressanls 
and ECT 
A close study was made of the nature of the 

patients’ depressive illness which proved re- 

fractory to antidepressants of either group used 
alone or to ECT. It was found that none.of 
them suffered from what one would call a typical 

‘endogenous’ or ‘psychotic’ depression. ‘Their 

symptomatology differed in the folowing ways. 

All of them showed considerable overt anxiety, 

and many of them feared being left on their own. 

Early morning waking was not the predominant 

feature of their sleep disturbance, except in 

Case 7. They did not suffer from diurnal varia- 

tion of mood or from appreciable weight loss, 


except for case 12. Their mood was influenced , 


by changes in their life circumstances and iin 
their environment. At no time did the patients 
suffer from depressive delusions or hallucina- 
tions, nor did they express self-depreciatory 
ideas; and they had never suffered from a 
manic illness, 

Another important way in which hee differed 
from patients suffering from endogenous de- 
pression was that none of them had experienced 
distinct depressive episodes with symptom-free 
intervening periods. On the contrary, they 
showed continuous morbidity with periods of 
more marked depression and anxiety. To ascer- 
tain the possible length of their morbidity, a 
record of the number of years from the first 
breakdown was made, and this showed that this 
period varied from o to 25 years (mean 11°33, 
standard deviation 8-4). 
_ Another important finding was the occur- 

rence of fairly marked neurotic or personality 
disorder in nearly all the patients. Patients 2, 4, 
10 and 11 were for years considerably disabled 
with obsessive-compulsive neurosis; patients 1 
and g showed strong hysterical features; patient 
3 was a life-long hypochondriac; and patients 1, 
4, 5, 6, 7 and rr had troublesome phobic 
symptoms, the last being severely disabled for 
over seven years by her phobias relating to 
death. 
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(b) Evaluation of combined antidepressant therapy 

The patients ‘were assessed by Hamilton 
Rating Scales for both anxiety and depression, 
-as anxiety was associated with depression in all 
the patients. The ratings were done before 
starting the treatment, and at the end of three 
and six weeks. Friedman analysis of variance, 
.as described by S. Siegel (1956), was used in the 
statistical ‘analysis of the results, and these 
are presented in Table I. In this method of 
statistical analysis the mean ranks are obtained 
by first ranking each patient’s preference for 
“weeks o, 3 and 6 according to his Hamilton 
rating for each item, so that the higher the 
Hamilton score (the worse the patient’s condi- 
tion), the lower the ranking and the lower the 
Hamilton score (the better the patient’s, condi- 
tion) the higher the ranking. The mean ranks 
for each item are obtained by averaging all the 
patients’ rankings at weeks o, 3 and 6. Thus, ifall 
the patients improve successively in the assess- 
ments carried out at the beginning and at the 
end of three and six weeks the mean ranks would 
be 1, 2, 3. However, if no change is noted in the 
three assessments, the mean ranks would be 2, 
2, 2, as in fact occurs in the item ‘loss of insight’. 
From the mean ranks the value of chi-squared is 
calculated to determine the statistical signifi- 

o cance of the changes in each item. As can be seen 
from Table I, in 22 out of the 32 items the level 
of statistical significance was 5 per cent.or better. 

The improvement, both in depression and 
anxiety, as judged by the rating scales-and the 
overall clinical impression was most striking. 
The patients’ comments on their improvement 
were equally enthusiastic, two of them claiming 
it to be ‘the best treatment’ they had had for 
their condition. Improvement in the phobic 
symptoms was slow to occur, most of it taking 
place after the six weeks assessment period, but 
ultimately it was comparable to that of de- 
pression and anxiety. 

Subsequent progress: The duration of the follow- 
up ranged from seven to twenty-four months 
(mean 16 months). At the time of writing, cases 
2, 3, 4, 5, 6, 9, 10, 11 and 12 were practically 
free of depression or anxiety and had resumed 
their original work or household responsibilities. 
Case 2, a methods engineer, has been offered 
promotion to an executive position, and Case 5 
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has been working for some months after 
having been unable to do so for over four years. 
Cases 2, 4, 5, 10 and 12 are still being main- 
tained on smaller doses of combined anti- 
depressants, Cases 3 and g on amitriptyline alone, 
and Cases 6 and 11 have been off combined 
antidepressants altogether. 

Case 8, who responded very well, was taken 
off the combined antidepressants, but after some 
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time she showed signs of recurrence, largely 
because of serious marital difficulties; she has 
now been put back on combined antidepressants 
which probably should not have been stopped 
as soon as they were. Case 1 had recurrent 
fainting attacks and for that reason combined 
antidepressants had to be stopped. Because of 
the return of his symptoms he had the operation 
of stereotactic tractotomy to which he responded 


TABLE I 
Results 
Mean ranks at week 
Hamilton rating scores Chi?(x)*  Signifi- 
o 3 cance 
Depression items 
Depressed mood 1°00 2°09 2'91 20°18 . 5 
Guilt Bi 1:05 2:18 2°77 16°95 S 
Suicide x 1-09 2°36 2'55 13°82 S 
Insomnia initial 1°36 2°32 2'32 6-68 S 
Insomnia middle 1°59 2°27 2'I4 2°86 NS 
Insomnia delayed 1-68 2°23 2°09 1°77 NS 
Work and interest 1-00 2-18 2°82 18-73 S 
Retardation .. 1°55 2°23 2°32 7°95 S 
Agitation 1°45 2'05 2°50 6-05 5 
Anxiety psychic 1°05 aig 2°82 17°59 S 
Anxiety somatic ia 1'05 2'18 2°77 16-95 S 
Somatic symptoms gastrointestinal 1°55 2°05 Q°4l 4°14 NS 
Somatic symptoms general 1-36 2-09 2°55 7°82 S 
Genital symptoms : 01°45 2:293 2°32 4°95 NS 
Hypochondriasis 1°92 2°18 2'50 8-23 S 
Loss of insight 2 2 2 — NS 
Loss of weight 1°50 2'18 2'932 4'23 NS 
Anxiety items 
Anxious mood 1°05 2-09 2°86 18-92 S 
Tension 1°00 214 2°86 19-41 S 
Fears .. 1°36 2°23 2'41 6-86 S 
Insomnia . 1'05 2°36 2°59 15°32 S 
Intellectual (cognitive) 1°27 2°09 2'64 10°36 S 
Depressed mood .. 1-00 2'09 2'91 20°18 S 
Somatic general muscular) 1-18 2°32 2°50 11°29 S 
Somatic general (sensory) . 1°41 2+23 2°96 5°86 NS 
Cardiovascular system 1°82 2°05 2'14 0:59 NS 
Respiratory system .. 1°73 2°05 2°23 141 NS 
Gastrointestinal system 1°18 2°36 2°45 11°09 S 
Genito-urinary system 1-09 2'27 2°64. 14°36 S 
Autonomic system .. 1-00 2°23 2:77 18-14 S 
Behaviour at interview (general) . 1-23 2°23 2°55 10°41 S 
Behaviour at interview (physiological) 1°55 2°23 2°23 3'41 NS 


S—Significant at 5 per cent level or better. 
NS—Not significant. 
Chi-sq 


has two degrees of freedom throughout. 


Friedman analysis of variance was used in the statistical analysis as given in S. Siegel, Non-parametric 


Statistics for Behavioural Science (1956) (see text). 
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very well. Case 7, who showed the poorest 
response initially, improved considerably over 
the months, but recently he has relapsed, in spite 
of still being on combined antidepressants, and 
has had to be re-admitted. 


(c) Side-effects 

The side-effects experienced by the patients 
and their severity are presented in Table II. 
On the whole they were no greater than those 
experienced with both types of antidepressants 
used singly. Certain side-effects require further 
comment. 

Recurrent fainting attacks occurred in Case 1, 
but they were equally troublesome when he was 
on MAOI alone. Occurrence of paraesthesia in 
six cases, and ulcers in the mouth in five cases, 
was surprisingly high. However, these side 
effects were very mild indeed and probably 
would have not been mentioned if the patients 
had not been repeatedly asked about them. 

“Toxic psychokinetic reaction’ occurred in 
Case 3 about ten weeks after the commencement 
of combined antidepressants, and in Case 9 
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after sixteen weeks but in a very mild form. 
This reaction has been described by Ayd (1961) 
in patients treated with MAO inhibitors. 
Though the reaction superficially resembles a 
manic state, it is really more like the excitatory 
state produced by stimulants such as ampheta- 
mine. The salient features are: (a) no prior 
history of elation or excitement; (b) clinical 
condition of excitement with overactivity rather 
than of true elation; (c) some degree of ‘toxicity’ 
which at times appears as a confusional state, 
and (d) much more prompt recovery on stopping 
the medication than is usually the case in 
hypomania or mania. In Case 3 this reaction 
cleared within three or four days of replacing 
the antidepressants by chlopromazine, and in 
Case g on stopping phenelzine but continuing 
amitriptyline. 

Excessive weight gain is the most frequently 
reported side effect of combined antidepressant 
therapy, but in this series weight gain was not so 
marked, probably because the patients were 
more severe and long-standing cases. However, 
in some of the patients, over a longer period, 


Taste II 
Side~effects 


e ‘Light-headedness’ 
Fainting attacks 
Fatigue 
Nausea 
Constipation .. 
Visual disturbance 
Sweating 
Ocdema ss 
Dryness of mouth 
Paraesthesia . i 
Ulcers in the mouth .. 
“Toxic psychokinetic 

reaction .. ah 
Increased appetite 
Weight gain in 6 weeks 
of assessment (kg.) .. 
Weight gain as % of 
body weight 
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weight gain proved to be a problem; for instance 
ane oe pune 15°5 kg. and 12:7 kg. 
respectively. 


Discussion 


The number of patients who proved refractory 
to both groups of antidepressants and to ECT 
over a two-year period was far less than expected. 
Another unexpected finding was that none of 
the refractory patients suffered from a typical 
‘endogenous’ or ‘psychotic’ depression; their 
condition was what could best be described as 
‘neurotic’ depression. 

The possible reason for the paucity of cases 
could be the establishment of a thriving lithium 
clinic at the hospital about the same time as the 
starting of the trial. Many cases who would 
have been referred for this trial were probably 
being treated by lithium. It is also possible that 
patients suffering from ‘psychotic’ depression 
were more often considered for lithium therapy, 
and this could be the reason why there were no 
cases of ‘psychotic’ depression among the 
refractory cases of depression chosen for com- 
bined antidepressant therapy. 

The study suggests that combined anti- 
depressant therapy is a, very effective form of 
treatment in refractory cases of depression. 
Ideally the patients’ response to the therapy 
should have been compared with that of a 
similar control group. However, in this trial 
the patients have acted as their own controls, 
as they had previously failed to benefit, some- 
times over long periods, to a variety of anti- 
depressants of both classes, as well as to ECT. 

One would not expect combined anti- 
depressant therapy to have any effect on the 
underlying neurotic or personality disorders 
which were so frequently found among the 
refractory cases of depression in this series. 
However, it was found that relieving the patients’ 
depression and anxiety enabled them either to 
resolve or to make better adjustments to their 
neurotic and personality difficulties. It also made 
psychotherapy and behaviour therapy possible 
when previously the patients were considered 
intractable by both these forms of treatment. 
As the resolution of neurotic and personality 
difficulties usually takes a long time, it is neces- 
sary to protect the patient against relapse by 
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continuing antidepressant therapy during this 
period, which may be many months or even 
years. 

Gander (1966) and Pare (1965) are of the 
opinion that amitriptylme is safer than imi- 
pramine for combination with MAOIs. This 
appears to be the case from the review of the 
literature on combined antidepressants. In 20 
of the 28 reports on adverse reactions mentioned 
earlier, imipramine was combined with an 
MAOI. In four reports (Guilmot et al., 1967; 
Hills, 1965; Lockett et al., 1965; Singh, 1960) 
severe reaction followed when i imipramine was 
given parenterally to patients already on a 
MAOI, and it would therefore seem advisable 
not to give antidepressants parenterally when 
used in combination (Gander, 1966; Lancet, 
1965; Pare, 1965; Winston, 1971). 

Experiments carried out by Loveless” and 
Maxwell (1965) on rabbits to determine toxic 
reactions to combinations of antidepressants 
also-suggest that amitriptyline and particularly 
trimipramine, are safer than imipramine when 
combined with MAOIs. These authors noted 
that when rabbits premedicated with MAOIs 


(tranyleypromine, nialamide or phenelzine) 
` were given imipramine, fatal hyperpyrexia with 


hyperexcitement occurred in a large proportion 
of animals. The incidence of such reaction was 
lower with amitriptyline and absent with 
trimipramine. 

More needs to be known about combined 
antidepressant therapy before it is recognized 
as an effective and safe method of treating 
refractory depressive illnesses, and it is hoped‘ 
that controlled studies with larger groups of 
patients will be forthcoming. There is also the 
need to find out the safest and most effective 
combination, the reasons for adverse reactions 
when they occur, and the most effective way of 
treating them. 


SUMMARY 

Patients suffering from depressive illnesses 
which proved refractory to treatment by tricyclic 
antidepressants, MAOIs and ECT were collec- 
ted for a trial on a combimation of phenelzine 
and amitriptyline. The patients who had proved 
refractory to treatment were all found to be 
suffering from ‘neurotic’ depression with long- 
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standing neurotic and personality disorders. 
Combined antidepressant therapy proved to be 
significantly more effective than the previous 
antidepressant treatment, Adverse reactions to 
combined antidepressants were no worse than 
to antidepressants used singly. The possible 
reasons for the adverse reactions reported in the 
literature are discussed, and the ways of pre- 
venting them are suggested. 
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A Serological Study on Mentally Ill Patients 


With Particular Reference to the Prevalence of Herpes Virus Infections 


By ERIK LYCKE, RAGNAR NORRBY and BJORN-ERIK ROOS 


It is known that different mental symptoms 
may occur as early symptoms of acute viral 
meningoencephalitides. In herpes virus (HSV) 
infections of the central nervous system (CNS) 
the appearance of these symptoms is well 
documented (Juel-Jensen and MacCallum, 
1972). The recurrence of psychotic symptoms 
in cases of recurrent HSV infections has also 
been described (Shearer and Finch, 1964; 
Drachman and Adams, 1962). In recent years 
serological observations of the prevalence of 
HSV antibodies in patients with psychiatric 
disorders have suggested a possible association 
of HSV infections with aggressive behaviour 
(Cleobury et al., 1971), as well as with psychotic 
depressions (Rimon and Halonen, 1969). 

This study presents serological findings with 
various virus antigens in patients with differing 
psychiatric disorders. The possible association of 
mental illness with virus infections is discussed 
against the background of the effect of virus 
infections on brain monoamine metabolism and 
the observations of viral latency in infections of 


the CNS. 


MATERIAL AND METHODS 

Patienis and controls 

Serum specimens were obtained from 539 patients 
ofa Swedish hospital (A) for acute and chronic psychi- 
atric disorders. Of these patients, 35 were diagnosed 
as unipolar and bipolar depressive psychoses, 327 as 
schizophrenic psychoses, and 105 as cases of senile 
and atherosclerotic dementia, Seventy-two patients, 
not belonging to any of these three categories, were 
classified in a fourth group consisting of various 
diagnoses. Among these were chronic alcoholics, 
oligophrenics, epileptics with complicating psychoses, 
patients with true paranoia and patients with neurotic 
syndromes, to mention only the most common ones. 

From another hospital (B), blood specimens were 
obtained from a group of g criminals with a history of 
aggressive behaviour and from 8 criminals with 


psychiatric disorders who were not considered as 
aggressives, 

Healthy individuals of varying ages were used as 
reference controls. These included groups of 40 to 80 
individuals from <0°5 to >>50 years of age, in total 
387 persons, and in addition a group of 100 blood 
donors (mean age 34 years) were studied. The male 
versus female prevalence was approximately the same 
in all the groups of patients and controls, except for the 
ageressives and their corresponding controls, who 
were all males. 


Serology 

A complement fixation (CF) method was used 
according to Sever (1962) with minor modifications. 
The antigens of herpes simplex virus (HSV), cyto- 
megalovirus (CMV), varicella-zoster virus (VZV) 
and measles virus (MV) were all prepared in our 
laboratory. Four units of antigen and two units of 
complement were employed. Titres were expressed 
as log, values. 

As a neutralization test (NT), a combined plaque- 
reduction and immuno-inactivation test was per- 
formed. HSV type 1 virus was incubated (0-1 ml.) 
with o-g ml. of the serum specimen for one hour at 
room temperature and then at 4°C. overnight. 
Subsequently the virus-serum mixtures were serially 
diluted ten-fold, and each dilution was tested for 
residual contents of plaque-forming units on green 
monkey kidney cultures. The results of the NT were 
expressed as the differences of residual virus infectivity 
between virus incubated with antibody-free serum 
or Hanks’ salt solution, and virus incubated with the 
serum specimens of the patients studied. Cell cultures 
were prepared according to conventional techniques. 

The presence of hepatitis-associated antigen (HAA) 
was tested for, using a mucromodification of the 
double-diffusion-in-gel method (Wadsworth, 1957), 
with agarose gel prepared according to Prince (1968). 


RESULTS 
The age distribution of the 539 patients from 
hospital A are presented in Fig. 1. The mean 
ages for the depressive patients, the schizo- 
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phrenics, the demented and the patients with 
‘other disorders’ were 59, 59, 79 and 61 respect- 
ively. It is seen that there was a considerable 
variation in age not only within each group of 
patients but also between the groups. For 
evaluation of the serological results it was there- 
fore deemed necessary to make a fairly broad 
study of the antibody prevalence, relative to age, 
among healthy individuals. 

Figs. 2 and 3 present prevalence and mean 
titres of CF antibodies in healthy controls from 
<o'5 to >50 years of age against HSV, CMV, 
VZV and MV, respectively. The columns 
represent the mean titres of the age groups, 
and the curves show the percentage of antibedy- 
positive cases. 

The two periods of life, 2 to 6 and 15 to 20 
years, when HSV infections occur most com- 
monly, are shown in Fig. 2. Of the adult age 
groups 54 to 68 per cent were found serologically 
positive, with mean titres varying from 2'3 to 
2-6 log, units. 


The CMV serology demonstrated prevalence 
of immunity in early infancy and a gradually 
increasing number of serologically positive 
individuals from the age group of 2 to 5 years. 
Fifty-six to 65 per cent among the adult age 
groups demonstrated antibodies. The mean 
titres against CMV varied in adults from 2'5 to ° 
2'9 loga units: 

Against VZV a relatively lower number of 
serologically positive individuals was observed. 
The young age groups, in whom most infections 
occurred, were easily discernable. Among adults 
24 to 41 per cent demonstrated antibodies. 
The mean titres of these age groups varied from 
115 to 2°2 log, units. 

The antibody profile against MV, finally 
revealed an increasing number of infections 
starting from the 9-to-5-year age group and 
reaching a maximum, 85 per cent, of serologic- 
ally positives in the II to 20 year age group. 
From this age on there was a gradually falling 
percentage of antibody positives. In subjects 
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Fio. 2.—Prevalence of CF antibodies against herpes simplex 
type 1 virus (HSV) and cytomegalovirus (CMV) in age 
groups from <0-5 to > 50 years of healthy individuals. The 
curves represent mean-titres expressed inlogg units. 


more than 50 years old 50 per cent had anti- 
bodies against MV, with a mean titre of 2'5 
logs units. 

Table I demonstrates the occurrence of CF 
antibodies in the groups of mentally ill patients. 
The prevalence of antibodies against measles 
was in all groups of patients of the same order 
of magnitude or lower than that found for the 
blood donors. The lower prevalence in the 
patient groups seems explicable by the gradual 
disappearance of MV antibedies with ageing 
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Fic. 3.—Prevalence of CF antibodies against ee 
zoster virus (VZV) and measles virus 

groups from <o-5 to >50 years of healthy individuals, 
The curves represent mean-titres expressed in log, units. 


in adults. Thus, the lowest prevalence of 
measles antibodies was found for the group of 
old demented patients and the highest pre- 
valence in the group of patients with ‘other 
disorders’ which also contained the relatively 
larger number of younger individuals. 

For the herpes viruses a different picture was 
observed. Patients diagnosed as schizophrenic or 
belonging to the group of ‘other disorders’ did 
not differ significantly from what was observed 
for the blood donors or other control groups of 
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healthy adults. On the other hand, a significantly 
(p < 0:01) higher prevalence of HSV, CMV 
and VZV antibodies was revealed both in the 
group of patients with depressive psychoses and 
in that of patients with dementia than in the 
controls, the only exception being the low 
prevalence of antibodies against VZV in the 
demented patients. 

In the groups of healthy controls a relatively 
good correlation between percentage of anti- 
body-positive individuals and mean titres was 
observed. Table II shows that this was also the 
case in the groups of the mentally ill patients, 
For all the patient groups the mean titres against 
HSV and CMV were higher than in the con- 
trols. However, these differences were statistic- 
ally significant (p < 0-001) in the case of CMV 
antibodies only in the patients with dementia, 
and in the case of HSV antibodies in the groups 
of depressive and of demented patients. 

The sera were tested also for the presence of 
HAA-antigen and antibody. In only one of the 
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patients belonging to the group of patients with 
‘other disorders’ was the presence of HAA- 
antibodies demonstrable. 

In another series of tests, sera from g criminal 
and aggressive psychopaths and 8 criminals with 
psychiatric disorders but without a history of 
aggressive behaviour were studied by means of 
CF and NT techniques. No differences in 
number of CF antibody positive cases, mean 
titres of CF antibodies against the three different 
herpes viruses or MV were detectable. Five of the 
9 aggressive and 5 of the 8 non-aggressive 
patients demonstrated CF antibodies against 
HSV. Nor was any statistically significant 
difference demonstrable in neutralizing capacity 
between sera from aggressive and non-aggressive 
patients. Seven of the aggressive and 7 of the 
group of non-aggressives were found to have 
neutralizing antibodies against HSV type 1 
virus; the mean values of neutralization was 
1'97 and 2°48 log,, units respectively. 


TALLE I 
Prevalence of complement-fixing antibodies in 539 mentally diseased patients and 140 controls 




















Positive against 
HSV CMV VZV MV 
Patients No. —— m 

No % No. % No % No. % 
Depressive 35 3I 89 24 69 19 54 14 40 
Demented .. 105 94 go go 86 29 28 39 37 
Schizophrenic. 327 2931 at 185 57 8 24 133 41 
Other disorders .. 72 52 72 45 63 17 2 47 65 
Blood donors 100 67 67 50 50 37 37 64 64 
> 50 years of age .. 40 22 55 26 65 15 38 20 50 

Taste IT 
Mean titres (log, units) of complement-fixing antibodies in mentally diseased patients and in two groups of controls 
Mean titre 
Patients No. 
HSV CMV VZV < MV 

Depressives 35 4140:24 3'6+0'34 2'4 0'23 2:24-0:29 
Demented .. 105 3°8--0-12 4‘40°1 190-12 2°I--0°12 
Schizophrenic + 327 3°2-+0°09 3o-Lorll 1+7-+0°08 2°4--0°10 
Other disorders .. 72 3°5-b0-25 3°8+0-28 1+5-+0°28 3°3+0°23 
Blood donors . 100 280414 2°8+0:20 1-8+0-13 3-g+0-a1 
> 5o years of age .. 40 2'4--0-20 2+9+0-24 2°0-+0°22 2°5-+0°28 
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Discussion 

It is well known that infections of the CNS 
may be associated with mental disorders. Virus 
infections in particular have been looked for as 
possible aetiological factors in mental illnesses of 
unknown origin. An increased incidence of 
depression is often encountered after epidemics 
of viral infections, such as influenza. Mental 
symptoms ranging from anxiety to psychotic 
behaviour are observed not only in rabies but 
in patients with encephalitides caused by other 
viruses, e.g. HSV (Drachman and Adams, 
1962). It is reasonable to assume that in these 
patients the symptoms are results of altered 
neuronal activity or a changed neuronal re- 
activity in certain parts of the CNS. Findings 
that experimentally induced HSV encephalitis 
is associated with increased neuronal activity 
and raised turnover of catecholamines and 5- 
hydroxytryptamine (5-HT) (Lycke et al., 1970) 
have supported this theory. The increased 
synthesis and turnover of the brain monoamines 
(Lycke and Roos, 1972) is, in fact, reflected in 
the behaviour of the HSV-infected animals and 
can be influenced by substances known to 
interact with synthesis and function of the 
transmitters (Lycke and Roos, in press). In 
HSV-infected mice with a raised catecholamine 
turnover the excitement induced by the infec- 
tion can be developed to aggressive behaviour 
by the administration of p-chlorophenylalanine, 
an inhibitor of the 5-HT formation (Lycke et al., 
1969). 

Cleobury et al. (1971) reported that HSV 
“type 1 neutralizing antibodies were more 
prevalent in 13 aggressive psychopaths than 
in the non-aggressive controls investigated. The 
present study revealed antibodies among 7 of g 
aggressive psychopaths. However, 7 of the 8 
controls, psychopaths without history of aggres- 
sion, also showed presence of antibodies. Obvi- 
ously materials with rigorously defined control 
groups will have to be examined. 

Although acute viral infections of the CNS 
may induce increased neuronal activity, it is also 
obvious that, at least under experimental condi- 
tions, reduced synthesis and turnover of brain 
monoamines may follow. In mice which were 
infected as newborn with low-virulent virus 
strains of coxsackie B4 and survived ‘the infec- 
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tion, a drastic reduction of brain contents ot 
catecholamines and 5-hydroxytryptamine was 
demonstrable when the animals were examined 
two months after the acute infection (Lycke and 
Roos, 1971). In man a depletion of 5-hydroxy- 
tryptamine has been observed in cases of 
depressive suicide (Shaw et al.,1967), and the 
influence on monoamine turnover are among the 
basic actions of antidepressive drugs (Carlsson, 
1967). 

Rimon and Halonen (1969) have observed 
that the prevalence of CF antibodies against 
HSV was higher in patients with depressive 
psychoses than among patients with other 
psychiatric disorders or healthy controls. Their 
observations are in agreement with the present 
study. A rignificantly higher prevalence of anti- 
body and a higher mean antibody titre against 
HSV were found in patients with depressive 
psychoses than in control groups of healthy 
individuals. Besides, a higher prevalence of 
antibodies against VZV was observed in these 
patients. Cross-reactivity in CF tests (Kaspen- 
berg, 1964; Ross ef al., 1965) occurs between 
HSV and VZV antigens and this might have 
modified the results. However, the relatively 
higher prevalence and antibody titres against 
HSV suggest that this would influence the 
serology with VZV rather than with HSV. 

Significantly increased prevalences of anti- 
bodies against HSV as well as against CMV were 
observed also in the group of demented patients, 
but not in schizophrenics nor in the group of 
patients with other psychiatric disorders. The 
latter consisted mainly of chronic alcoholics or 
oligophrenics. In particular, the antibody level 
against CMV was high. It must be remembered 
that there exist age specific prevalence rates of 
antibodies against CMV. Such age-associated 
differences were demonstrable among the 
controls studied and have been discussed pre- 
viously (Wentworth and Alexander, 1971). 
As the demented patients were considerably 
older than the subjects of the other groups of 
patients or the controls, it is possible that this 
age-difference alone may be responsible for the 
higher prevalence of CMV antibodies observed. 

Another factor of importance may be the 
difficulty in maintaining normal hygienic condi- 
tions among demented patients. These patients 
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would consequently be more exposed to infec- 
tions than most other categories. It may be 
argued that the failure to demonstrate HAA 
among the 539 patients studied does not suggest 
a high risk of infections among the patients. 
Several reports have indicated that mental 
hospital patients are particularly prone to be 
carriers of HAA (Szmuness et al., 1970; Norden- 
felt et al., 1971). It is obvious, however, that 
serological findings in this category of patients 
must be interpreted with great caution. 

Recent studies have emphasized the role of 
the intraneuronal route of transportation for 
localization of HSV to the CNS (Kristensson et 
al., 1971; Hill et al., 1972). Latent HSV infec- 
tions in nerve ganglia have been demonstrated 
in different experimentally infected animals 
(Stevens and Cook, 1971; Stevens æt al., 1972). 
Although there is proof that herpes encepha- 
litides may represent reactivation of latent 
infections, it is not known if this is a regularly 
occurring phenomenon (Leider et al, 1965; 
Olson ct al., 1967). However, with regard to the 
overall incidence of latent reactivable infections 
of herpes viruses, it may not be too unreasonable 
to assume that reactivations of CNS infections 
may occur more often and with other clinical 
manifestations of CNS origin than has been 
hitherto known. 


SuMMARY 


The prevalence of antibodies against members 
of the herpes virus group and the measles virus 
was studied in 539 patients with various psychi- 
atric disorders. Patients with unipolar or bipolar 
depressive psychoses and senile or atherosclerotic 
dementia had a significantly higher incidence of 
herpes simplex virus and cytomegalovirus anti- 
bodies than was found in schizophrenics or 
patients with other psychiatric disorders or in 
groups of healthy controls. In addition, the 
occurrence of neutralizing antibodies against 
herpes simplex virus type 1 was examined in 9 
criminals with a history of aggressive behaviour 
and in 8 criminals with psychiatric disorders who 
were not considered to be aggressive. No 
statistically significant difference in prevalence 
or titres between the two groups was demon- 
strable. The results are discussed against the 
background of recent findings of the effect of 
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virus infections on brain monoamine meta- 
bolism and observations of viral latency in CNS 
infections. 


ACKNOWLEDGEMENT 


This study was supported by Grant B 73-04X-2728-05B 
from the Swedish Medical Research Council. 


REFERENCES 


CarLsson, A. (1967). Basic actions of psychoactive drugs.’ 
Int. F. Neurol., 6, 27-45. 

Cxzosury, J. R, Samer, G. R. B., THouess, M. E. 
and Wrony, P. (1971). ‘Association between psycho- 
pathic disorder and serum antibody to herpes simplex 
rau OPE Brit, med. J., i, 438-9. 

Dracuman, D. A., and Anas, R. D. (1962). ‘Herpes 
simplex and acute inclusion-body encephalitis.’ 
Arch. Neurol., 7, 45-63. 

Har, T. J, Feo, H. J., and Room, A. P. C. (1972). 
‘Intra-axonal location of herpes simplex virus parti- 
cles.’ F. Gen. Virol., 15, 253-5. 

Jue.-Jenson, B. E, and MacCatium, F. O. (1972). 
Herpes Simplex, Varicella and Zoster, Clinical Manifesta- 
tions and Treatmeni. London: Wiliam Heinemann 
Medical Books. 

Kasrensen, J. G. (1964). ‘Possible antigenic relationship 
between varicella/zoster virus and herpes simplex 
virus.’ Arch. ges. Virusforsch.. 15, 67-73. 

Keusrensson, K., Lyoxe, E., and Sjosrranp, J. (1971). 
‘Spread of herpes simplex virus in peripheral nerves.’ 
Acta Neuropath. (Berl.), 17, 44-53- 

Lemmer, W., Macorrm, R. L., , F. H., and 
Leonards, L. N. R. (1965). ‘Herpex simplex virus 
encephalitis: its possible association with reactivated 
latent infection.” New Engl. J. Med., 273, 341-7. 

Lyo, E., Monos, K., and Roos, B.-E. (1970). ‘The 
monoamine metabolism in virus encephalitides of the 
mouse. I, Virological and biochemical results.’ 
Brain Research, 23, 295-46. 

——— (1969). ‘Aggression in mice associated 
with changes in the monoamine metabolism of the 
brain.’ Experientia (Basel), 25, 951-3. 

~- and Roos, B.-E. (1972). ‘The monoamine meta- 
bolism in virus encephalitides of the mouse. II. 
Turnover of monoamines in mice infected with 
herpes simplex virus,’ Brain Research, 44, 603-13. 

). ‘The monoamine metabolism in virus 
encephalitides of the mouse. III. Evidence for in- 
duction of excitation by increased activity of adre- 
nergic neurons in herpes simplex virus infection.’ 
In press. 

~~ (1971). Results presented at the second meeting 
of Scandinavian Virologists, Lammi. 

Norpenrext, E., ANpREN-SANDBERG, M., LUNDQUIST, À., 
and HENRIKON, H. (1971). ‘Persistence of Australia 
(Au-) antigen among patients in an institution for 
mentally retarded and its relation to chronic liver 
disease.’ Scand. F. inf. Dis., 3, 103-7. 





BY ERIK LYCKE, RAGNAR NORRBY AND BJGRN-ERIK ROOS 


Orson, L. G., Borsaner, F. L., ARTENSTEN, M. S., and 
Parsman, P, D. (1967). Herpes virus infection of the 
central nervous system.’ New Engl. J. Med, 277; 
1271-7, 

Parmar, A. M. (1968). ‘An antigen detected in the blood 
during the incubation period of hepatitis.’ Proc. Nat. 
Acad. Sci. USA, 60, 814-21. 

Ramon, R., and HALONEN, P. (1969). ‘Herpes simplex virus 
infection and depressive illness.’ Dis. nero. Syst., 30, 
398-40. 

Ross, C. A. C., SUBAK-SHARPE, J. H., and Frrry, P. 
(1965). ‘Antigenic relationship of varicella-zoster and 
herpes simplex.’ Lancet, tt, 708-11. 

Szver, J. L. (1962). ‘Application of a microtechnique to 
viral serological investigations.’ 7. Immunol., 88, 920-9. 

Saw, D. M., Caurs, F. E., and Ecarrsron, E. G. (1967). 
‘s-hydroxytryptamine in the hind-brain of de- 
pressive suicides.’ Brit. J. Psychiat., 113, 1407-11, 


i 279 


SHEARER, M. L., and Finan, S. M. (1964). ‘Periodic 
organic psychosis associated with recurrent herpes 
simplex.’ N. Engl. J. Med., 271, 494-7. 

Srevens, J. G., and Coor, M. L. (1971). ‘Latent herpes 
virus in spinal ganglia of mice.’ Science, 173, 849-5. 

—— Nespurn, A. B., and Coox, M. L. (1972). ‘Latent 
herpes simplex virus from the trigeminal ganglia of 
rabbits with recurrent eye infection.’ Nature New 
Biology, 235, 216—7. 

Szmuness, W., Prax, R., and Prinag, A. M. (1970). “The 
serum hepatitis virus specific antigen (SH): A pre- 
liminary report of epidemiologic studies in an institu- 
tion for the mentally retarded.’ Amer. J. Epid., 92, 
51-61, 

WanswortTa, C. (1957). ‘A slide microtechnique for the 
analysis of immune precipitates in gel.’ Int. Arch. 
Allergy appl. Immunol., 10, 355-9. 

WENTWORTH, BERTTINA, B., and ALEXANDER, E. R. (1971). 
‘Seroepidemiology of infections due to members of the 
herpes virus group.’ Amer. J. Epid., 94, 496-507. 


A synopsis of this paper was published in the September 1973 Journal. 


Erik Lycke, {.D., 
Ragnar Norrby, M.D., 
Björn-Erik Roos, M.D., 


Department of Virology, Institute of Medical Microbiology, University of Göteborg, Guldhedsgatan roB, 


413 46 Göteborg, Sweden 


(Received 13 March 1973) 


Brit. F. Psychiat, (1974), 124, 280-7 


Cerebrospinal Fluid pH and Monoamine and Glucolytic 
Metabolites in Alzheimer’s Disease 


By C. G. GOTTFRIES, A. KJALLQUIST, U. PONTEN, B. E. ROOS 
and G. SUNDBARG 


INTRODUCTION 


Determinations of acid monoamine meta- 
bolites, such as homovanillic acid (HVA) and 
5-hydroxyindoleacetic acid (5-HIAA), in cere- 
brospinal fluid (CSF) give valid information 
on the metabolism of the corresponding amines 
in the brain tissue (Moir et al, 1970; Roos, 
1970). The monoamine metabolites in the CSF 
are related to age. The concentrations of HVA 
and 5-HIAA increase with age (Gottfries et al., 
1971). Probenecid blocks the elimination of 
HVA and 5-HIAA from brain tissue to blood 
(Neff et al., 1964, 1967; Werdinius, 1966) and 
from CSF to blood (Guldberg et al., 1966; 
Olsson and Roos, 1968). Probenecid thus 
normally induces an increase in the concentra- 
tions of the acid monoamine metabolites in the 
CSF, which is related to the turnover of mono- 
amines in the brain tissue. 

Studies of CSF from patients with presenile 
and senile dementia have shown lower, con- 
centrations of HVA and 5-HIAA than obtained 
in control series (Gottfries et al., 1969, 1970). 
In these studies the increase in HVA and 
5-HIAA concentrations during probenecid treat- 
ment was found to be less than normal in 
Parkinson’s disease and in depressive psychoses, 
indicating disturbances of the metabolism of 
dopamine (DA) and 5-hydroxytryptamine 
(5-HT) in the brain tissue (Olsson and Roos, 
1968; Roos and Sjéstrom, 1969). 

Reduction of cerebral blood flow (CBF) and 
oxygen metabolism (CMRO.) in dementia 
was first demonstrated by Scheinberg (1950), 
and its correlation with the degree of mental 
impairment was studied by Lassen eż al. (1957). 
Regional differences of CBF were found in 
‘presenile and senile dementia by Ingvar and 
Gustafson (1970) and Obrist et al. (1970). 


However, a decrease in CBF or CMRO, does 
not give an answer to the question whether 
tissue hypoxia is prevailing or not. Thus a 
reduction of the functional state of the brain 
(as, for instance, in anaesthesia) might give 
exactly the same changes in CBF and CMRO, as 
those seen in ischaemia consequent on impair- 
ment of the blood supply to the brain. ; 
Brain hypoxia on the cellular level can be 
demonstrated by secondary changes in glucose 
metabolism. An increased rate of glucolysis 
occursin hypoxic conditions (Cohen et al., 1967), 
and the levels of lactate and pyruvate in the 
tissue will rise. The lactate/pyruvate (L/P) ratio 
will increase in hypoxia as the result of a 
reduction in the NADH/NAD+ system accord- 
ing to the lactic dehydrogenase (LDH) equili- 
brium 


NADH L Kim 


NAD+ P (H+) 
where Kypy is the equilibrium constant and 
(H+) is the hydrogen ion activity. 

Both lactic and pyruvic acids diffuse readily ° 
into the CSF. It is well established that the 
lactate and the L/P ratio of the CSF increase in 
parallel with the corresponding -intracellular 
changes in acute hypoxic conditions (Kaasik 
et al., 1970; SiesjS and Nilsson, 1971). 

Direct measurement of intracellular para- 
meters is more or less impossible in clinical 
studies. Lactate and pyruvate values in CSF 
have been used to indicate tissue hypoxia both 
in subacute conditions like neonatal asphyxia 
(Svenningsen and Siesj6, 1972) and in sub- 
arachnoid haemorrhage (Granholm and Kag- 
strom, 1973), as well as in chronic disorders 
like infantile hydrocephalus (Granholm and 
Siesj5, 1971). 
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The objective of the present study was to 
investigate whether signs of brain tissue hypoxia 
occur in patients with Alzheimer’s disease, and, 
if so, to correlate such findings with the degree 
of dementia and with signs of disturbances of 
the metabolism of cerebral monoamines. 


MATERIAL AND METHOD 

Fifteen in-patients of a mental hospital, 12 women 
and 3 men, with Alzheimer’s disease were the 
subjects studied. The diagnosis was made on clinical 
grounds, viz. symptomatology, neurological examina- 
tion, and neuroradiological and electroencephalo- 
graphic investigations (Sjdgren et al., 1952). The age 
of the patients at the time of the study varied between 
57 and 73 years of age (66.045.1 mean-{S.D.); 
the age at the onset of the disease was 50-67 years 
(59.1+5.4). The study began in 1969. At the end 
of 1972, 10 of the 15 patients had died; histological 
sections of the brains were obtained in 8 cases, In 
seven of these the diagnosis of. Alzheimer’s disease 
was verified; in the eighth case that was verified 
histologically there was ‘a marked arteriosclerosis of 
the brain’ and ‘a generalized senile brain atrophy’. 
There was in this case a pronounced gliosis and a 
blurring of the cortical layers, with a considerable 
reduction in number of nerve cells, especially in the 
second and third layers. The senile plaques were few 
and small in the cortex while they were large and 
occurred frequently in the hippocampus. In small 
arteries there was often large deposits of amorphous 
hyaline debris. Macroscopic dissection of the brain 
was done in one case showing brain atrophy 

and a slight brain arteriosclerosis. 
The degree of dementia was evaluated from rating 
scales for intellectual, emotional and motor functions 
ein demented patients (Gottfries and Gottfries, 1968). 


Sampling procedures 

Four days after complete withdrawal of all medica- 
tion a 15 ml. CSF sample was obtained by lumbar 
puncture in the morning while the patient was still 
in bed. One week later the patients were treated with 
probenecid 0.5 g. 4 times daily for two days and 
0.5 g. twice in the morning the third day before the 
second CSF sample was obtained (Olsson and Roos, 
1968). 

As a strict anaerobic sampling procedure is a 
prerequisite for acid-base studies in CSF, a length of 
soft rubber tubing was attached to the lumbar needle. 
CSF was allowed to fill the tubing, which was then 
occluded with haemostatic forceps. The tubing was 
punctured with a thin injection cannula on a whole 
glass syringe and }~-1 ml. of CSF was gently with- 
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drawn. The syringe and the cannula were pulled out 
together and all air bubbles were carefully expelled 
together with the remaining CSF, leaving the dead 
space of the syringe filled with CSF. The rubber 
tubing was punctured again and 5 ml. of CSF was 
gently withdrawn. Half a ml. of CSF was immediately 
expelled into liquid nitrogen and stored at —85 °C. 
until analysed for lactate and pyruvate. The syringe 
with the rest of the CSF was sealed by pushing the 
cannula into a rubber stopper, and was kept at room 
temperature until the fluid was analysed for pH and 
Pco:. An additional CSF sample of 8 ml. was taken 
for the monoamine metabolite analysis. Before the 
sample for acid-base measurements was withdrawn 
the patient had to be in a respiratory steady state, 
i.e. resting quietly for 4-5 minutes. 


Analytical procedures 

Microelectrodes (Radiometer, Copenhagen and 
Eschweiler & Co., Kiel) operated at a temperature 
of 37 °C. were used for the pH and Poco, measure- 
ments. The electrodes were filled repeatedly until 
2-3 consistent readings were obtained without 
calibration in between. Thus no corrections for 
memory effects had to be applied. The measured 
values were corrected for the measured rectal tem- 
perature of the patient, using correction factors 
given by Mitchell et al. (1965). The bicarbonate 
concentrations were calculated from the Henderson- 
Hasselbalch equation, using CO, solubility co- 
efficients and pKr values given by Mitchell et al. 
(1965). Lactate and pyruvate were determined 
by specific enzymatic spectrophotometric methods 
(Hohorst et al., 1959). The 5-HIAA concentration 
was determined by the method of Ashcroft and 
Sharman (1960), slightly modified, and the HVA 
concentration by the method of Andén et al. (1963). 


RESULTS 

Table I gives the age of the patients and the 
scores for dementia. 

The mean duration of the disease was 7 years 
at the time of the study. The longest survival at 
the end of 1972 was 12 years. 

The patients in this material were heavily 
demented in all three measured qualities, 
several patients reaching maximal or close to 
maximal scores. Some of the patients were 
completely devoid of any psychic reactions and 
were totally uncommunicable. They were 
bedridden and had muscle contractures. 

Fig. 1 gives the CSF lactate concentrations 
and the L/P ratio in the present group before 
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TABLE I 
Age and degree of dementia 
Arithmetic 
mean-+-S8.D. (range) 
Age (yrs.) 66-00 5°05 (57-73) 
Age at onset of disease 
(yrs.) ve ee 59°13 5'44 (50-67) 


Dementia: motor func- 


tions; max. score 45.. 34°67--11°49 ( 8-45) 


Dementia: intellectual 
functions; max. score 
58 wwe we 5 5GHE 14°52 ( 8-58) 
Dementia emotional 
functions; max. score 
R3 we we we 1807 566 ( 4°23) 
25 Lactate 
20 
8 g 
= ie. 2 
: -a 
= o 
6 o 
E 15H 3 E g 
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and during (squares) probenecid loading, com- 
pared to two other materials. The control 
values are from patients admitted to an ambu- 
lant neurological clinic and in whom no signs 
of organic CNS disorders were found (Pontén 
et al, 1968). Another control group was 
obtained from patients, 46 to 64 (55:2-+6-9) 
years old, admitted to a neurosurgical depart- 
ment for Parkinson’s disease. Patients who 
had signs of dementia at psychological testing 
were excluded (Kullberg et al., 1973). The two 
control groups did not differ significantly from 
each other, nor did the values from the 
Alzheimer group before and during probenecid, 
although there was a wide scatter in the latter 
group. 

The L/P ratio was significantly increased in 
the Alzheimer group compared to the control 


25 -Lactate/Pyruvate ratio 6 
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CSF lactate and lactate/pyruvate ratio in Alzheimer’s disease, Parkinson’s disease and normal controls. 

Two sets of values are given for the Alzheimer group, before (circles) and after (squares) probenecid treatment. The lines 
combine pair of values from those patients, who had initial lactate values higher than any of the controls. 
Means -+-S.D. are given for each group. The initial values in the Alzheimer group were compared to the other groups 
(Mann-Whitney U-Test) and the probabilities given below the means. 
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and the Parkinson groups (p < 0-05 and 
p <0-o1 respectively, Mann-Whitney U-Test). 

The lactate concentration was higher in the 
Alzheimer group, but the difference was 
significant only compared to the Parkinson 
group (p < o-or). However, 6 Alzheimer 
patients had higher lactate values than any of 
the patients in the control group. These 6 
patients still had high values after probenecid 
loading (values connected with lines in the 
Fig.), but the high lactate values did not 
correlate with high L/P ratios (see Fig.). 

The pyruvate values (not shown) were almost 
identical in the four groups of sample (o-110-+ 
0'012, o:108-+0'013, o-r1og--o-o1g and 
0-106-+0-027 mmol./kg.). 

The acid-base parameters of the CSF were in 
excellent agreement with normal values given 
by Posner et al. (1965) (Table IT). 

The HVA and 5-HIAA concentrations in 
CSF are given in Table ITI together with two 
control materials. 
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The Alzheimer patients had very low initial 
HVA values, ranging between o and 68 ng./ml. 
A control series (Gottfries et al., 1971) consisting 
of aged volunteers (71-81 years of age) had 
60-+32 ng./ml. Comparison, using age-matched 
pairs from the two materials, showed a significant 
difference (p < 0-01, Wilcoxon test). 

After probenecid loading there was a signi- 
ficant increase in HVA (p < 0:005, Wilcoxon 
test). The increase (—13-135 ng./ml.) was 
compared to another control group (Olsson and 
Roos, 1968) of aged patients (59-94 years of 
age) in hospital for cerebral arteriosclerosis. 
The increase of HVA after probenecid loading 
was significantly less in the Alzheimer group 
(t = 5-00, p < 0001). 

The initial 5-HIAA concentration did not 
differ from age-matched controls. The value at 
probenecid loading was significantly increased 
from the initial value (p < 0-01, Wilcoxon test). 
The increase, 22°5-+27°4 ng./ml., was signi- 
ficantly lower, however, than that found in 




















Tase II 
Acid-base parameters in lumbar fluid 
Poog [HCO;3] 
Group pH mm. Hg m.Eq./1. 
Alzheimer’s disease .. 7°329-+0-025 46-9-+ 3:2 23'444 I°g 
N = 15 (7°279-7°359)  (41'9-52*0) (21 -3-25°7) 
T 37 °G. 
Poster et al., 1965 7'311 40:026 47:9 5°7 22'944 2°39 
= 35 
T 38 °C. 
Tasre IIt 
Monoaminometabolites in lumbar fluid 
5-HIAA ng./ml. HVA ng./ml. 
Increase Increase 
Group N Initial value after Initial value after 
probenecid probenecid 
Alzheimer’s disease 15 35°1gt139-48 22°53+27-42 21°534+16-58 49°93-+44°80 
Age 57-73 y™. 23-66) (—12-93) (0-68) (—13-135) 
Control Gottfries et al., 1971 .. 25 40-+-12 — 6o-+-32 — 
Age 71-81 yrs. (NS) (p < o-o1) 
Control Olsson and Roos, 1968 7 — 50411 — 140-25 
Age 59-94 yrs. (p < 0:05) (p < 0-001) 
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the controls (50411 ng./ml, t 
p < 0°05). 

A correlation analysis was performed between 
all the measured parameters, using the Spear- 
man rank correlation test (Table IV). 

Age at the study and at the onset of the disease 
did not correlate with any of the other variables 
and was omitted from the Table, as were 
pyruvate, Pco, and [HCO;], for which all 
significant correlations either were related to 
other variables or could as well be represented 
by the correlations from related variables such 
as the L/P ratio or the pH. 

The different types of dementia were signi- 
ficantly interrelated (p < 0-1-0-o1). 

Significant correlations were found between 
dementia and HVA turnover, lactate, and pH, 
signifying that low increase of HVA after 
probenecid, high lactate and acid pH went with 
the worst impairment of intellectual and 


2'48, 


emotional functions. Impairment of motor 


functions correlated only with high lactate. 


The L/P ratio and the 5-HIAA variables 


did not correlate significantly with dementia. 

pH did not correlate significantly with lactate 
or L/P ratio, but pH before probenecid had 
positive correlations with the increase after 
probenecid of HVA (p < 0-025) and 5-HIAA 
(p < 0-10). Low increase after: probenecid 
combined with an acid pH. 

The responses to probenecid were inter- 
related between the analysed monoamine meta- 
bolites. 


Discussion 
Clinical considerations ; 
The diagnosis of Alzheimer’s disease is 


regarded as a difficult problem in clinical ` 


psychiatry. In the present investigation it was 
made on clinical criteria. The results of the 
post-mortem studies corroborated the accuracy 
of the diagnosis. 


Disturbances of monoamine metabolism 

The present study supports further the 
observations that DA and 5-HT metabolism is 
disturbed in dementia of the Alzheimer type 
(Gottfries et al., 1969, 1970). The dopamine 
metabolism is more clearly affected, with low 
initial values and a low increase after pro- 
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benecid, both findings statistically significant, the 
latter also correlated with the degree of intellec- 
tual impairment. 

The signs of impairment of ie 5-HT meta- 
bolism were less marked. The initial 5-HIAA 
concentration in the CSF was not significantly 
decreased compared to age-matched controls, 
but the increase after probenecid was signifi- 
cantly lower than in the control group. 

Some anatomical considerations are necessary 
when discussing metabolite findings. The whole 
pool of DA in the human brain is localized to 
very limited areas within the brain stem and the 
basal ganglia, while 5-HT neurons are dissemi- 
nated in the brain and are found also in the 
spinal cord. The degenerative changes -in 
Alzheimer’s disease are mainly found within 
the cortex and the limbic system, but hardly 
ever in the brain stem or the spinal cord (Sjégren 
and Sourrander, 1961). An impaired 5-HT 
metabolism in the bram may thus be less 
adequately reflected in lumbar CSF than 
disturbances in the DA metabolism. 


- Signs of tissue hypoxia 


Both the lactate concentration and the L/P 
ration in lumbar CSF were significantly in- 
creased in-the Alzheimer group compared to 
controls. High lactate levels correlated with . 
severe dementia of all the three types. Sur- 


prisingly enough, the L/P ratio, although 


increased, had no correlation with dementia. 

The actual changes, however, were much 
more discrete than those found in acute situa- 
tions with known brain tissue damage, such af 
brain contusions and brain stem incarcerations 
(Kjallquist et al., 1973). 

It can be argued, however, on similar 
anatomical grounds as were used for 5-HIAA, 
that lumbar CSF may not adequately reflect 
cerebral hypoxia. An exchange of lactate and 
pyruvate may take place between the CSF and 
the spinal cord with a presumably normal 
metabolism. 

Alzheimer’s disease is a slowly progressive 
degenerative disorder and there is a close 
correlation between the degree of dementia 
and the amount, of senile plaques in the brain 
(Blessed and Tomlinsen, 1965). Metabolic signs - 
of tissue hypoxia are likely to occur’ only during 
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with phobic anxiety, 
specific cause —it’s a faceless 
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a transient state when the circulation is inade- 
quate for the still functioning nerve cells. When 
these cells die and are replaced by scar tissue 
the signs of tissue hypoxia should disappear. 
Owing to the protracted course of the disease 
only a small portion of the brain may therefore 
show hypoxic changes at a given moment. 

The present findings thus indicate a disturb- 
ance in the glucose metabolism of the CNS, and 
it cannot be excluded that brain hypoxia is 
present. CSF sampling from the cisterna magna 
or the lateral ventricles would give a better 
reflexion of the metabolic events. Brain biopsy, 
with rapid freezing of the excised tissue from an 
area with developing degeneration, is necessary 
in order to solve the question whether ischacmia 
is of aetiological importance in Alzheimer’s 
disease. 

The relation between acid pH and low turn- 
over of HVA is difficult to interpret, but 
warrants further studies, since pH has usually 
not been controlled in studies of monoamine 
metabolites in the CSF. 


SUMMARY 


5-hydroxyindoleacetic acid, homovanillic 
acid, lactate, pyruvate, pH and Poco, were 
determined in lumbar cerebrospinal fluid from 
patients with Alzheimer’s disease. Dementia 
was measured by means of rating scales. Pre- 
vious findings of an impaired metabolism of 
dopamine and 5-hydroxytryptamine were con- 
firmed and strengthened. There were small but 
significant increases of lactate and lactate/ 
pyruvate ratio, indicating that cellular hypoxia 
may be present in Alzheimer’s disease. The 
mean pH and Peco, did not deviate significantly 
from values measured in normal individuals. 
The dementia variables correlated significantly 
with homovanillic acid, lactate and pH of the 
cerebrospinal fluid. 
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The Estimation of Psychological Genetic Differences 
Between Classes and Races 


By P. A. P. MORAN 


For genetic characteristics controlled by a 
single locus which are such that the degree of 
dominance is not dependent on the environ- 
ment, statistical methods of determining the 
mode of inheritance and the gene frequencies 
are now well understood in principle. If, how- 
ever, there is incomplete penetrance, depending 
on the environment (taken in the wide sense), 
the problem becomes much more difficult, 
especially in human genetics. The situation is 
even worse if the character is dependent on 
several or many loci and such characteristics 
are often very dependent on environmental 
factors. This seems to occur in man in some 
psychiatric diseases and is certainly the case for 
intelligence. The genetical analysis of such 
phenomena is very difficult, and it is essential 
that the mathematical and statistical bases of 
such investigations be carefully understood by 
anyone who undertakes such work. 

A review of recent studies on possible genetic 
differences in intelligence between races and 
classes has been made by S. Scarr-Salapatek 
(1971). She introduces a useful distinction 
between ‘castes’ and ‘(social) classes’. This is not 
always an absolute distinction, nor is the latter 
an exact concept, but they are useful in analysing 
the problems involved. Moreover the distinction 
is closely analogous to the one made in popula- 
tion genetics between ‘demes’ and ‘clines’, and 
the word ‘caste’ is preferable to ‘race’ in human 
studies because the latter often has non- 
scientific connotations. 

A human population is said to be divided into 
‘castes’ if it is divided into two or more identi- 
fiable groups between which there is little or no 
migration or mating, or which are such that the 
offspring of such mating can be readily identi- 
field (and thus eliminated from the sample used 
for investigation). Black and white Americans 


can thus be regarded, to a first approximation, 
as constituting two castes. 

Social classes, although their definition by 
sociologists has a fair degree of conventionality, 
do correspond to something real in society, but 
have a high degree of intermobility and inter- 
marriage, both of which are themselves depen- 
dent on genetic factors. For the purposes of 
statistical investigation it is convenient to use 
the Registrar General’s classification into five 
classes based on occupation, although within 
each of these mating is certainly not at random 
and the distribution of psychiatric disorders 
within each is not at all uniform. In spite of all 
this, there is a rough gradation in class which 
corresponds to the ‘clines’ observed in plant and 
animal populations. 

Suppose that we have some genetically based 
characteristic, dependent on a number of loci, 
which can be readily measured, and suppose 
that we measure it on two different castes. Then 
we may ask if there is a difference in the averages 
of the genetic values of the individuals in the 
two castes. Suppose that the phenotypic values 
of randomly selected individuals from each of 
the two castes are x; and #2. Then, assuming as 
a first approximation additivity of genotypic 
value and environmental effects and lack of 
interaction (not true in general), we may write 
Xi—M, == Gi Pater t, Where gi, g: represent 
the genotypic values of the individuals, and ez, €z 
represent quantities whose difference is the 
difference between the effeets of the two environ- 
ments. Then, taking averages over all the 
members of the castes and denoting these 
averages by capitals, we ean write Xı— X: = 
G,—G,-+-E, —E,. Notice that this equation does 
not require the ¢, and g; to be uncorrelated but 
only that there is no interaction, i.e. they are 
additive. In many cases, such as for intelligence, 
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we can estimate the left hand side of this equa- 
tion by observation, whilst the scientific problem 
is to estimate G:—G.,. To do this we must 
estimate E,—E, and subtract it from the 
observed Xi —Xa. 

Since E, and E: are not known directly, we 
might consider proceeding as follows. By obser- 
vations within each caste we try to find what 
measurable components of the environment 
affect the x’s. From these, by statistical methods, 
we attempt to construct an index, I, of such 
environmental variables, and the partial re- 
gression of the x; on J (i.e. with the effect of 
any correlation of J with g; removed). Let the 
regression coefficient be f as estimated from 
within each caste (unfortunately this may be 
different in the two castes, but for simplicity we 
assume it to be the same). Then we estimate 
G,—G, by Xt —X,— BU =h). 

The first difficulty is to estimate 8. We cannot 
do this by comparing the two castes, since their 
observed difference also contains Gi —G: which 
is not known. 8 would therefore have to be 
estimated from comparisons within the castes. 
In practice this is very difficult but might be 
possible in principle by studying identical twins 
brought up together and brought up apart. No 
estimate is possible from other familial correla- 
tions, because ¢, and g; are usually correlated in 
the population (they certainly are for intelligence 
and possibly for some psychiatric disorders). 

However, as far as intelligence is concerned, 
there is an insuperable difficulty in the above 
procedure. We have assumed that a suitable 
index, 7, of environment can be constructed. 
This may be true within a caste. However, in 
comparing, say, the intelligence of white and 
black people in the U.S.A. it is certain that some 
of the components of the environment which are 
relevant to the difference between the two 
castes are different from those relevant within 
each caste. Such components include the social 
and intellectual traditions of the two groups 
(compare for example the relative contributions 
to American science of Americans born in 
America of Irish and Jewish origin respectively), 
and the self-image of the two groups as they 
compare themselves with each other. Thus the 
construction ofan adequate J and the estimation 
of B does not seem possible. 
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In spite of these difficulties, attempts have 
been made to measure the sign and size of a 
possible difference between the average geno- 
typic value for intelligence in white and black 
Americans. Many measurements of I.Q. have 
been made, and taken all together they suggest 
that a reasonable average estimate of x1—x, is 
that the white Americans score about 15 points 
higher than black Americans. 

Shuey (1966) has described a series of investi- 
gations in which, instead of using a regression 
on an index of environment, comparisons were 
made between groups which were matched for 
a number of environmental variables. These 
suggest that if the above methods could be used 
the estimated difference would be reduced by 
something between a quarter and a half of the 
observed value, and also that the value of 8 
differs in the two groups: (which is not surprising 
since the environmental difference between the 
two groups certainly depends on other variables). 
Shuey’s method of matched samples is statistically 
a close approximation to using regression 
methods (except for the possibility of non- 
linearity) and suffers from the same invalidity 
that is described below. 

The residual difference of about 7 to 12 
points may be compared with the known esti- 
mated phenotypic difference of 8-2 points be- 
tween biochemists and social scientists holding 
teaching and research positions in the University 
of Cambridge, England, in 1965 (Gibson and 
Light, 1967). This is based on a small sample 
and is one of a number of comparisons, but 
considered by itself is significant at the 1 per 
cent level. 

The above considerations suggest that, 
although the problem is very difficult and not 
yet solved, it might be possible to solve it in 
principle if we could make a better evaluation 
of the environmental differences between the 
two groups. Unfortunately, the whole procedure 
outlined above is vitiated in practice by a 
fundamental statistical fallacy which does not 
seem to have been. pointed out in the literature 
dealing with the problem and which makes it 
insoluble in our present state of knowledge. 

This is the fact that although covariance 
analysis, as used to remove the part of the 
observed differences between groups due to 
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some known factor, is a valid technique in a 
randomized experiment, it is invalid and gives 
a biased answer when applied to observational 
data unless: (a) the covariate is an exact 
measure of the whole of the effect due to factors 
other than the one being investigated; and (b) 
this covariate is measured without error. The 
bias is due to both (a) and (b) and is removed 
by randomization in a randomized experiment. 
If (a) is false the bias may be in either direction, 
but if (b) is false the denominator in the estimate 
of 8 is inflated and the magnitude of the re- 
gression underestimated. Exactly the same con- 
siderations apply to matched samples. This 
means that the true value of G:—G: may be 
positive, zero, or negative. The situation is very 
similar to the standard statistical error of 
confusing a structural relationship with a re- 
gression (for a survey of the theory, see Moran 
(1971)). The error of using this method on 
observational data (either with regression or 
with matched samples) has been discussed by 
Cochran (1968) in several papers. 

Those considerations may also apply to 
variations between classes in a single com- 
munity or caste with respect to any characteristic 
which is partially dependent on both genetic 
and environmental factors. This is of great 
importance in the study of psychiatric diseases, 
especially schizophrenia which has a very large 
difference in the observed class distribution of 
patients. As we are here dealing with a cline 
and not a set of castes, the problem arises as to 
whether this observed difference is due to a 
difference in the environment of the individuals 
concerned, to a difference in gene frequency in 
the different classes, or to a downward migration 
of those who develop or are about to develop the 
disease. An extensive controversial literature 
exists on this subject which will not be reviewed 
here. For the early literature see Hare (1962), 
and for later work see Hare, Price and Slater 
(1972). In the corresponding case of intelligence 
it is clear that phenotypically more intelligent 
individuals are more likely to move upwards in 
the social scale than other individuals with the 
same background. It should also be noted that if 
schizophrenia is, say, dependent on a single 
locus, as some psychiatric geneticists believe, 
then the estimates of gene frequency and pene- 


trance will both be biased by the existence of 
any cline in the gene frequency, and by any 
variation in the population of any environ- 
mental effect, if such exists and is more similar 
in related individuals. For a short theoretical 
discussion see Moran (1972). A further compli- 
cation is that, contrary to what usually happens 
in plants and animals, the genetic and environ- 
mental components, g; and ¢,, of any individual 
are likely to be correlated positively, which has 
the effect of inflating familial correlations over 
what they would have been otherwise. In 
Fisher’s (1918) original treatment he ignored 
this fact completely. 

For reasons unknown to me the confusion 
about the estimation of possible differences in 
average genetic levels between races has been 
further compounded by attempts to calculate 
the ‘coefficient of heritability’, 2, and to use this 
in some way as a means of determining the effect 
of environment. The origin of this concept lies 
in the fundamental paper of Fisher (1918) who 
first showed that the diserete model of early 
Mendelian genetics could be used to explain 
the observed inheritance of continuous charac- 
ters by supposing that the latter are the sum of 
the effects of a number of different loci, and the 
interaction (epistasis) between them. He first 
considered the effects of two possible alleles at 
a single locus, and showed that this could be 
represented as the sum of a linear component 
and a component due to dominance deviations, 
these components being uncorrelated and their 
separate variances therefore additive. He next 
showed that this idea could be extended to the 
case where alleles at different loci interacted, 
and defined an interaction term which was 
uncorrelated with the two previous components. 
Then the average in the population is the mean 
from which the additive components are 
measured, the average of the latter and the 
two other components being zero. However, the 
variance in the population is the sum of the 
variances of the three components. There are, 
however, further complications. The first of 
these is the effect of homogamy, i.e. assortative 
mating. Fisher constructs a model for this 
which leads to a further term in the sum of 
variances. However there are other more 
plausible models for human assortative mating 
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which cannot be represented in this way and 
can actually lead to a decrease in the variance. 
These have been investigated in a series of 
papers in course of publication by Dr. Susan R. 
: Wilson. In humans assortative mating appears 
to be quite large in respect of e.g. stature and 
intelligence, and cannot therefore be neglected. 
It presumably also plays some part in psychiatric 
genetics. In what follows we shall, however, 
ignore it. Finally there are the environmental 
effects and the covariance of these with the 
genetic component in a family. The former 
merely inflate the total variance if the latter is 
absent. In animal and plant genetics the co- 
variance of environment and genetic effects can 
usually be ignored, but in human genetics they 
are important and may also considerably 
inflate the numerator of a correlation coefficient 
between members of the same family thus lead- 
ing to biases in estimation. 

-Following Fisher’s work, most geneticists are 
accustomed to define a ‘coefficient of herit- 
ability’, 4, as the ratio of the variance due to the 
additive component to the total variance. This 
is a useful tool in animal and plant breeding (but 
not in human genetics), since it gives an indica- 
tion of the size of the effect that can be expected 
from first order selection. Psychologists, how- 
ever, tend to define heritability as the ratio of 
the total genetic variance to the total variance. 
We denote this by 4%. Since the numerator 
contains the dominance and epistatic compo- 
nents this cannot throw any light on the effect 
of selection, since the additive component 
could be zero. It is easy to construct a simple 
model in which hi = 1 and no amount of 
selection will have any effect at all on the 
population. The important fact about herit- 
ability, as measured by A® or Aj, is that it is not 
a property of an individual, or a population, but 
of a population living in a specified variable 
environment. Thus these coefficients have no 
relevance to any differences between castes and 
classes, and it is something ofa mystery to under- 
stand how anyone came to think that they did. 

To make the situation clear we might con- 
sider two different varieties of apple trees such 
as Granny Smiths and Cox’s Orange Pippins, 
grown on their own roots in controlled environ- 
ments in a phytotron (an apparatus for growing 
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plants in controlled conditions). Instead of 
apples we might consider any vegetative 
varieties which can be grown by vegetative 
propagation. Populations of such varieties are, 
as is well known, clones, i.e. all the individuals 
have exactly the same genotype but are usually 
quite heterozygous. 

Then if we grow: two such varieties in a 
phytotron under exactly the same set of variable 
environmental conditions, including soil, the 
difference between the means of the two 
varieties will be almost entirely genetic in 
origin, but in each population A? and A, will 
be practically zero: 

Alternatively we might grow two populations 
of the same apple varieties in two different 
varying sets of different environmental condi- 
tions such that the mean effect of one is different 
from that of the other. Then 4? = k = o as 
before, but the difference is entirely environ- 
mental in origin. 

Now suppose that the two varieties are crossed 
and large numbers of the offspring are grown. 
Then these will be highly heterogeneous in the 
genotypes. We grow two groups randomly 
selected out of the offspring, each in uniform 
but different environments. Then 43 will be 
unity, or nearly unity in each, and h? probably 
fairly high. Yet the difference between the 
groups will be entirely environmental in origin, 
except for sampling variations. Similarly if we 
take two populations produced by self-crossing 
the two varieties and grow the two sets of off- 
spring in the same environment we can have 
(approximately) hj = 1 in each, h? possibly 
high, and the difference entirely genetic. Thus 
k and hf do not throw any light at all on the 
difference between human castes and attempts 
to calculate them: are quite irrelevant. 

As there has been a considerable amount of 
controversy in problems of this kind in relation 
to both intelligence and psychiatric disease, this 
note has been written in the hope of clarifying 
some of the statistical difficulties involved. I am 
indebted to Dr. $. R. Wilson for some helpful 
criticism. 
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Sex Chromosome Abnormalities, Homosexuality and 


Psychological Treatment 


By ARNOLD ORWIN, SHEELAH R. N. JAMES and R. KEITH TURNER 


INTRODUCTION 


The theory that some male homosexuals 
might have female chromosomal constitution 
(Lang, 1940) became untenable when tech- 
niques for studying sex chromosomes were 
developed. Amongst others the work of Pare 
(1956) and Raboch and Nedoma (1958) 
showed that male homosexuals had normal 
male chromosomes. The latter authors in the 
same study also reported on 36 male patients 


¿with a female type of sex chromatin (i.e. chro- 
<o matin positive). and could not detect any 
- homosexual orientation: 


32 were definitely 


-heterosexual and the remaining 4 were consi- 


e 


dered ‘infantile’. They assumed that the finding 
of a chromatin-positive homosexual would be 
coincidental and that there was no causal 
relationship between this sex chromosome 
abnormality and homosexuality. Money and 
Pollitt (1964) searched for a genotypical abnor- 
mality in a related psychosexual disorder, 
namely transsexualism, but although they 
collected six cases in the literature where 
Klinefelter’s syndrome and transsexualism 
occurred together, the correlation was not 
statistically significant. In fact, it would now 
appear to be established that there is no specific 
correlation between sex chromosome abnor- 
mality and psychosexual disorders (Slater and 
Cowie, 1971). 

As far as we are aware the evidence for this 
has been derived wholly from the descriptive 
series of nonconcurrence. The case reported 
here, of successful reorientation of a homo- 
sexual with Klinefelter’s syndrome by a method 
employing electric aversion therapy, would 
appear to verify this conclusion. 


Case History 


A male homosexual aged 35 was referred by a psychi- 
atrist who had treated him for depression. The depression 


3c 


followed dismissal from work: after a 15-year-old youth 
had complained that the patient had made sexual 
approaches to him, The patient admitted touching the 
boy while giving him: a lift on his motorcycle, but the 
police were not involved, 

The patient was an. illegitimate only child who was 
brought. up by his mother and her parents, until she 
married when he was seven years old. His stepfather was a 
heavy drinker, violent tempered. and probably suffered 
from a paranoid illness, having a. history of in-patient 
treatment at a psychiatric hospital and being known to the 
police for assaulting small girls. He left the home after 
seven years. The. patient. had little recollection of his 
childhood, except that it was initially happy, but he 
became a nail-biter and- developed. nocturnal enuresis. 
He was educated at-a secondary modern school, was of 
average standard and left at-age 14. He had many jobs, 
usually changing to better himself, and he also served in 
the army on national service. His mother, who was a 
dominant personality, gave him no information about sex, 
but between the ages of 8 and 11 he was persuaded into 
caressing his stepfather’s penis, This probably led to 
homosexual experimentation from puberty (aged 14). In 
the army he was initiated into anal intercourse and, for a 
time, became a male prostitute. At the age of.25 he had his 
first serious relationship with the opposite sex. He found 
this pleasurable, and subsequently attempted intercourse 
with several, women: but he was teased about his small 
testes, suffered from premature ejaculation and concluded 
that he could not satisfy them sexually. He did become 
engaged to a girl, but she became pregnant by another 
man and his mother insisted that he should break the 
engagement. He continued to have both homosexual and 
heterosexual relationships, but homosexual outlets were 
always easier and much more frequent, while masturbatory 
fantasies were predominantly male. 

After the recent complaint against him and the dismissal 
from his job he became moderately depressed and anxious 
to rid himself of his homosexual inclinations. 


On examination 

He was tall (5 ft. ur in’) and thin, with marked frontal 
baldness. The secondary sex characteristics were mascu- 
line, but the testes were smaller than normal and the hips 
were rounded. 

He was physically fit, there was no evidence of psychotic 
illness and his depression had completely resolved. 


Physical investigation 
Routine Chest X-ray, ECG, Hb., W.B.C., Blood film, 
WR, V.D.R.L., and urinalysis: ‘were "all normal. 
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EEG was normal. 

Buccal smear indicated that mosaicism was a definite 
possibility. 

Blood chromosome analysis confirmed karyotype as 
47X XY (Elinefelter’s syndrome). 

Gonadotrophin assay 100 mg. IRP-MHG/24 hrs. 
(Normal range 1-15 mg. IRP-MHG/24 brs.). 


Psychological data 

Wechsler Adult Intelligence Scale: Full scale score = 96. 

Eysenck Personality Inventory: Indicated no marked 
neuroticism but a high extrovert score. 

16 P.F.: High scores on emotional instability, appre- 
hension, tension and conservatism; other results un- 
remarkable. This test had been used to assess the per- 
sonality of homosexuals who sought treatment, the 
pattern of high scores was similar to group data for 
homosexual patients, 


Treatment 

He received thirty-two sessions of anticipatory avoidance 
aversion therapy similar to that described by MacCulloch 
and Feldman (1967} over eighteen days. 

After the first week in treatment he dated a female 
patient and at the end of the second week made advances 
to the ward sister. 


Follow-up 

At follow-up interviews he maintained that he had no 
sexual interest in males, and four months after treatment 
announced that he had had satisfactory heterosexual 
intercourse and masturbatory fantasies were entirely 
heterosexual. One year after treatment he admitted to an 
isolated masturbatory fantasy of a homosexual nature, but 
reported an interest in a girl at work. They later became 
engaged anc he sustained successful and satisfactory sexual 
relationships. Two years after treatment he stated that the 
woman had broken off their engagement because of his 
‘excessive and forceful sexual demands’, although they 
remained friends, His attitude was to look around for 
other women and he had joined a social club with this 
aim. He denied any homosexual fantasies, attractions or 
behaviour. 


Discussion 


Klinefelter’s syndrome is one of the many 
chromosomal intersex syndromes which have 
now been described (for a review see Arm- 
strong, 1968). Patients with this condition 
have hypogonadism and a high urinary gonado- 
trophin excretion, and chromosome analysis is 
usually chromatin positive. There may be 
gynaecomastia and normal or low urinary 17 
ketosteroid excretion. 

Various authors have commented on the 
sexual drive in Klinefelter’s syndrome. Pasqua- 
lini et al. (1957) and Raboch and Nedoma 
(1958) found well orientated sexual drives, 
although a few of the patients had no sexual 


SEX CHROMOSOME ABNORMALITIES, HOMOSEXUALITY AND PSYCHOLOGICAL TREATMENT 


interest; while sexual drives at variance with 
apparent sex were regarded as exceptional by 
Davidson and Winn (1959). Money and Pollitt 
(1964) in describing the psychosexual drive of 
14 chromatin-positive Klinefelter men consi~em 
dered that 2 were homosexual, 10 heterosexual 
and 2 had no sexual interest, but only 2 were 
regarded as having adequate sexual drive. On 
the other hand, Hunter (1969) surveyed 17 
cases of Klinefelter’s syndrome in a population 
of subnormals and found that they showed weak 
sex drive which was either indeterminate or 
homosexual. It was felt that prolonged hospitali- 
zation might at least in part explain their 
orientation, 

The picture from these descriptive papers is of 
considerable variation but of no definite correla- 
tion between Klinefelter’s syndrome and specific 
psychosexual disorders. As Money (1963) indi- 
cated, psychosexual pathology in Klinefelter’s 
syndrome would appear to be just further 
evidence of the general susceptibility to stress 
of the XXY constitution, and the sexual devia- 
tions observed would seem to depend on en- 
vironmental factors acting on particularly 
vulnerable and immature personalities, e.g. as 
shown in the series of Mosier, Scott and Ding- 
man (1960), and Hunter (1969). 

In this case of Klinefelter’s syndrome there 
was in fact ample evidence to suggest that the 
homosexuality was psychogenic in origin (e.g. 
early absence of father figure; maternal domi- 
nance causing 'repression of masculine assertive- 
ness; seduction by stepfather; and small testes 
leading to feelings of sexual inadequacy with 
consequent avoidance of women). It could 
therefore be hoped that the sexual orientation 
would be altered by psychological treatment 
despite the presence of the sex chromosome 
abnormality, and there was a successful out- 
come. This tends to confirm the relative un- 
importance of this abnormality, at least in the 
development of sexual preferences, and may 
indicate more generally that such abnormalities 
present no bar to the psychological treatment of 
psychosexual disorders. 


SUMMARY 


Reorientation of a male homosexual with 
Klinefelter’s syndrome using electric aversion 


BY ARNOLD ORWIN, SHEELAH R. N. JAMES AND R. KEITH TURNER 


therapy is reported. The effectiveness of a 
psychological treatment tends to corroborate 
the finding, drawn from descriptive series, that 
“abnormal sex chromosomes are relatively un- 
we important as determinants of psychosexual 
“disorders. Moreover, the presence of sex 
chromosome abnormalities in psychosexual 
‘disorders would appear to present no bar to 
psychological treatment. 
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ABSTRACT 


Cytogenetic Studies in the Offspring of LSD Users 


By J. FERNANDEZ, T. BRENNAN, J. MASTERSON and M. POWER 


The presumed carcinogenic and chromosome- 
breaking potential of d-lysergic acid diethylamide 
(d-LSD 25) in human somatic cells has been reviewed 
by Fernandez et al. (1973). Reports concerning its 
teratogenic effect in experimental animals and man 
have been either contradictory or inconclusive. The 
following possible teratogenic mechanisms may be 
considered: (1) A direct effect on organogenesis of 
LSD ingested by the mother during early pregnancy; 
(2) A similar disturbance of organogenesis by a 
persistent metabolite of LSD ingested by the mother 
at some time prior to the pregnancy; (3) Chromosome 
damage or point mutations in parental germ cells 
exposed to LSD before initiation of a pregnancy. 

The last two possibilities are under consideration 
in the present report, in which we have recorded the 
results of cytogenetic studies on two apparently 
normal full-term male infants whose mothers had 
received known amounts of pure LSD as part of their 
psychotherapeutic management before they became 
pregnant. In each instance the infant was the product 
of the first pregnancy since the mother’s last thera- 
peutic dose of LSD, and treatment had been com- 
pleted some time before the commencement of the 
pregnancy. A profile of each mother is provided 
(Table I) and the dosages recorded are documented 
facts rather than estimates. Both male parents were 
healthy individuals with no history of drug abuse. 

Herparinized venous blood samples were collected 
from each mother and infant and were identified 
only by a code number. A full numerical and morpho- 
logical chromosome analysis was thus performed in 
each instance without knowledge of the sample’s 
identity. Preparations were made from 48 hour 
lymphocyte cultures. The methods of culture, cyto- 
logical preparation and karyotype analysis have been 
described elsewhere (Fernandez et al., 1973). One- 
hundred and fifty suitable metaphases from each of 
the four subjects were studied. The samples were not 
decoded until completion of the investigation. 

A single chromatid gap in a long arm of a groupD 
(13-15) chromosome was seen in the preparations 
from parent Se; this is well within the frequency 
range for such anomalies in normal control cultures as 
reported by Court Brown et al. (1966). Other than 


this, no cytogenetic abnormality was noted in any of 
the total 600 cells from both mothers and infants. 


Discusston 

In a detailed review of the chromosome-breaking 
and teratogenic potential of LSD in both man and 
experimental animals, Long {1972) concluded that, 
in general, there did not appear to be well-docu- 
mented evidence to suggest that LSD could cause 
chromosome breaks that might persist for prolonged 
periods. She also found no strong evidence of terato- 
genic action of LSD in animals or in man, but pointed 
out that the five reported cases of limb deficiencies in 
children of LSD-exposed mothers, warranted con- 
tinued surveillance. 

Circular dichroism experirnents (Wagner, 1969; 
Smythies and Antun, 1969) suggest that LSD may 
have a specific direct action on DNA, resulting in 
conformational changes in the DNA helix. These 
changes, though unlikely to cause chromosome 
breakage, may provide the physical basis for weak 
mutagenicity (Dishotsky et ak, 1971). Studies with 
drosophila (Browning, 1968; Grace, Carlson, and 
Goodman, 1968; Tobin, and Tobin, 1969; Vann, 
1969) and fungi (Zetterberg, 1969) indicate that 
LSD is a weak mutagen, effective only in extremely 
high doses and that it is unlikely to be mutagenic in 
human subjects. 

Increased production of autosomal dominant 
mutations in the gonads of LSD users could become 
manifest as larger numbers of their offspring are 
monitored and documented. Similarly, X-linked 
recessive mutations would be immediately apparent 
in hemizygous male offspring of exposed mothers. 
Autosomal recessive mutants, however, would not 
be manifest for several generations. Changes in the 
sex ratio of the offspring of individuals exposed. to 
LSD could also be interpreted as evidence for 
increased production of lethal X-linked mutations in 
the gonads of either parent. 

The present limited material failed to show any 
evidence of chromosomal damage or congenital 
defect in the offspring of two women who had 
been treated with known amounts of pure d-LSD 25 
and other psychopharmacological agents prior to their 
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Taare I 


Profile of each female patient studied 

















cote Subjects Ser S-2 
q. Marital status Married Married 
Age ms 37 28 
io Xraysti . 2.4 Röntgen units 2.8 Röntgen units 
5. Chlorpromazine HCl (Largactil)t 6,100 mg. 2,000 mg. 
6. Imipramine HCI (Tofranil) 10,650, g. ; ~ 
+. Amitriptyline HCI (Tryptizol) .. 6o00 mg 
8, Chlordiazepoxide (Librium) — 
g. Diazepam (Valium) — 
10. Atropine sulphate (Atropine) 6 mg. 
11. Methohexitone sodium (Brietal Sodium) 375 mg. 
12. Suxethonium bromide (Brevidil E) 500 mg. 
13. Amylobarbitone (Amytal) : ~~ 
14. Benztropine methanesulphonate (Cogentin) _ 
15. Trifluoperazine (Stelazine) iat 200 mg. 
16. 4-[3-(5H-Dibenzo [b, f] azopine-5-yl)-propyl]- -I~ (a-hydroxy- 
ethyl)-piperazinedihydrochloride T is — 
ry. Methamphetamine HCI (Methedrine) 150 mg. 
Lysergic acid diethylamide (LSD) 
(a). Number of LSD abreactions 3 6 
~.(b) Minimum dose per abreaction .. 50 jaz. 50 ug. 
(e): -Maximum dose per abreaction .. 100 pe. 125 pg. 
(d) . Total dose of LSD als pe. 525 pg. 
-(e) Period over which LSD was administered i 16-days 61 days 
(f) ‘Time interval between last LSD dose and birth of child 883 days 1,420 days 
(g) Time interval between birth and chromosome analysis (of 
off-spring) 196: days 130 days 
(h) Time interval between last LSD dose and chromosome analysis 
(of mother) . 1,079 days: 1,550 days 





(A) Previous obstetrical history 


. 7 full-term pregnancies 
~-nothing abnormal 
detected 


3 full-term pregnancies 
nothing abnormal 
detected 





{B} Number of pregnancies since last LSD abreaction 


1—born at fall-term 1~~born at full-term 





(©) Psychopharmacological age 


Psychopharmacological agents taken during last pregnancy .. 


None None 





* X-rays = 


Total skin dosage in Röntgen units (Stafford and Vance, 1955; and Second Report of the Committee 


on the Hazards to Man of Nuclear and Allied Radiations, 1960). All X-rays were chest films. The presumed total mean 


gonadal dose in milliréntgen units has not been specified, 
t Nos. 4~17 represent total cumulative doses, 


: The trade names of all preparations are specified in brackets. 


pregnancies. No extensive deductions will be made 
on the basis of this study. Hecht et al. (1968) have 
emphasized, however, than an improved under- 
standing of the possible remote and immediate 
teratogenic effects of LSD in man would depend on 
the reporting of children, both with and without 
malformations, born to parents who had been exposed 
to. this substance. We would suggest, therefore, that 
careful records should be kept of all children born to 
LSD exposed parents. Meanwhile, the burden of 


proof concerning the alleged mutagenic and tera- 
togenic effects of d-LSD 25 in humans remains with 
the proponents of these assertions. 
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Sex Chromatin Anomaly in Chinese Females: 


Psychiatric Characteristics of XXX 


By MING TSO TSUANG 


The development of techniques for studying 
sex chromatin from oral mucosa (Moore and 
Barr, 1955; Marberger et al., 1955), and chromo- 
somes from peripheral blood (Moorhead et al., 
1960), has made it possible to undertake 
population surveys to identify individuals with 
abnormal sex chromosomes. The present know- 
ledge of psychiatric effects of the sex chromo- 
some abnormalities has been derived mainly 
from comparing their frequency in the psychi- 
atric population with that in the general popula- 
tion. 

Beginning in 1967, in Taiwan, an attempt 
was. made to investigate the frequencies of sex 
chromatin abnormalities among Chinese based 
on samples derived from school children 
(Tsuang and Tsuang, 1972) and psychiatric 
in-patients. The present paper presents the 
results from female subjects in Taiwan. Com- 
parison is made between the data of the present 
study and those reported by others. The psychi- 
atric effects of double sex chromatin are also 
discussed. 


SUBJECTS AND METHODS 

During the four-year period from August 
1967 to July 1971, all female patients conse- 
cutively admitted to the psychiatric wards of 
the Department of Neurology and Psychiatry, 
National Taiwan University Hospital, Taipei, 
underwent buccal smears examination. In 
addition to the 484 female patients thus 
obtained from the University Hospital, 130 
female patients consecutively admitted to 
Taipei Jen-Chi Mental Hospital from Septem- 
ber 1970 to July 1971, were also examined. 
(This latter hospital admits a higher percentage 
of chronic patients from the lower socio- 
economic classes.) 

Thus buccal smears from a total of 614 
female psychiatric in-patients were examined. 
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For the purpose of establishing a base line 
against which to assess the frequencies of sex 
chromatin abnormality among psychiatric 
patients, girls from a primary school in Taipei 
were also studied; In Taiwan, primary and 
secondary education is universal and com- 
pulsory, and there are no special schools for 
mentally-retarded children, The enrolment of 
children into the schools, irrespective of their 
intellectual performances, is strictly enforced 
by the government. The prevalence of sex 
chromatin abnormality. found in the schools 
should therefore represent that of the general 
population. All 2,182 female children from the 
school, ranging in age from 7 to 13, were 
examined. 

Buccal smears. were stained by lacto-aceto- 
orcein (Sanderson and Stewart, 1961). One- 
hundred healthy ‘suitable nuclei’ (Maclean, 
1966) were analysed for each subject, and only 
those cells with marginal chromatin bodies on 
the nuclear membrane were regarded as sex 
chromatin positive cells. The number of cells 
with sex chromatin on each smear was ex- 
pressed as the percentage of chromatin positive 
cells. 

ReEsuLTs 
School children 

The results from the school children have 
been reported elsewhere (Tsuang and Tsuang, 
1972), and are summarized here for comparison. 
Of the total 2,182 girls, one was shown to have 
two sex chromatin bodies. All the other girls 
had single sex chromatin. The girl with double 
sex chromatin (40 per cent-of cells) was shown 
to have an abnormal karyotype of 47, XXX. 
No abnormalities in the size and shape of the 
sex chromatin were detected. 


Psychiatric in-patients 
Of the total of 614 female patients, two 
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were found to show double sex chromatin bodies, 
a rate more than six times that shown for the 
schoolgirls. Chromosome studies on these two 
females showed that one (double sex chromatin 
bodies 7 per cent) had a karyotype of 47, XXX; 
however, the blood culture of the other female 
(double sex chromatin bodies 8 per cent) failed 
to grow. Two repeated buccal smears on this 
woman showed double sex chromatin bodies in 
8 per cent and 6 per cent of cells respectively, 
so there is no question of the presence of XXX 
complement; however, two subsequent chromo- 
some examinations from peripheral blood failed 
to grow, suggesting the possibility that in this 
subject there might be some metabolites toxic 
to cell growth, a condition which has been 
described by others (Vartanyan and Gindilis, 
1972). The problem remained whether there 
are any other cell lines, such as XX or XO. 
This possibility of mosaicism can only be ruled 
out by cultures from other tissues. At the time 
of the study, there were no facilities for examin- 
ing chromosomes of fibroblasts in Taiwan. 
Attempts have been made to take a skin biopsy 
for the fibroblast culture to be done in a labora- 
tory outside of Taiwan, but the patient and her 
husband refused to co-operate with this. 


Discussion 


Frequencies of double sex chromatin bodies 
similar to the finding of the present study have 
been reported by others for liveborn female 
babies (Marden et al., 1964; Davidenkova et al., 
1966}, schoolgirls (Maclean in Court Brown, 
1969), and female admissions of all ages to a 
general hospital (Baikie et al., 1966). Although 
the figure of 0-5 per 1,000 for Chinese school- 
girls from the present study is lower than the 
0:8 reported from Scotland (Maclean) and 
Australia (Baikie), it is not statistically different 
from them (Table 1). 

Of the total 614 female psychiatric in- 
patients in the present study, two, or 3'3 per 
1,000, were found to show double sex chromatin 
bodies. This rate is more than six times that of 
0:5 per 1,000 for schoolgirls as shown above, 
though the difference does not reach statistical 
significance (Fisher’s exact test, 1 tail, p = 
0:1235). This figure is similar to that reported 
from other countries in studies which likewise 


examined female psychiatric in-patients of all 
diagnoses in their samples (Table II), 

The finding of 2-4 per 1,000 for female 
psychiatric in-patients by the Maclean group 
(Maclean et al., 1968) is three times the rate of «æ 
0-8 per 1,000 for Scottish schoolgirls as reported 
by the same group. The study reported by 
Filippov et al. (1972) examined female patients, 
including children, in the Kaschenko Psychi- 
atric Hospital, and found a rate of 2-2 per 1,000 
for patients with double sex chromatin bodies. 
This figure is five times the rate of 0-41 per 1,000 
for liveborns as reported by Davidenkova (1966) 
from Leningrad. Inouye et al. (1969), reported 
2*1 per 1,000 female patients from three mental 
hospitals in Tokyo. Olanders (1970) examined 
patients at Swedish mental hospitals and found 
3°3 per 1,000. This figure is exactly that of the 
present study. 

Combining the results of the present study 
and those reported from other countries, the 
pooled figures show that the rate of 2-7 per 1,000 
(48/18,010) for psychiatric populations is highly 
significantly different from that of 0-7 per 1,000 
(11/15,789) for the general population (Fisher’s 
exact test, 1 tail, p < -ocoo1). This seems to 
indicate that females with double sex chromatin 
bodies are more predisposed to mental disease 
than are females in the general population. 


Case Hisrorigs 


A brief summary case history for each of the 
three double sex chromatin females from the 
present study is presented below. The psychi- 
atric features of each case are discussed following 
the presentation. 


CASE 1 

Schoolgirl, aged 13 43 at time of examination in 
the school, Physical and mental development during 
childhood were reported to be about the same as that 
for her healthy sibs. The mother noticed, however, 
that the girl always preferred playmates younger 
than herself, and did not have companions of her 
own age. Her school record was very poor, and she 
was passive, isolated and disinterested in all outdoor 
activities. She very rarely showed any display of 
temper, but reacted to frustration in a passive 
aggressive manner. Menarche was at 134%, and she 
had had only two periods since then, and the blood 
loss had been light. She was very shy, spoke very 
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TABLE I 
Chromatin (+--+) in females in the general population 





Chromatin (-+ +) 











Author Location Number examined 
: No. per 1,000 

‘Marden et al. (1964) .. USA. 2,206 liveborns fee 1 o5 
< Davidenkova et al. (1966) U.S.S.R. 2,458 liveborns poe 1 0'4 

‘N; Maclean (see Court Brown, 
1969) os oP .. Scotland 5,178 schoolgirls (5-6 years) 5 08 
Baikie et al. (1966) Australia 3,765 female admissions to a 3 0-8 

general hospital ee 
Tsuang and Tsuang (1972) Taiwan 2,182 schoolgirls (7-13 year) I 0'5 
Total: 15,789 l ou o7 
Tase II 


Soman (+-+) in female psychiatric in-patients (all diagnoses)" 








‘Chromatin (+--+) 








Author Location Number examined. rn 
: No. per 1,000 

Maclean et al. (1968) Scotland 6,241 ; 15 2'4 

: Filippov et al. (1971) U.S.S.R. 4,091 9 2-2 
Inouye ef al. (1969) . Japan 974 2 Qt 

< Olanders (1970) Sweden 6,090 20 3°3 
Present study Taiwan 614 2 3°3 
Total: 18,010 48 2-7 





* Studies in which the samples were restricted to specific diagnoses were excluded from the present 


comparison. 


little and smiled rather than replying to questions 
during the examination. Psychological tests showed 
that her WAIS IQ was 71. On the Rorschach test 
her interpretation of the figures was quite unusual, 
primarily due to her poor intelligence. Her way of 
thinking was quite stereotyped, and her interest was 
quite limited, 


This girl was normally developed physically, 
with secondary sexual characteristics. She was 
mentally retarded, with low IQ, and appeared 
isolated, with stereotyped thinking and in- 
accurate perception. Court Brown (1969) also 
found that many triple-X females were normally 
developed physically, menstruated regularly, 
and were fertile. In a minority of cases, they 
have underdeveloped breasts and genitalia, 
and secondary amenorrhoea may supervene 
within. only a short time of menarche. It will 
be interesting to follow up this triple-X girl, 
and re-examine her after puberty has been 


completed, when further physical and mental 
changes, if any, will become obvious. 

Kidd et al. (1963) studied 22 triple-X patients 
found by Court Brown’s team from subnor- 
mality institutions and mental hospitals in 
Scotland. There were 14 triple-X patients about 
whom the details of social and work impairment 
prior to admission were available. All but one 
were graded as having had serious impairment 
of work efficiency and serious difficulties in 
interpersonal relationships and social interven- 
tion during the year prior to admission. Eleven 
of the 22 patients (50 per cent) were assessed as 
subnormal or severely subnormal. The remain- 
der were patients whose’ intelligence ranged 
from borderline average to bright. The findings 
suggest that genetically predisposed mental 
subnormality is not a primary feature of triple- 
X. In this way “the mental. characteristics of 
triple-X differ from those with autosomal 
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abnormalities and from the more usual clinical 
pattern of subnormality commonly found in 
patients with Klinefelter sex chromosome abnor- 
malities. These authors’ study shows, however, 
that triple-X patients are more predisposed to 
psychotic illnesses. This will be discussed 
subsequently. 


CASE 2 

Girl, aged 15 at admission. Family history is 
negative for physical and mental abnormalities. The 
patient has a history of very poor adjustment to 
home and school life. Her psychiatric admission 
followed a suicide attempt while she was an im- 
patient of a medical ward, suffering from acute 
vulvovaginitis, which was secondary to sexual 
relations with a delinquent boy. She was well 
oriented and showed no signs of intellectual impair- 
ment; however, she was acutely disturbed, and 
again threatened suicide. Her early hospital course 
was notable for nocturnal sightings of ‘evil spirits’, 
successive strong infatuations with males in her 
environment, and highly emotional responses to 
frustration. Her disturbed condition responded to 
medication, and her general behaviour improved 
considerably following an increase of thioridazine to 
200 mg. per day. Three weeks after admission, she 
showed no obvious psychiatric symptoms. Her WAIS 
1Q was 91. Her higher animal responses (68 per cent) 
on Rorschach were thought to indicate an immature 
personality and rigid way of thinking. However, on the 
K Mental Health Questionnaire (Ko et al., 1964) she 
self-rated the presence of numerous mental symptoms: 
suspiciousness, hallucinatory-like experiences, with- 
drawal, antisocial orientation, and a preoccupation 
with numerous physical symptoms, which she be- 
lieved were due to excessive masturbation. Her 
responses regarding males were in marked contrast 
to her behaviour, e.g. uneasy in their presence, no 
plans to marry, wishing not to have been born 
female. Subsequently questioned concerning the 
‘evil spirit” dream, her disturbed condition upon 
admission, and significant responses on psychological 
tests, she was either unable or unwilling to elaborate. 
Two months after admission the patient was allowed 
to leave the ward during the day to attend school, 
She was continued on thioridazine, and was dis- 
charged to her home four months after admission. 


While the author was a visiting Associate 
Professor of Psychiatry at Washington Univer- 
sity, St. Louis, this case was presented in full 
to three American psychiatrists (Drs. E. Robins, 
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S. Guze, and G. Winekur) for diagnostic 
classification, without their being informed of 
the presence of triple-X. They all classified the 
case as either undiagnosed psychiatric disorder, 
or undiagnosed psychosis; sociopathy or hysteria 
was suspected. 

At the time of admission to the University 
Hospital, this case was diagnosed by a resident 
according to DSM-IT as Adjustmental reaction 
of adolescence (307.3). After testing, a psycholo- 
gist indicated that the case was probably schizo- 
phrenia. The final diagnosis given at the staff 
meeting in Taiwan, after being given all avail- 
able information, was Antisocial personality 
(301.7), based on sex chromosome abberation, 
with unspecified psychosis. 


Case 3 

Woman, aged 32 at admission, Family history is 
negative for significant physical or mental abnor- 
malities. The patient’s premorbid personality was 
described as simple and childish. Beginning at age 17, 
she had a history of five episodes of acutely disturbed 
behaviour, two of which required admission to a 
psychiatric hospital. At the time of the first two 
episodes, the patient was tease, suspicious, restless 
and tearful; refused to eat, often talked to herself 
unintelligibly, and believed she was being followed 
and talked about. She was first admitted to hospital 
at age 17 for three months, where she received ECT 
and some drugs and seemed to improve, returning to 
her former condition. She had no recurrence of 
episodes until after her marriage at age 27. Asa 
housewife, she was generally unable to cope with the 
normal duties of the house and her three children. 
In the five years between her marriage and her 
second admission she had three episodes approxi- 
mately following the births of her three children. 
During these episodes, she demonstrated a variety of 
symptoms: severe insomnia, the sighting of ‘black 
shadows’ at night, temper tantrums, confusion, 
meaningless laughter, and auditory hallucinations. 
On the first two occasions, she was treated with 
chlorpromazine as an out-patient and returned to 
her former condition. The severity of the third 
episode precipitated her second admission. She was 
first treated with trifluoperazine 6 mg. per day, and 
her condition rapidly improved: by the third day, 
she was no longer restless or confused; she was well 
oriented and replied to questions relevantly and 
intelligibly. Psychological tests were administered 
three weeks after admission. The Bender-Gestalt Test 
revealed signs of perseveration and conservation, 
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narrowed attention span, and minimal concern with 
reality. The WAIS IQ was 74. Her answers to the 
similarity subtest were incoherent, fragmented, and 
unintelligible. The Rorschach test showed her 
wae *880Ciations to be very loose, and the contents of the 
association digressed widely from the response she 
gave to the test. Regarding her admission, she stated 
that she had not been well then, but could not 
recall any specific details. She remained simple and 
childish through the rest of her stay in hospital, and 
was discharged about two months after admission. 


This case was also presented to the American 
psychiatrists. The independent diagnoses of all 
three, based on the full case history, were 
schizophrenia. However, the three-day acute 
confusional state could not be explained by 
schizophrenia, and it was considered that she 
might have been acutely intoxicated at the 
time of her admission. The other possibility 
was that she was a borderline mental defective 
with superimposed schizophreniform illness. 

These diagnostic opinions are very similar to 
those expressed by psychiatrists who actually 
examined the patient in Taiwan. At the time of 
her admission to University Hospital, she was 
diagnosed by a resident doctor as a chronic 
schizophrenic. The psychologist’s diagnosis was 
borderline mental retardation and schizo- 
phrenia. The final diagnosis made at the staff 
meeting in Taiwan was borderline mental 
retardation with sex chromosome anomaly 
(310.5) together with schizophrenia-like psy- 
chosis. However, a possibility still remains that 
she may have had two kinds of conditions 

* simultaneously, namely, borderline mental re- 
tardation and chronic schizophrenia. 


Psycrratric Errects 

By reviewing these latter two cases, a final 
diagnostic formulation was made that they 
manifested transient acutely disturbed unspecified 
psychosts based on either personality disorder or 
borderline mental retardation due to sex 
chromosomal abnormality. Because of the rarity 
of triple-X psychosis, it is difficult to find 
common psychiatric characteristics serving to 
delineate it from other psychoses. 

Kidd et al. (1963) have made such an attempt 
with their study of 22 triple-X cases. Four 
suitable controls were chosen for each case. 
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The 22 triple-X patients and the 88 controls 
were listed randomly so that the investigator 
who studied them had no foreknowledge of the 
triple-X patients. 

The triple-X patients differed significantly 
from the controls in- showing greater intensity 
of impairment of interpersonal relationships, 
and a greater intensity of social withdrawal. 
In addition, a higher proportion of triple-X 
patients than controls showed retardation of 
speech and action, ideas of reference and 
persecutory ideas. 

It is interesting to. see what kinds of psychi- 
atric diagnoses these triple-X patients received. 
In Kidd’s series, the diagnoses of those not 
mentally subnormal were broadly typical of the 
mental hospital populations from which they 
were drawn: four of ‘schizophrenia; three of 
paraphrenia; two of affective disorder, de- 
pression; one of organic brain disease with 
psychosis, and one of personality disorder, 
cyclothymia. However, this was not so for those 
who were subnormal, in whom the most out- 
standing feature was superimposed psychosis. 

According to Curran and Partridge (1957), 
primary subnormality usually accounts for 
about 80 per cent of the cases in subnormality 
institutions, while only two (16 per cent) of 12 
triple-X patients found in subnormality institu- 
tions were diagnosed as primary subnormaility. 
Psychotic features were pronounced in one 
epileptic and three ‘post-éncephalitics, and four 
patients who were intellectually subnormal had 
psychoses with schizophrenic features. This 
finding suggests that triple-X patients are 
predisposed to psychosis, 

For the 15 triple-X patients from mental 
hospitals studied by Maclean ef al. (1968) the 
following diagnoses had been given: six of 
schizophrenia, three of depression, three of 
mental deficiency, and three of psychosis of 
organic nature. The two cases from Tokyo 
(Asaka et al., 1967) were diagnosed as schizo- 
phrenia. From the case histories, it appears that 
both patients had delusions and auditory hallu- 
cinations, and affect.was shallow and flat. Both 
were unkempt at admission, and intelligence 
levels were borderline in both cases. The authors 
of the report pointed out that on the whole the 
pictures were consistent with the diagnosis of 
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schizophrenia; however, autism in one of the 
cases was not that of typical schizophrenia; and 
in the other case childish, passive and dependent 
behaviour during remission were those person- 
ality characteristics of mental subnormality. 

All nine cases found in Moscow were reported 
to be schizophrenic (Filippov et al., 1972). No 
case histories are available, but the cases were 
described as follows. In three of the patients, 
the initial manifestation of schizophrenia 
appeared in adolescence, and thereafter assumed 
a chronic, continuous course, with a rapid 
increase of schizophrenic symptoms. In five of 
the patients, the initial manifestation occurred 
later, in young adulthood or in the late twenties. 
In these cases, the clinical manifestations were 
more acute, with more prominent affective 
components, and the subsequent course was 
clearly episodic. After each attack, clear ‘schizo- 
phrenic personality changes’ were added. The 
process became more severe, almost chronic, 
after several attacks. In one patient, the process 
first manifested in involution, and later became 
chronic. The authors stated: ‘Even if we had 
adopted a rigid approach in classifying each of 
these cases, none of them could have been 
regarded as schizo-affective psychosis with a 
relatively favourable course. In all of the 
patients with X-trisomy, the psychosis was 
clearly schizophrenic, and, moreover, of a 
progressive nature.’ 

It seems that the majority of triple-X cases 
with psycheses were diagnosed as schizophrenia. 
They may be called schizophrenia if schizo- 
phrenia is regarded as a syndrome representing 
a group of illnesses of multiple aetiologies. 
On the other hand if the view is taken that 
schizophrenia is a specific functional (endo- 
genous) psychosis--with its own characteristic 
clinical features, progressive course and genetic 
basis—then these triple-X cases with schizo- 
phrenia-like features should not be called 
schizophrenia, as their primary disturbance is 
sex chromosome anomaly, and their schizo- 
phrenia-like psychotic features are secondary to 
this. 


SUMMARY 


Sex chromatin studies were done on 614 
female patients consecutively admitted to the 


psychiatric wards of two hospitals in Taipei. 
For comparison, 2,182 girls from a primary 
school in Taiwan were also studied. No signifi- 
cant abnormalities were found other than the 
presence of double sex chromatin. The rates of» 
double sex chromatin for the psychiatric in- 
patients (3-3/1,000) and for the schoolgirls 
(0°5/1,000) are similar to those reported by 
others, Combining the results of the present 
study and those reported from other countries, 
the pooled figures show that the rate of 2-7 per 
1,000 (48/18,010) for the psychiatric population 
is statistically different from that of 0-7 per 1,000 
(11/15,789) for the general population (Fisher’s 
exact test, 1 tail, p <-oo001). This seems to 
indicate that females with double sex chromatin 
bodies are more predisposed to mental disease 
than are females in the general population. 
Brief case histories of the three females with 
double sex chromatin found in the present study 
are presented, and the psychiatric characteristics 
of cases with an XXX chromosome complement 
in this and other studies are discussed. 
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Synopses of Papers Awaiting Publication 


Study Problems in Ugandan Secondary School 
Students. By Kraus K. Minne. 


This paper examines the background history, 
present psychological status and group treatment 
results of 25 secondary school boys in Uganda who 
had been impaired in their studies by a multitude of 
symptoms commonly associated with the Brain Fag 
Syndrome, and compares them with 20 matched 
control students. The symptoms of the problem 
students consisted of watering of the eyes, pain in 
the chest, abdomen and eyes, initially occurring 
during studying hours but later encompassing the 
whole life of the students. 

These complaints had been present for more than 
three years and had not been helped by vast amounts 
of drugs, often coupled with admission to hospital and 
treatments by indigenous healers. 

The problem students were found to be significantly 
older than their control classmates, and came from 
poorer homes where children begin school often 
only at age 10. While there was no difference in 
academie achievement between the two groups, the 
patient group nevertheless worked significantly 
longer hours before examinations, indicating a higher 
level of general anxiety. The Brain Fag students 
studied mainly by reading, whereas their control 
peers preferred a combination of reading and oral 
rehearsal. The problem students furthermore con- 
sidered that their parents would be angry should they 
ever fail an important examination, in contrast to 
the control students. They also recalled significantly 
more serious physical illnesses during their childhood. 

The treatment given to the problem students 
consisted of group sessions during which their 
difficulties were discussed and they were taught 
systematic relaxation of muscle groups. Re-evaluation 
of the students after one year showed 70 per cent to 
have improved, and some objective changes were 
evident. However, the students had not incorporated 
the concept that their symptoms were primarily due 
to muscle tension, but continued to think they were 
suffering from a specific illness for which one day a 
particular medication would be found. 

K Minde, 

Department of Psychiatry, 

The Hospital for Sick Children, 
Toronto, Ontario, Canada M5G 1XB 
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Psychiatric Disorder in the Young Adolescents 
of an Industrial Town. By Suietey A. LESLIE. 


An epidemiological study into the prevalence of 
psychiatric disorder among the 13~14-year-old 
children of an industrial Lancashire town is described 
and compared with the findings of a similar study on 
the Isle of Wight (Rutter, Tizard and Whitmore, 
1970). 

In 1968 all the children of the town born between 
1 September 1954 and 31 August 1955 were screened 
by means of a questionnaire given to the parents, 
and from the results of this a weighted sample of 150 
children was selected and given to the author for 
psychiatric examination. Ninety-four per cent of these 
children were seen with at least one parent, and 
when all the interviews had been completed the 
author was able to compare the psychiatric diagnoses 
not only with the original parental questionnaire 
scores, hitherto unknown, but also with the results of 
questionnaires completed by the teachers. From a 
comparison of the psychiatric diagnoses and the 
parental questionnaire scores an estimate of the 
prevalence of psychiatric disorder in the age group 
was obtained. 

Because only 67.4 per cent of the parental ques- 
tionnaires were returned, a further study of a 1 in 5 
sample of those who did net respond initially was 
also carried out, and the prevalence rate adjusted. 
The factors which might have been responsible for 
the high prevalence rate are discussed, together 
with the attitude of the parents towards psychiatric E 
treatment and the present felt need for services, 


Shirley A. Leslie, 
Booth Hall Hospital, 
Charlestown Road, 
Manchester Mo 2AA 


What Does the P Scale Measure? By Hitton M. 
Davis. 


One hundred and three testable male admissions 
to a Special Hospital were administered Eysenck’s 
P, N, E and L scales, as well as a questionnaire 
derived mainly from the MMPI for use with abnormal 
offenders. The reliability of the P scale was found to 
be rather low. A principal camponents analysis of P, 
E and N items indicated that the P scale did not 
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measure a unitary factor. P was included in a factor 
analysis of all the questionnaire scales and was found 
to be the best measure of the factor generally called 
Neuroticism or Emotionality. Finally, the P scale did 
, not discriminate 18 psychotic and 18 non-psychotic 
"offenders matched individually for intelligence. On 
the basis of these and previous results it is concluded 
that P scale does not measure the hypothesized 
personality dimensions of psychoticism, and it is 
suggested that it may be a measure of a broad 
semantic dimension of evaluation. 


Hilton M. Davis, 

Psychology Department, 

City of London Polytechnic, 
School of Science and Technology, 
gr Jewry Street, 

London, E.C.3. 


Heterosexual Aversion in Homosexual Males. 
A Second Experiment. By Kurr FREUND, 
Ron LANGEVIN and Yaros.aw Zajac. 


The theory that homosexual males have an aversion 
to. the vulva was tested. Androphilic males were 


< erotically pre-aroused by pictures of male nudes and 


then shown pictures of parts of the female body, 
including the vulva. Verbal ratings indicated disgust 
to the vulva and, to a lesser degree, to the breasts. 
However, penile volume changes to the various parts 
of the female body and to neutral slides did not 
differ significantly. In an earlier study on androphilic 
males, there were neither penile nor verbal aversive 
reactions to full figures of female nudes, but there 
were both verbal disgust and significant penile 
detumescence to pictures of skin diseases. The two 
studies together argue against the theory that male 
homosexuality can be explained by an aversion to 
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Socio-clinical Substrates of Folie a Deux. 
By Som D. Sont and G. Josep Rockey. 


Eight cases of folie & deux seen at Prestwich 
Hospital are presented in this paper. A relevant 
review of the literature in conjunction with these 
cases suggests that whereas the principal in folie à 
deux is always a psychotic who initiates the delusions 
on the basis of his morbid psychotic illness, the 
associates have an assortment of abnormalities. 
including schizophrenia, ° subnormality, susceptible 
personality and dementia, ‘which predisposes them 
to acquire the delusions of their partners, The social 
milieu is considered as a determinant of the actual 
content of the delusional systems, and precipitant in 
some cases, It is the opinion of the authors that such 
a socio-clinical approach in folie à deux can be 
rewarding both prognostically and therapeutically. 


Som Datta Soni, 
Prestwich Hospital, 
Prestwich, 

Manchester M25 7 BL. 


Differential Effects of: Psychotherapy and 
Behavioural Techniques in a Case’ of 
Acute Obsessive Compulsive Disorder. 
By PETER LAMBLEY: 

In this case study the effects of a number of 
behavioural methods together with psychotherapy 
were evaluated in the treatment of an acute obsessive- 
compulsive condition. The results suggested that 
covert reinforcement: may have some advantages 
over other techniques in the acute phase, since it 
allows the patient to develop self-control over the 
impulses that create the acute condition. Psycho- 
therapy was found to be effective only at a later 
stage in treatment. 


* females. Peter Lambley, 
Kurt Freund, Depariment of Psychology, 
Clarke Institute of Psychiatry, University of Cape. Town, 
250 College Sireet, Toronto MgT rR8, Rondebosch, ; 
Ontario, Canada. Cape, South Africa. 
ERRATUM 


It is regretted that the name of one of the authors 
was omitted from the synopsis of “Sedative or Tran- 
quillizer? A Comparison of the Hypnotic Effects of 
Chlordiazepoxide and Amylobarbitone Sodium” 
published in the January Journal (p. 92). The authors 
are R. Perkins and J. Hinton. Our apologies to 
Dr. Perkins. Ed. 


Brit. J. Psychiat. (1974), 124, 308-12 
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THE STUDY OF CAUSATION 
Causal Thinking in the Health Sciences. By 
Mervyn Susser. London: Oxford University 
Press. 1973. Pp. xii-+-181. Index 7 pp. Price 
£2.20 (Paperback), 

Very frequently in aetiological research experi- 
ments on human subjects have to be ruled out for 
practical or ethical reasons. Investigation must then 
depend upon observational techniques which can 
explore the relationship between a given disease and 
each in turn of its suspected causal agents, whilst 
holding constant all other variables. Where problems 
of case-finding and diagnosis have been solved, those 
of survey design and the analysis of reported data 
become crucial. 

There is a tendency for medical workers, faced 
with the increasing complexity of causal research, to 
hand over their survey data to statisticians in the 
pious hope that something meaningful will emerge 
from the computer. With this attitude of mind 
Professor Susser has little sympathy. Modern strate- 
gies of data analysis, in his opinion, can all be derived 
from Mill’s canons of logic and require for their 
understanding only the simplest grasp of mathematics. 
Medical investigators should be trained to make use 
of sophisticated causal models both in planning their 
research and in interpreting the findings. His book, 
the fruit of seven years’ postgraduate teaching 
experience at Columbia University, is intended to 
remedy serious deficiencies in the epidemiological 
literature. 

Following an introductory section on the history 
and basic concepts of epidemiology, the main 
content is devoted to a review of deductive methods 
employed in the study of causation. The debt of 
epidemiologists to social survey research is fully 
acknowledged. The lucidity of the text, the breadth 
and depth of the author’s erudition, and his use of 
nearly fifty ‘exhibits’—simple tables, graphs, and 
diagrams——to illustrate his arguments, combine to 
make this volume both a pleasure to read and a 
valuable source of reference. 

The principles of deduction are the same in 
investigating mental or physical disorder. Psychiatry 
is a special case only in that aetiological research has 
so far proved relatively unrewarding, and that 
research workers have been too preoccupied with 
problems of case-definition and case-identification to 
give much thought to causal models. As the basic 


difficulties begin to be resolved, more and more 
attention will be paid to the questions so ably dis- 
cussed in these pages. 

B. Cooper. 


DRUG ADDICTION 
Marihuana Users and Drug Subcultures. By 
Bruce D. Jounson. New York, London, Sydney 
and Toronto: John Wiley and Sons. 1973. 
Pp. 2go. Price £6.50. 

This book discusses fully the problem of the 
control of cannabis which is still being discussed in 
the U.S.A., Canada, and Britain at the present time 
without any decisive outcome so far. The author is 
an Assistant Professor of Sociology at New York 
University, and has applied statistical methods to the 
study of 3,500 students. The style is clear and easy 
to read, and the book is illustrated by many diagrams 
and tables. Dr. Johnson belongs to a minority group 
which at the present time suspects that the severe 
U.S. laws actually facilitate the escalation of students 
from cannabis to LSD and heroin. He gives, however, 
an excellent insight into the cannabis subculture 
among these students. 

He first describes the parent culture in which studious- 
ness and conformity are exercised. Deviance no doubt 
comes more readily when the country’s youth loses 
faith in the older generation because of parental 
acceptance of wars such as those in Korea or Vietnam, 
or follows the break-up of the family from excessive 
drink and sexual licence. The adolescent thus on 
leaving High School, embraces the peer culture of 
which loyalty to the group is the chief characteristic. 
Cannabis plays a central part in moulding together 
the group, whose values are taken from the media 
where fast cars, sexual permissiveness, etc. are 
featured, The student makes friends with those 
further advanced who are already trying LSD or 
heroin. 

The author’s main argument is that the practice of 
buying and selling leads to the student meeting others 
who are trafficking in LSD and heroin, and that if 
only he. could buy cannabis at the corner shop, as 
he can cigarettes, there would be no escalation. In 
support of this minority view he quotes the repeal of 
prohibition as an example te follow in the case of 
cannabis, on the ground that repeal ended illegal 
sales of alcohol. However, he ignores the fact that 
since the repeal the quantity of alcohol consumed 
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has risen steadily to alarming heights, still making 
huge fortunes for the purveyors. but now inflicting 
great damage on the nation’s health. 

A number of comparisons have lately been made 
between addiction to alcohol and to cannabis. 
The work of Ledermann and later of de Lint has 
shown conclusively that the amount of alcoholism is 
proportional to the amount of alcohol consumed, 
the amount manufactured and the number of outlets 
for sale. The effects of education and of advertising 
are also pertinent. This may indicate the need for a 
strong programme of education plus vigorous action 
against big pushers and subculture leaders in the use 


of cannabis. A. Spencer PATERSON. 


Psychedelic Drugs: Psychological, Medical and 
Social Issues. By Brian Weis. London: 
Penguin Books. 1973. Pp. 239. Index 10 pp. 
Price 50p. 

Although I prefer the term psychotomimetic for such 
compounds (to embrace all compounds with hallu- 
cinogenic properties), I appreciate that the term 
psychedelic accurately describes those better-known 
drugs which form the subject matter of this book. 

Mescaline, LSD-25, psilocybin and cannabis are 
dealt with exhaustively. Their origins and early 
therapeutic uses are described, and there then 
follows a critical examination of the problerns arising 
from their abuse (and its-escalation), the likelihood 
of their causing brain and chromosomal damage, and 
the possible precipitation of psychotic illness. A useful 
analysis is also made of the possible association 
between the use (abuse) of these drugs and the 
increase of aggressive and criminal behaviour, and 
of the enhancement of sexual, creative and religio- 
mystical experience. 

This book—possibly the most clearly presented 
text on this subject for some years—certainly exa- 
mines all the evidence, and, much to its credit, this is 
presented in an objective factual way, leaving the 
reader to form his own personal conclusions from it. 

Tn spite of all that may be written about drugs and 
their effects, there is no doubt that for these particular 
drugs no ‘hard and fast predictions about their 
subjective effects can be made. These depend 
primarily on what the person is expecting or wanting 
to experience, upon his personal motivations, and 
upon the setting in which the drug is taken. I am 
almost convinced that these factors are more im- 
portant determinants of drug action than the true 
biochemical effects of the substance itself. 

Conclusion: a detailed and well-balanced account 
of a difficult subject; well worth reading. 

T. R. Wirson, 
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Drug Dealers—Taking Action. By RicHarp BLUM 
and Associates, London: Jossey Bass. 1973. 
Pp. xxli+ 307. Index 4 pp. Price £4.95. 

This book is a companion to several volumes 
produced by the International Research Group on 
Drug Legislation and Programmes which have been 
published in the hope of providing information and 
perspectives helpful in improving the present inter- 
national drug activities, and useful in planning new 
legislation, and programmes designed to reduce 
problems associated with psycho-active drugs. The 
book succeeds in these aims by reviewing what is 
known about an emotionally charged area (‘selling’, 
‘dealing’ or ‘pushing’ drugs illicitly) in an informative 
balanced and objective way. The authors include 
accounts of previous original studies of drug dealers 
which they have carried out themselves. There are 
sections on trafficking, policing, what happens to 
those arrested, and policy making. The readership of 
a book like this must be small among psychiatrists 
but those interested inthe social aspects of dependence 
on drugs will find it most useful. 

Tuomas BEwLEY. 


TEXTBOOKS 

Psychiatry. By E W. Anperson and W. H. 
Trernowan. London: Baillière Tindall. Third 
edition, 1973. Pp. 968+ viii. Index 5 pp. Price 
£2.00. 

Modern Synopsis of Comprehensive Textbook 
of Psychiatry. By A. M: Freepman, H. I. 
Kaptan and B.J.Sapock. Edinburgh : Churchill- 
Livingstone, for Williams and Wilkins Co., 
Baltimore. Illustrated edition, 1972. Pp. 800+ 
xiv. Index 53 pp. Price £7.25. 

Which textbook shall we recommend to medical 
students? There are so many; most teachers feel 
dissatisfied with all; and many even try writing their 
own. Here are two books; one a British stalwart in 
a new edition, the other a synopsis of a much larger, 
multi-author work.: 

Anderson and Trethowan’s. book is concise, it 
covers a lot of ground, I agreed with nearly all it 
said, and yet cannot pretend that I found it com- 
pulsive reading. If only it were a little livelier. 

The American text covers an immense field, from 
‘behavioural sciences’, history, syndromes and psycho- 
therapies to such modern phenomena as Black Power 
and communal marriages. Many topics seem cur- 
sorily dealt with owing to the condensation from the 
larger original, but I found myself often absorbed and 
wanting to read more. The many illustrations capture 
interest as soon as the pages are opened. Waxy 
flexibility is one thing thus to be perpetuated in 
the student’s mind, and one realizes that the authors’ 
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interest in private practice may have surpassed their 
concern for the chronic mental hospital. Anderson 
and Trethowan’s brief discussion of the treatment of 
the mentally handicapped is noticeably better than 
its American counterpart. Coitus, and how to do it 
exhaustively, is a prestigious topic not just for 
Americans, and one finds a diagram of the sensations 
of a lady during her multiple orgasms while the 
gentleman ‘does not ejaculate even after 60 minutes 
of penile thrusting’. (‘Well done that man!’, mutters 
the avid reader.) With no less than 24 photographs 
or diagrams of the clitoris and an illustrative do-it- 
yourself vasectomy, teachers might reckon upon the 
lively attention of medical students to this textbook. 

The British book then for good, concise, rather dull 
facts, the American one for getting the student 
interested in psychiatry. lan Oswap. 
An Elementary Textbook of Psychoanalysis. 

By CHARLES Brenner. New York: International 
Universities Press, Inc. Revised edition. 1973. 
Pp. 274. Index 6 pp. Price $7.95. 

This textbook, easy to read, presents psycho- 
analytical theory in an up-to-date balanced form. 
The author, a Past President of the American 
Psychoanalytic Association, is on the staff of the 
Yale University Medical School. 

It is easy to forget that concepts such as psychic 
determinism and the importance of unconscious 
mental processes received scant attention before 
Freud presented them in an acceptable form. One 
tends to overlook Freud’s recognition of the import- 
ance of the organic components in neuroses; he did 
after all describe ‘actual neuroses’ and ‘psycho- 
neuroses’. Psychoanalytical theory is not static, and 
there have been many differences of emphasis in the 
last 60 years, so that it is particularly useful for the 
student of today to have the theories presented afresh 
and described not in the terms used in the early 1900s 
but in those of the 1970s. 

This textbook has stood the passage of time. 
Originally published in 1955, it has been translated 
into nine languages. The present ‘revised and 
expanded’ edition has two new chapters. One of 
these shows psychic conflict, though in some indivi- 
duals producing undesirable symptoms, can in 
others be the determining factor of much that is 
good. A final chapter attempts to place psychoanalysis 
in perspective, what it has achieved and what lies 
ahead. 

This book is outstanding because of its lucidity and 
balanced approach. It would be of great use to 
students and practitioners in any discipline concerned 
with why people behave and think as they do. 

R. F. BARBOUR. 


BOOK REVIEWS 


PSYCHOLOGY 
Organisation and Memory. By Perer Herriot, 
Joszruine M. Green and Roy McConury. 
London: Methuen. 1973. Pp. viii-+118. Price 
£1.25, 

The book is one of the Methuen Studies in Mental 
Handicap series edited by Peter Mittler. It opens 
with a neat review of memory processes in normal 
persons, concentrating on what might broadly 
be called cue utilization and memory strategy 
approaches. The rest of the book is devoted to 
a research project by the authors designed to discover 
whether the same processes can be inferred to account 
for the free recall performance of subnormals as are 
hypothesized to account for that of normals. The 
answer, broadly speaking, seems to be yes. The 
experiments gain in effect by being sequential, and 
nicely illustrate that, given an adequate frame, 
quite complex strategies of memorizing are available 
to the so-called subnormal. 

Given a lot of intermediate pondering, the present 
book would seem to have implications for general 
methods of teaching subnormals-and the design of 
teaching machines for their use. The book hints at 
its own major defect in the folowing terms: ‘Material 
consists of items rather than meaningful wholes, 
despite Bartlett’s strictures . . .. Recall is demanded 
as an end rather than as a means to an end. Motiva- 
tion for an experimental task as an end may be 
different from motivation for a task to which memory 
is a means. In brief, the balance between scientific 
control and generalizability of results has been tilted 
towards control.’ 

In Fred Bartlett’s name, why? 

D. BANNISTER. 


Man as a Measure: The Crossroads. By DANIEL 
Ape.son. Community Psychology Series No. 1. 
New York: Behavioral Publications. Pp. 146. 
Price $3.95 (paper), $7.95 (cloth). 

This book is in three sections, The Preface is 
entitled ‘Toward a Conception of Community 
Psychology’; the second section contains four essays 
by seven contributors on problems arising from 
school desegregation in Berkeley, California; the 
third section consists of three papers jointly entitled 
‘Psychologists at the Storm Center’, i.e. the University 
of California during troubled days of student unrest 
1964-67. 

The book overlaps psychology with politics, but this 
is probably inevitable in the circumstances in which 
it was written. It might be worth reading to help 
alert us to the contemporary increasing extra- 
professional pressures that medicine is being subiected 
to. The subject matter, however, is not relevant to 
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clinical psychiatry or to clinical psychology, and the 
cultural differences between the United States and 
Great Britain make comparisons impossible. 

Like Edward Sampson, on page 143, ‘I am not 
sure who will be reading this, what they will be 


looking for or even why’. Donat F. EARLY. 


Piaget: Dictionary of Terms. By Antonio M. 
Barrro, Translated and edited by Exizaperu 
Rutscut-HERRMANN and Saran F. CAMPBELL. 
Pergamon Press Inc. 1973. Pp. xiv-186. Price 
£575- 

Though this book certainly appears to have been 

a work of devotion and love, it must, I am afraid, 

be regarded as love’s labour lost. Only two points 

need be made about it. First, that it is regrettable 
that a great thinker such as Piaget has found it 
necessary to couch his views in verbal formulations 
of such involuted complexity that a dictionary of 
the terms he uses should be regarded as necessary 
and desirable. Second, that, as this dictionary depends 
largely on quotations of Piaget’s own statements 
which presumably have been found incomprehensible 
in the first place thus necessitating a dictionary, it 


is really no help at all. Beare HERMELIN, 


MISCELLANEOUS 
Assessment for Learning in the Mentally 
Handicapped. Institute for Research into 
Mental Retardation: Study Group No. 5. 
Edited by Perer Mitrier. Edinburgh and 
London: Churchill Livingstone. 1973. Pp. 313. 
Index 6 pp. Price £5.50. 

The field of mental handicap has been much 
neglected. When official and formal attention has 
been directed to it the result has often taken the 
form of attempts at classification and categorization. 
Some of the need for rigid division of the area has 
now been removed by the acceptance under the 
t970 Act of all children as educable. This volume 
is timely since it gives precise consideration to assess- 
ment for learning. In regard to the individual 
patient with an established and irreversible brain 
lesion this approach is of more practical importance 
than a clinical diagnosis, even if one can be made. 
For those whose retardation is of a more functional 
nature the operant approach is even more Important. 
The contributions are by a number of distinguished 
psychologists with special experience in mental 
retardation. The exposition is simple and clear, with 
especial relevance for psychologists, psychiatrists and 
teachers whose task it is to handle problems in 
developmental psychology. The book goes a long 
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way towards bridging the gulf between psychological 
theory and practical teaching or therapy. Full assess- 
ment is seen as only completed at the end of the 
educational or therapeutic programme. The practical 
application of this aim to the 85,000 mentally handi- 
capped children now receiving special educational 
treatment poses a considerable challenge to all the 
professions concerned: 
Brian H. Kirman, 


Psychosomatic Medicine. Edited by ALISTAIR 
Munro. London: Churchill Livingstone. 1973. 
Pp. 95. Price £1.75. 

This book is a collection of twelve articles published 
in The Practitioner during 1972. Although designed 
primarily for general practitioners it will be useful 
to psychiatrists and other specialists as well, especially 
those wishing to cover some. of the main points in a 
large field before examination. This is not to suggest 
that the articles are academic.in flavour: most are 
practical and down-to-earth. 

The specific topics covered are: skin diseases ; 
asthma; coronary heart disease; hypertension; tired- 
ness and headaches; peptic ulcers; weight disorders; 
locomotor disease; epilepsy; gynaecology; and 
ulcerative colitis. ; 

Some chapters are exceptionally good—Pinkerton’s 
contribution on asthma is a ‘model of balance—but 
others, such as Susskind’s on dermatology, may 
irritate the psychiatrist by imprecision in the use of 
terminology and concepts he is familiar with. Several 
leave an unsatisfied feeling that more detail is needed, 
but this may be æ tribute to their digestibility. 
Overall the book makes.a pleasant and informative 
evening’s reading. < 

DAVID ÁBRAHAMSON. 


Mental Health Education in the New Medical 
Schools. Edited. by Donato G. LANGLEY, 
Joun F. McDermorr, Jr, and Arren J. 
EneLow. London and San Francisco: Jossey- 
Bass. 1973. Pp. xxvii and 246. Index 9 pp. 
Price £4.95. 

In 1972, teachers of psychiatry from the most 
recently established medical schools in North 
America met at Airlie House in Virginia to discuss 
some of the issues confronting their new departments. 
This book contains the topic papers circulated before 
the conference, the discussion of each topic, skilfully 
edited, and, in an Appendix, a brief description of 
the mental health programmes in each new school, 

The papers are of a consistently high standard, 
though those dealing with finding will be of little 
interest to British readers. An admirably clear 
paper on ‘Instructional Objectives and Priorities’ 
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by Dr. Hilliard Jason serves as a sharp reminder of 
how far psychiatrists in this country have neglected 
this field. 

Three topics important for us are extensively 
discussed. The first, from MacMaster, shows how 
seriously the department of psychiatry takes the 
schools’ goal of producing more and better equipped 
family doctors: half the psychiatric clerkships are 
held away from the hospital in a comprehensive 
primary care setting. The second is the total irrele- 
vance of psychoanalytically orientated psycho- 
therapy training for equipping the psychiatrist to 
deal with the needs of the whole population and not 
just the moneyed and articulate classes. Dr, Sherving- 
ton, Chief of the Psychiatry Training Branch, National 
Institute of Mental Health, underlines the futility of 
such a training thus: ‘We cannot train a man to be 
an individual entrepreneur, encourage him to 
work within a system where he is to be top dog, 
not working in concert with others, and then expect 
him to leave that training program and adequately 
serve a community’. This is a warning which we 
should not let go unheeded. The third topic is the 
uncertainty of the psychiatrist’s role. The question is 
asked: ‘What does the psychiatrist do that is medical? 
Why have an M.D. degree? The other mental health 
professions, social work, psychiatric nursing, psy- 
chology, are assuming more and more of the once- 
traditional prerogatives of the psychiatrists and 
asking the same question’, I have little doubt that 
before long we will be asked the same question here— 
and what replies are we going to give? 

Peter BROOK. 


The Stranger in Shakespeare. By Lest A. 
Frepier. London: Croom Helm. 1973. Pp. 263. 
Price £3.75. 

We English cannot guess all that we owe to our 
national Bard. Heavy doses of Shakespeare have 
been inflicted on English graduates in our universities 
for many generations; and schoolteachers in their 
turn have indoctrinated their tender charges with 
Shakespearean history, psychology and ethics. Even 
now we are only beginning to escape from a co- 
ordinated system of ideas which has been a strong 
foundation for our isolationism, our puritanism, our 
one-time anti-semitism and our continuing anti- 
feminism, and our pruderies with their mirror 
reflections in bawdy schoolboy puns. 


BOOK REVIEWS 


Shakespeare had a fascination and a horror for 
the stranger, who appears in his plays again and again 
as an archetypal figure of demonic power. Lady 
Macbeth was a real witch; Joan of Arc virgin, witch 
and whore. Joan was guilty of what was for Shakes- 
peare the ultimate treason, betrayal of a father: 
‘Dost thou deny thy father, cursed drab? / Oh, burn 
her, burn her! Hanging is too good.’ In nearly all the 
plays daughters betray their fathers, even the best 
of them such as Cordelia, Desdemona, Juliet. 
Shakespeare, struggling against his own female part, 
would spit it out if he could. In Cymbeline, Posthumus 
exlaims: 

Is there no way for men to be, but women 

Must be half workers? . . . 

Could I find out 

The woman’s part in me! For there’s no motion 

That tends to vice in man but I affirm 

It is the woman’s part. Be it lying, note it 

The woman’s; flattering, bers; deceiving, hers; 

Lust and rank thoughts, hers, hers. 

As adumbrated in the Sonnets, the true nobility of love 
is shown only between man and man, most nobly 
in the reciprocal faithfulness of father and son. The 
love between man and woman is always flawed; and 
to disguise the taste of it and make it palatable 
Shakespeare has his boy acters playing the parts of 
girls who play at being boys. 

Equal fear, fascination and hostility are provoked 
by other strangers, the Moor, the Jew. Bit by bit over 
the centuries Shylock has been transformed from a 
monster to a sympathetic victim, and indeed with 
half his ambivalent soul Shakespeare recognized his 
common humanity. But Shakespeare also felt his 
presence as the archetypical ogre, who lusts for 
human flesh; and Professor Fiedler picks out the 
cannibalistic metaphors that reveal him. 

Professor Fiedler pursues his quarry, this frightened 
beast in Shakespeare’s unconscious, in a fox-hunt that 
takes him over wild country in checks and starts and 
gallops. Hares, rabbits and even field-mice start 
up at every turn to divert us to new insights. This is 
no orderly disquisition, but something more like a 
brilliant after-dinner conversation; the fresh ideas 
springing up on every page are often scarcely brushed 
before, the point made, the chase goes on again. 
Anyone who loves Shakespeare, or is horrified by 
him, should read this book. 

ELIOT SLATER. 
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Letters for publication in the Correspondence columns should be addressed to; 
The Editor, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, WIM gLE 


PSEUDO-HALLUCINATIONS 
Dear Sir, 


I am surprised that to date Dr. Hare’s ‘A short note 
on Pseudo-Hallucinations’ (Journal, 1973, 122, 
469-76) has not provoked a reply in these columns, 
either from a phenomenologist or from an angry 
examination candidate agreeing with him that the 
question on this topic in the Membership examina- 
tion was difficult—even unfair. 

It was a challenging article implying that the 
concept of pseudo-hallucination was nowadays 
largely superfluous, although it ‘won’t yet lie down’. 
This opinion was supported by a strangely per- 
functory and unhelpful search of the literature. 
For instance Hare says that apart from Slater and 
Roth ‘the only other commonly available English 
language text-books which mention pseudo-hallucina- 
tions are those of Fish’. Yet a similarly perfunctory 
search of the literature (my own book-shelf) brought 
to light two further standard text-books (Anderson 
and Trethowan, and Granville-Grossman) that not 
only mention pseudo-hallucinations but discuss the 
concept in reasonable detail. 

Similarly, although there may well be ‘only three 
papers dealing with pseudo-hallucinations in British 
psychiatric journals over the last ten years’, these 
articles (all Sedman’s) are key papers, greatly detailed 
and include a historical survey of the literature as 
well as illustrative cases. I would not have thought 
it unreasonable to expect an examination candidate 
to have read these articles or to have looked at the 
books by Fish, Granville-Grossman, Slater and Roth, 
and Anderson and Trethowan. I would concede 
that Jaspers appears muddled when writing on 
pseudo-hallucination, but Sedman’s review is surely 
clear enough. 

The question of the everyday clinical importance 
of the concept is a separate issue, but I would feel, 
contrary to Hare, that the concept has a pragmatic 
value. One needs to distinguish initially between 
phenomena occurring in clear or in clouded cons- 
ciousness. Having done that, hallucinatory pheno- 
mena in clear consciousness can usually be divided 
into ‘true’ hallucinations (or hallucinations proper) 
and various forms of imagery and pseudo-hallucina- 
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tion. The latter phenomena indeed appear to lie on a 
continuum, which is‘why Sedman refers at times to 
pseudo-hallucinations as ‘a special form of imagery’. 
The subject experiencing a pseudo-hallucination 
recognizes it is not a veridical perception. The ex- 
perience has a subjective quality which the patient 
realizes, and occurs in inner subjective space—‘the 
mind’s eye’ or ‘the mind’s ear’. The content is nearly 
always ‘ego bound’ and psychologically meaningful 
words of advice and comfort are proferred and so on. 

This differentiation is not merely a pedantic 
academic exercise, but can be relevant diagnostically. 
Unlike Hare, I do not read Fish as being sceptical of 
the clinical importance of pseudo-hallucination; he 
was surely pointing out that true auditory hallucina- 
tions in clear consciousness are of more ominous 
import with regard to a possible diagnosis of schizo- 
phrenia. Too often a patient is said to be ‘halluci- 
nated’, with all that that implies, without an adequate 
investigation of the symptom. Phenomenology is 
admittedly not a sharp tool, but at least let us not 
blunt it further. 

G. G. Hay. 

Department of Psychiatry, 
University Hospital of South Manchester, 
West Didsbury, 
Manchester, M20 8LR. 


REFERENCES 
ANDERSON, E, W. & TrerHowan, W, H. (1973) Psychiatry, 
grd ed. London: Bailliére, Tindall. 
Granvitie-Grossman, K. (1971) Recent Advances in Clinical 
Psychiatry. London: J. & A. Churchill. 


THE CAPGRAS SYNDROME 
Dear Sir, 


We would refer to two papers in the December 
1973 issue of the Journal discussing the Capgras 
syndrome which you published under the general 
heading ‘Organic Conditions’. We have seen a 
patient with pseudo-hypoparathyroidism who deve- 
loped two brief episodes of a schizophrenia-like 
psychosis following courses of electro-convulsive 
treatment. The illness occurred in clear consciousness 
and included the Capgras symptom. We suggest that. 
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the effect of ECT in our patient, acting on a 
previously abnormal central nervous system, was 
sufficient to produce the schizophrenia-like psycho- 
syndrome. 

Weston and Whitlock (1971) described a case of 
the. Capgras syndrome following severe head injury, 
and Whitlock (1967) also described cases of the 
Ganser syndrome occurring on an organic basis, 
thus emphasizing the fact that these conditions are 
non-specific and can occur in a wide variety of 
psychiatric settings. It may, therefore, be preferable 
to talk of the Capgras symptoms and. Ganser symp- 
toms rather than use the word ‘syndrome’. Sir 
Aubrey Lewis (1966) has pointed out the difficulties 
that arise from arguments over the use of such terms 
as ‘syndrome’, ‘illness’ and ‘clinical entity’, However, 
it is important that the significance of the above 
contributions does not get overlooked in what may 
become an argument over the meaning of words. 
What must be emphasized is the need to search 
carefully for a possible underlying cause in these 


oe G. G. Hay. 
ar D. J. Joer. 
Department of Psychiatry, 
` University Hospital of South Manchester, 

West Didsbury, 


Manchester, M20 8LR. 
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: DEPRESSIVE ILLNESSES IN LATE LIFE 
DEAR SIR, 


May I register my surprise that Sir Martin Roth 
and Dr. Garside could advance the naive notion 
(letter, Journal, 1973, 123, 373-5), that researchers’ 
biases in collecting data on symptoms would 
necessarily be a direct reflection of their views? 

In patients over 4o I regularly find the early 
morning wakening, guilt, feeling worse in the 
morning and so on, the symptoms which characterize 
endogenous depression. However, when students 
fuss about whether a patient of under 30 suffers 
from this or a neurotic depression I am conscious of 
a growing irritation. Why, I feel, do they not merely 
ask, does the patient have a condition which is 
likely to respond to an anti-depressant? And, instead 
of attempting to find the list of symptoms which 
characterize neurotic or endogenous depression, 
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why do they not focus on whether the patient has 
shown for some months a clear-cut depression or loss 
of interest with sleep disturbance and possible loss 
of appetite etc., which is different from their lifelong 
pattern? Again I. ask myself: can endogenous 
depression be a clinically significant entity when so 
few of the symptoms which characterize it correlate 
with a good response to physical treatment? (Kiloh 
et al., 1962; Mendels, 1965; McConaghy, 1968). 

Clearly I am biased against the concept that these 
two illnesses exist as entities. Yet when I interview a 
patient I regularly ask whether he has difficulty in 
going to sleep or does he wake early; does he feel 
worse in the morning or at night; and so through 
the questions which tend to polarize the patient’s 
symptoms to match. one. ‘of these two postulated 
illnesses. 

Roth and Garside. underestimate the effect on 
clinicians, whether ‘believers: or non-believers, of a 
theory which is clear-cut and easy to grasp, particu- 
larly when there are no alternative theories available 
with these advantages. Yet how. often must they have 
seen even the bitterest opponents of Freudian theory 
use large chunks of it when. attempting to explain 
aspects of human. behaviour. Equally I have heard 
the term ‘double-bind' frequently used clinically by 
psychiatrists who in intellectual discussion obviously 
regard it as a meaningless cliché. Back to the drawing 
board? 

N. McConacny. 
School of Psychiatry, 
Prince Henry Hospital, 
Little Bay, Sydney, 
Australia. 
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[This letter was 
comments: 

“The point we were making was that a man’s bias will not 
necessarily distort his perception and falsify his findings. 
Sometimes a clinical psychiatrist subscribes to one theory, 
yet his own observations may establish the opposite. In the 
case to which we referred, the investigators were not 
themselves aware that this had in fact happened. 

McConaghy’s point is quite different, It is that man will 
not necessarily practise in the clinic what he preaches in 
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his scientific papers. This is understandable. The models 
required for experimental work and clinical practice are 
quite different. But that is quite another issue.’—Ep.]. 


THE GANSER SYNDROME 
Dear SIR, 


I note that Dr. Tsoi (Journal, 1973, 123, 567-72) 
places the Ganser syndrome ‘on the hysteria- 
malingering dimension rather than as a psychosis’ 
and then suggests that the syndrome by itself should 
not constitute unsoundness of mind for criminal 
purposes. What does this mean to the forensic 
psychiatrist? 

I suggest that there are three points in the criminal 
law process when the mental state of the accused 
and/or convicted man is properly in issue: (i) regard- 
ing fitness to plead; (ii) regarding the various mental 
state defences; and (iii) in relation to culpability for 
the purposes of sentencing. In my opinion the 
Ganser syndrome, as opposed to a diagnosis of malingering, 
is relevant to the issue of fitness to plead (1). If, at the 
time of arraignment (or at a time before the opening 
of the case for the defence) the accused suffered 
from the Ganser syndrome as described by Dr. Tsoi 
then I maintain that there would be a proper issue of 
unfitness tó plead to put before a jury. This is because 
fitness to plead is essentially a matter of communica- 
tion rather than a question of insanity or unsound- 
ness of mind (2), as is apparent from the cases 
concerned with the deaf and dumb (3). 

When ene turns to consider the mental state 
defences it has to be remembered that the only 
concern is the mental state of the accused at the time 
of the commission of the alleged offence. I cannot 
recall any mental state defence being raised on the 
basis of a Ganser syndrome, but I can recollect a 
successful defence (‘automatism’) to a murder 
charge based upon the diagnosis of an hysterical 
dissociativestate (R v. Ede) (4) and a successful defence 
to a charge of attempted murder on the same 
psychiatric diagnosis which led to a verdict of not 
guilty on the ground of insanity (R v. Davies) (5). 
However, I do not think it at all likely that the 
notion of a Ganser syndrome, as opposed to an 
hysterical dissociative state, will have any relevance 
to a mental state defence. 

The major problem presented by the mental state 
of an individual involved in the criminal law process 
is found at the. post-conviction—pre-sentence stage. 
Here one may well see variations on the Ganser 
syndrome theme when offenders, in many cases, 
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have little more to seek than judicial sympathy. It is 
at this stage that the presence of a Ganser syndrome 
is relevant in that the court should be informed of the 
presence of the syndrome and what it may mean in 
itself and in terms of the personality of the offender. 

There are some other more exotic matters regarding 
mental state and the correctional (criminal law) 
process, for example unsoundness of mind and capital 
punishment (6), but these will not be considered here. 
What is not appropriate is simply to state that the 
Ganser syndrome, however defined, is not un- 
soundness of the mind for the criminal law. It is 
suggested that if the diagnosis is ‘malingering’ such a 
proposition should be baldly stated and supported 
and the diagnosis not dressed up and called a 
Ganser syndrome, ‘the simulation . . . (being) at the 
conscious . . . level’. ‘ 

ALLEN A, BARTHOLOMEW, 

4 Adamson Street, 
Heidelberg, 
Victoria, 
Australia, 3084. 
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Publication of the Journal during National Power 
Shortage 
Because of national restrictions on working 
hours, the British Journal of Psychiatry con- 
tains fewer pages than usual. We regret this 
situation and hope to receive the indulgence of 
our readers. 
The Journal will return to its normal size as 
soon as conditions permit. 
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INSTITUTE OF GROUP ANALYSIS 
r Bickenhall Mansions, Bickenhall Street, London W1H 3LF. 014-487-5393 
The following courses will be run by the Institute of Group Analysi 
GENERAL COURSE IN GROUP WORK consisting of lectures by leading authorities, based on the 
dynamics of small analytic group work, together with small seminars focused on practical group experience. 
This course will be held on Thursday afternoons from 3 October 1974 until June 1975. 
A COURSE IN FAMILY AND MARITAL GROUP WORK, This course will combine lecture with 
smal. discussion and supervision groups that utilize role playing and simulated family situations amongst 
other techniques. The course will be held on Tuesday afternoons from 1 October 1974 until June 1975. 
ADVANCED COURSES AND SEMINARS will be run to suit various levels of experience from the first 
week in October until the end of June. Details to be published later, 
N.B. The LAST date for enrolment for these courses is 31 May 1974. 
QUALIFYING COURSE, This is a course of training leading to qualification for professional membership 
in the Institute of Group Analysis. 
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PROVINCE OF PRINCE EDWARD ISLAND 
Positions vacant at Hillsborough Hospital in 
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certification, Salary range up to $28,000.00 with certification. 

The province invites others with certification in psychiatry to settle in Charlottetown and 
Summerside, PLE. Prince Edward Island, known as the ‘Garden of the Gulf? is beautifully 
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Aged and agitated Such elderly patients, 
confused, irritable and suspicious, are often a 
real problem to those who care for them in home or hospital. 
By reducing agitation without causing over-sedation SPARINE* 
(promazine hydrochloride B.P.) will help to make them 
more co-operative, alert and active, easing the nursing 
problem, and reducing time- 


consuming supervision. she needs eparine 


Further information on request from 
John Wyeth & Brother Limited, Taplow, Berks. 
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Inthe spectrum 
of depression 


‘Concordin’ has 
a special place 





Despondent, dejected and listless, the 
withdrawn depressive is the special case 
likely to derive most benefit from 
‘Concordin’. The è rapid è highly effective 
and e less sedating action of ‘Concordin’ is 
of especial value in treating these and 
similar symptoms in many retarded 
depressives. 


Concordin’ 


Mrofriptyiing hydroch 
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‘Coneordin’ is supplied as tablets containing 6 mg or 10 mg protriptyline 
hydrochloride. Detailed information is available to physicians on request. 
denotes registered trademark, 


D Merck Sharp & Dohme Limited, Hoddesdon, Hertfordshire 








vili BRITISH JOURNAL OF PSYCHIATRY, APRIL 1974 








INSTRUCTIONS TO AUTHORS 


1. Articles must be typed on quarto or Aq paper with double spacing and generous margins. 
Please submit two copies, one on lightweight paper suitable for airmail. 


2. The title, with the names only of the authors, should be brief and to the point so as to give 


a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 


3. Each article should be accompanied by a synopsis up lo 250 words long on a separate sheet, giving under 
its title some indication of the nature of the article and the name and address of one author. As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 


4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Great importance is 
attached to conciseness and clarity in the assessment of papers. The Journal cannot afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review elsewhere, Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 


5. All measures must be expressed in the metric system, e.g. weights in kilogrammes; temperatures 
in “CG; doses in grammes or milligrammes; lengths in centimetres; volumes in litres or millilitres. 


6. A summary should be provided at the end of every article. 


7. Acknowledgements: Always indicate clearly where the work has been done and what post(s) 
the author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 


8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered. Prepare them on quarto or Aq paper about 14 times the size they will be 
when printed, If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 


9. References should be listed alphabetically at the end of the paper, the tiles of journals being 
given in full. Book titles are to be given with initial capitals for important words, and with place of 
publication, References to articles should include the names of all authors. The title of the article should 
be without initial capitals and without quotes; the last as well as the first page should be included. 
Chapters in books should be treated in the same way as articles in journals. For example: 


1. Asev-Surrn, B. & Tirsivs, R. M. (1956) The Cost of the National Health Service in England 
and Wales. Cambridge. 


. Apenson, M. H. (1969) Drug withdrawal in male and female sehizophrenics. British 
Journal of Psychiatry, 115, 961-2. 


3. APPEL, K. A. (1959) Religion, in American Handbook of Psychiatry (ed. Arieti), New York. 


Tn the body of the paper, references may be by author and date: ‘Abenson (1969)’; or by reference 
number: ‘Abenson (2)’, as the author wishes. 


R 





Please check the accuracy of all references in the manuscript before submission, to make sure there 


are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 
reference list. 


Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
then be scrupulously rechecked. 


10, Reprints must be ordered {rom the printers, Headley Brothers Limited, The Invicta Press, Ashford, 
Kent TN24 8HH, at the same timc as proofs are returned to the Editor. 








BRITISH JOURNAL OF PSYCHIATRY, APRIL 1974 





In cerebral ischaemia 
Praxilene puts life into living 





eterioration © 


Inon thet 















yj them 
aily activities, and mos 
on the family or 





x BRITISH JOURNAL OF PSYCHIATRY, APRIL 1974 





The British Journal of 
Medical Psychology 


Volume 46 Part 4 December 1973 


CONTENTS 
KENNETH LAMBERT. Facilitating elements in analysis 


FREDERICK HAYES~ROTH, RICHARD LANGABAUGH and RALPH RYBACK, Mental health 
systems and non-systems 


A. D, FORREST and A. J. HAY. The schizophrenias: operational definitions 
Y. FRIED. Thinking in paranoia: a comparative study of conceptual models 


FRASER N. WATTS, GRAHAM E. POWELL and 8. v. AUSTIN. The modification of abnormal 
beliefs 


JOHN BIRTCHNELL. How appropriate is the epidemiological approach to the investiga- 
tion of the familial causation of mental illness ? Reflexions on the analysis of the 
Aberdeen Psychiatric Case Register data 


RUSSELL MEARES. Two kinds of groups 
EVELYN LIND. From false-self to true-self functioning: a case in brief psychotherapy 
JOAN W. DRAFFAN. Randomness in grid test scores 


vV. SHARMA and L. HAAS, Pre-recognition perception and personality: a pilot study (use 
of pre-recognition perception in a clinical context) 


BOOK REVIEW 


£3.00 net (US$9.50 in USA and Canada) 
1974 subseription £10.00 net (US827.50 in USA and Canada) 


CAMBRIDGE UNIVERSITY PRESS 


Bentley House, 200 EUSTON ROAD, LONDON NW1 208 
American Branch: 32 East 57th Street, New York, NY 10022 





BRITISH JOURNAL OF PSYCHIATRY, APRIL 1974 





The British Journal of 
Psychology 


Volume 65 Part1 February 1974 


CONTENTS 
PETER WARR. Combining three items of personal information 
P. E. MORRIS and R. L. REID. Imagery and recognition 
JOHN BROWN. Recognition assessed by rating and ranking 
PETER STRINGER. A use of repertory grid measures for evaluating map formats 


BEN M. JONES. Cognitive performance of introverts and extraverts following acute 
alcohol ingestion 


SHULAMITH KREITLER, HANS KREITLER and EDWARD ZIGLER. Cognitive orientation and 
curiosity 

DOUGLAS CARROLL. Orienting and defence reactions to simple auditory stimulation 
in man 

P. C. VAN DUYNE, Realism and linguistic complexity in reasoning 

MARK HAGGARD. Selectivity for distortions and words in speech perception 


C. R, CAVONIUS, R. HILZ and R. M. CHAPMAN. A possible basis for individual differences 
in magnitude-estimation behaviour 


JAN B. DEREGOWSKI, Effects of symmetry upon reproduction of Kohs-type figures: an 
African study 


P. E. WOOKEY and K. T, STRONGMAN. Reward shift and general activity in the rat 
R. E. REMINGTON. Effects of a pre-reward stimulus on a temporal discrimination 


ANTHONY J. CHAPMAN. An electromyographic study of social facilitation: a test of the 
‘mere presence’ hypothesis 


MARIAN ANNETT, Handedness in the children of two left-handed parents 


JACQUELINE CAMBON and HERMINE SINCLAIR. Relations between syntax and semantics: 
are they ‘easy to see’? 


GUSTAV JAHODA and HARRY MCGURK, Pictorial depth perception: a developmental study 


JOHN P. MURRAY. Social learning and cognitive development: modelling effects on 
children’s understanding of conversation 


BOOK REVIEWS 
OTHER PUBLICATIONS RECEIVED 


£3.50 net (US89,50 in USA and Canada) 
1974 subscription £12.00 net (US835 in USA and Canada) 


CAMBRIDGE UNIVERSITY PRESS 


Bentley House, 200 EUSTON ROAD, LONDON NW1 2DB 
American Branch: 32 East 57th Street, New York, NY 10022 


xi 











Psychosomatic Glassics 


Selected Papers from Psychosomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. 
Gottschalk (Davis, Calif.); P. H. Knapp (Boston, Mass.); M. F. Reiser (New Haven, Conn.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa). 


VIH + 252 p., 53 fig., 30 tab., 1972 


SFr. 35.50 / US $9.95 / DM 35.50 / £3.93; reduced price granted to members of the American Psycho- 
somatic Society SFr. 31.35 / US $8.80 / DM 31.35 / £3.51 and to students SFr. 27.15 / US $7.65 / 
DM 27.15 / £3.03. 


ISBN 3—8058—1232—5 


Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the ‘Visceral Brain’. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. Ill. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The 
Ovulative Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patients with 
Gastritis, Duodenitis and Peptic Ulcer — Psychoanalytic Study of a Case of Essential Hypertension 
~- Possible Etiologic Relevance of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An Investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Hiness. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the maior investigative studies in an area which has expanded considerably 
in its scope during this period. These investigations are frequenty quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and 
intellectual context in which the work was first performed and also discusses how well the authors’ 
concepts have stood the test of time. In addition, there is a foreword by Dr. Car! Binger who was the 
Editor of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be unaware of the data sources of contemporary psychosomatic medicine. 


| s. Karger: Basel München Paris: London : New York Sydney 








BRITISH JOURNAL OF PSYCHIATRY, APRIL 1974 


xili 





BIOFEEDBACK: 


BEHAVIORAL MEDICINE 
Edited by Lee Birk, M.D. 


The development of behaviorally derived techniques of demonstrated 
effectiveness, capable of bringing previously involuntary bodily functions 
under voluntary control represents a major new frontier for clinical 
medicine and psychiatry—a behavioral control mechanism in which the 
patient can take a fully active and direct role in literally learning not to 
be sick. 


Biofeedback is now being used as treatment for insomnia, headache, 
irregular heartbeat, circulatory problems, backache, anxiety, strokes, 
epilepsy, asthma, reading disability. and high blood pressure. 


This volume intends to provide a balanced, factual presentation of each 
major area of biofeedback research and practice, to permit a sober, 
accurate, and research inducing assessment of its achievements and its 
potential. Each chapter is written by an eminent research person who takes 
a critical look from an evidence-oriented point of view at biofeedback 
and especially at the manifold medical and psychiatric claims being made 
for it. 


A "Seminars in Psychiatry” reprint 
December 1973, 205 pp., about $9.75 
ISBN 0-8089-0832-4 £4.55 


GRUNE & STRATTON, INC. 


A Subsidiary of Harcourt Brace, Jovanovich, Publishers 
111 Fifth Avenue, New York, N.Y. 10003 


Available in the United Kingdom through : 


Academic Press Inc. (London) Limited 
24-28 Oval Road, London, NW1 7DX, England 








xiv BRITISH JOURNAL OF PSYCHIATRY, APRIL 1974 













Recently published 


Clinical Aspects of Dementia 


By JOHN PEARCE, M.D., MR.C.P., Consultant Neurologist, Hull Reyal Infirmary, 
Yorkshire, With chapters on CLINICAL PSYCHOLOGY AND EPIDEMIOLOGY 
by EDGAR MILLER, a.sc., M.pHiL., Lecturer in Clinical Psychology, University of 
Southampton, With a foreword by J. N. WALTON, T.D., M.D., DSC, PROP 
Professor of Neurology and Dean, University of Newcastle upon Tyne. 


Dementia has been called ‘an amorphous no man’s land’~-difficult to delineate. Here the 
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In depression or anxiety 





often anxiety or agitation occurs in depressed patients treated with anti- 
depressant drug therapy. 

Serious depressive states can be uncovered when anxiety is treated by 
tranquillisers.”’ ‘Practitioner, 1972, 208, 511. 
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The Mental Health Services: A Review of the Statistical 
Sources and a Critical Assessment of their Usefulness 


By ALAN MAYNARD and RACHEL TINGLE 


Inrropucrion* 

The National Health Service has entered a 
period of substantial change. The impending 
reform of local government (1974) will coincide 
with considerable reforms in the administrative 
structure of the N.H.S. (1). In addition, our 
subject matter—the mental health services—has 
been the subject of various Government White 
Papers and policy decisions (2). These reforms 
are an attempt to increase the efficiency of the 
service, and throughout their pages reference is 
made to the need for scientific management and 
administrative efficiency. 

Such goals are laudable but, as their pro- 
ponents realize, they create a new matrix of 
problems with which management has to 
wrestle. Scientific management has to be 
related to policy objectives. The consequent art 
of defining objectives and relating policy to 
these objectives is now being developed. The 
definition of the objectives is usually in the 
form of crude provision or input indicators. 
Such indicators may be poor reflections of the 
quality and quantity of output produced by a 
health care system, but unfortunately they are 
the best we have at the moment, and until the 
art of creating output indicators (3) is developed, 
the policy maker will be compelled to have 
recourse to crude input indicators. 

The purpose of this paper is to review the 
present system of mental health services statistics 
(Section 1) and to relate this output to the 
planned development of the service during the 
1970s and beyond (Section 2). The radical 
reforms which are planned necessitate a con- 
siderable reform of data output. Such a reform 
would seem to be necessary if the avowed policy 


* Those to whom some of the terms in this paper may 
be unfamiliar can find some definitions in an Appendix at 
the end of the analysis. 


T 


of management by objective is to be prosecuted 


meaningfully. 


THe MENTAL HEALTH SERVICES: 
A REVIEW OF THE SOURCES 

The Report of the Royal Commission on the 
Law Relating to Mental Illness and Mental 
Deficiency, 1954-57 (the Percy Report) (4), 
drew attention to the deficiencies in the avail- 
able statistics relating to the mental health 
services. Since that time probably no other field 
has seen such a substantial expansion in the 
quantity of available statistics. However, these 
statistics are complex. There are distinct sets of 
mental health service statistics collected on 
different bases and relating to quite different 
aspects of illness evidence and medical provision. 
The methods of collection of these statistics and 
the form of presentation in published form are 
reviewed below. Throughout our survey of the 
statistical sources we shall assume that the 
statistics are accurate. Local officials often argue 
that they are inaccurate, but no estimate of the 
meaningfulness of the data has ever been 
attempted so far as we know.t 

Section 2(A) reviews the basic data sources 
from which the published material, described in 
section 2(B), is derived. Both parts of this 
description are, by their very nature, rather 
prosaic, although they are essential for our 
purposes since they demonstrate that the data 
yields of today bear little resemblance to the 
data requisites of the ‘scientifically managed’ 
mental health services of the future. Those 
readers who are familiar with the present system 
of data collection and published material can 


+ Dr. Hugh Freeman notes that in the early period of 
their psychiatric case register they found that one general 
hospital merely guessed out-patient figures and had no 
systematic machinery to record data in a proper manner. 
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omit this section and proceed to our discussion 
of the rationale of data collection and publica- 
tion (section 3).{ 


(A) Data sources 

Since 1949 all National Health Service 
hospitals in England and Wales have completed 
annual returns which when compiled by the 
Department of Health and Social Security have 
provided an in-patient, out-patient, day patient 
and night patient series for each broad diag- 
nostic category for all the fifteen hospital regions 
of England and Wales, together with national 
aggregate data, and teaching and non-teaching 
hospital data. The categorization of the mental 
health services has changed over time, parti- 
cularly in the early 1g60s. However, since 1961 
the changes appear to be minor and termino- 
logical rather than definitional. 

The Mental Health Enquiry provides a 
much more comprehensive coverage of the 
mental health field than is available from the 
previous source. The Enquiry has been con- 
ducted since 1964 and has been extended since 
1969 by S.B.H., 112 returns. Both of these 
returns apply to both psychiatric hospitals and 
psychiatric units in general hospitals. Local 
authority data are covered by a set of S.B.L. 
returns, the coverage of which has been ex- 
tended considerably in the last three years 
because of the Government’s increased emphasis 
on community care. 


(B) Published sources 

The statistics are compiled and published by 
the Department of Health and Social Security, 
one data source usually being the basis for one 
set of published statistics, although some, 
notably the Digest of Health Statistics are com- 
pounded from several different sources. In 
recent years the psychiatric hospitals have been 
quite well covered, although the data are spread 
over many different Reports and looking for 
any one index of provision can be somewhat 
frustrating, especially when they are not always 
compatible from year to year. The published 
form of the statistics is as follows: 

} Any researchers who are in need of a more detailed 


account of the basic sources and their published forms 
may acquire a fuller version of this paper from the authors. 


THE MENTAL HEALTH SERVICES: A REVIEW OF THE STATISTICAL SOURCES 


(i) Digest of Health Statistics (4) for England and 
Wales (5) 

This has been published annually since 1969 
and is designed to give the salient statistics for 
the health and closely related welfare services. 
Population statistics for the national and for the 
Regional Hospital Boards; data on manpower 
and the financing of the health services are 
provided in addition to indicators of hospital 
provision and diagnostic statistics. Although this 
is a very useful statistical series it has some 
limitations. 

The majority of tables refer to England and 
Wales only, but the 1970 and 1971 Digests have 
included summary tables at the beginning of 
each section for Great Britain, defined as 
England and Wales and Scotland. 

As regards psychiatric statistics, $.H.3 de- 
rived data are presented as a continuous series 
since 1962 for beds allocated (up to 1969); 
average beds available daily; discharges and 
deaths; waiting lists; out-patients; new and 
total attendances. These figures are to be found 
in section IV, the data being presented for total 
psychiatry, mental illness (including mental 
illness children and the chronic sick under 
psychiatric supervision) and subnormality. 
Totals are given for Great Britain and for 
England and Wales, although the 1969 Digest 
provides only the total for England and Wales. 
Confusingly, the same statistics are provided 
in another table where figures for the year of 
publication of the Digest are produced along- 
side those for the year ten years previously. 
However, in this case the figures are produced 
for the four categories of psychiatric disorder: 
mental illness, mental handicap, psychiatric 
children, and the psychiatric chronic sick. In 
both cases, the figures relate to teaching and 
non-teaching hospitals combined, as no separate 
statistics are produced for these except on the 
original S.H.3 forms (6). 

No breakdown of these figures between the 
Hospital Regions is provided in the Digest, 
although some selected provision ratios are 
produced by Regions. Allocated beds, average 
daily occupied beds, throughput (cases treated 
per available bed) are presented per 1,000 
population for England and Wales, for England, 
and for the Hospital Regions. The grouping 
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used is: total psychiatric, mental illness (in- 
cluding children and chronic sick) and mental 
handicap, and relates to the year preceding the 
year of publication of the Digest. For out- 
patients the numbers of new out-patients and 
new out-patient attendances are presented in 
total for psychiatry only. It is difficult to see the 
reason why the subdivision for out-patients 
should have been made different from that for 
in-patients, as similar information is available, 
and also why the interesting indicator (from 
the policy makers’ viewpoint) ‘beds available’, 
has been omitted, especially when the ‘beds 
allocated’ series must cease in 1969 (i.e. in the 
1971 Digest). 

Nowhere in the Digest is there information on 
night patients, and the only information on day 
patients is to be found in Section IX; and, as 
will emerge in the next paragraph, this is pre- 
sented in such a way as to be not directly 
comparable with the information in Section [V. 
This is a limitation, as with present policy it can 
be expected that day provision will become 
increasingly important. It emerges, then, that 
although the Digest is to be commended for 
producing very useful 5.H.3 derived data for 
the first time, the data are inadequate in some 
respects and can be confusing to the uninitiated. 
To make any detailed study of psychiatric bed 
provision still entails resorting to the original 
5.H.3 forms. 

Section IX (X, 1969, 1970) of the Digest 
(Psychiatric Services) is based almost entirely 
on information obtained from the Mental 
Health Enquiry, emphasis being on incidence of 
illness rather than on hospital provision. The 
only tables to give provision series are 9.1 and 
g.2 (1969, 10.1; 1970, 10.1 and 10.2) which 
incorporate S.H.3 information and provide for 
mental illness and mental handicap separately 
(apart from Day Patients) average daily occu- 
pied beds; discharges and deaths; out-patients, 
new and total attendances; day patients, new 
and total attendances; and, for the local 
authority services, persons under care, attending 
training centres, and resident in homes and 
hostels. Tables 9.2 (1971), 10.2 (1970) and 
10.1 (1969) together provide information since 
1961 in total for England and Wales; and 
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Tables g.1 (1971) and 10.1 (1970) give totals for 
Great Britain since 1961. 


(ii) Psychiatric Hospitals and Units in England and 
Wales: Depariment of Health and Social Security 
Statistical Report Series: 4, 5, 11, 12 (7) 
Statistical and Research Report Series 4 

These reports present the statistical data on 
psychiatric in-patients derived from the annual 
Mental Health Enquiry. No. 4 (published 1969) 
presents data for 1964, 1965 and 1966. No. 5 
(published 1969) presents data for 1967, No. 11 
(1970) presents 1968 data, No. 11 (1971) 1969 
data, and statistical and Research Report 
Series No. 4 (1972) 1970 data. 

Apart from the first two tables in each Report, 
which provide the male/female population for 
the Hospital Regions and the total population of 
England and Wales by age groups, all other 
information is given by sections determined by 
hospital type. Thus, while the Mental Health 
Enquiry aims to obtain diagnostic information 
and is concerned with patient numbers and 
types of disorder rather than with the bed and 
manpower provision type information obtained 
from S.H.3s and 8.B.112s, in published form 
this information is presented by hospital type 
rather than mental health type. Reports 4 and 
5 follow the same format, the four hospital types 
referred to being: mental illness hospitals, 
mental subnormality hospitals, teaching hospi- 
tals, and special hospitals (Broadmoor, Ramp- 
ton and Moss Side). For these purposes mental 
illness hospitals are those having beds for 
mental illness and chronic sick under psychi- 
atric supervision. Patients in a ‘mixed hospital’, 
i.e. one containing mental illness and mental 
subnormality beds, who are mentally ill or 
suffering from psychopathic disorder are assigned 
to mental illness hospitals, and those in similar 
hospitals suffering from mental handicap are 
assigned to mental handicap hospitals. As 
described earlier, mental illness in the Mental 
Illness Enquiry takes the wide definition, and so 
no information is available from these reports 
on chronic sick under psychiatric supervision, 
or on child psychiatry. Presentation is confusing, 
as the section on mental illness hospitals is pre- 
senting data on all admissions to mental illness 
hospitals and mental illness units in other 
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hospitals, regardless of whether the mental 
category of the patient is mental illness or 
mental handicap, and to obtain comprehensive 
figures for the total number, of, for example, 
mental illness admissions the appropriate figures 
for mental illness admissions to subnormality 
hospitals, teaching and special hospitals must be 
added together. 

Unfortunately, although Reports 4 and 5 both 
followed the format described above, certain 
changes were made for Reports 11 and 12. 
The special section on teaching hospitals was 
dropped and instead teaching hospitals infor- 
mation is incorporated in the mental illness 
hospitals section in such a way that some totals 
are inclusive of teaching hospital data and some 
are not. In many cases the teaching hospital 
figures are presented under separate columns in 
the tables, but in other cases figures are fully 
incorporated. As well as being confusing this 
means that fully comparable figures are not 
available for all categories over the years 1964- 
1970. The section on mental subnormality 
hospitals has been changed to mental handicap 
hospitals, but this is a simple change in termi- 
nology. Two new sections have been introduced 
which deal with those patients resident in 
mental illness hospitals and mental handicap 
hospitals at the end of each year. In this way the 
stock of patients is covered as well as the flow 
—admissions and discharges and deaths. These 
data help to throw some light on the residue of 
long-stay patients in hospitals which the other 
figures do not cover. 

Generally these reports are comprehensive, 
and all the information obtained from the 
mental health enquiry is published in various 
forms. From a research point of view, however, 
it might be more useful to present the data 
ordered by the mental health category type of 
patient and hospital type to which the patients 
were admitted, rather than by the latter alone. 


(iii) The Facilities and Services of Psychiatric 
Hospitals in England and Wales 
Department of Health and Social Security Statistical 
Report Series 3, 6, 9, 10 
Department of Health and Social Security Statistical 
and Research Report Series No. 2 (8) 

These reports present the data on psychiatric 
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hospitals and units as covered by the Mental 
Health Enquiries collected on S.B.H.112 forms. 
The forerunner of the series was the Department 
of Health and Social Security Statistical Report 
No. 3, “The Activities of Psychiatric Hospitals: a 
Regional Comparison of Mental Illness Hospi- 
tals and Units 1964’, published 1968. The other 
Reports are as follows: No. 6, 1966 (published 
(1969) ; No. 9, 1967 (1970); No. 10, 1969 (1970) ; 
and No. 2, 1970 (1972). 

The aim of the series was laid down clearly 
in the Report No. 3. 


‘the aim of present day care is to maintain the 
patient in the community as far as possible. This 
involves training in social adjustment and work 
capability as well as the modification of symptoms. 
It is clear that assessment in terms of the functions 
quoted above requires both activity analysis and 
medical audit. To this end a start was made in 1965 
to collect statistical data relating to the staffing and 
services of comprehensive hospitals and of units in 
non-psychiatric hospitals serving the mentally ill.’ 


An important emphasis an Regional data was 
laid down: 


‘as Regional Boards may be interested in the 
comparison of their own regional summaries with 
those for other regions, a series of regional indices 
has been prepared.’ 


Report No. 3 dealt only with mental illness 
hospitals and units and aimed at producing for 
1963 various regional indicators in easily under- 
stood bar graph form. From the beginning the 
main emphasis has been on regional differentials 
in provision, and in highlighting and illustrating 
these differences, the series is very important. 
However, the series suffers from all too typical 
inconsistencies, which become particularly appa- 
rent when an attempt is made to produce a 
time series of regional indicators. For example, 
the first year of publication (1964) dealt with 
mental illness hospitals only, and it was not until 
1966 that additional data were produced for the 
mental illness hospitals, or any data produced at 
all for the mental handicap hospitals. Since then 
the data have been published annually, apart 
from 1968 when although the information was 
collected it was not published. Copies of the 
report were circulated to psychiatric hospitals 
and Regional Hospital Boards. 
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Report No. 6 (1966) presents regional indices 
in diagrammatic form for both mental illness 
(section 1) and mental subnormality hospitals 
(section 3), and information on individual 
mental illness hospitals over 500 beds (section 2) 
and mental subnormality hospitals with over 
goo beds (section 4), together with additional 
information on individual hospitals in figure 
term. 

Report No. g (1967) presents data numeric- 
ally rather than diagrammatically. This is a 
pity, as the regional differentials are not so 
obviously striking. Data for teaching hospitals 
are provided for the first time. This Report is 
in five sections, the additional section being 
section 1 which summarizes the information of 
the other sections, giving the highest and lowest 
figures for each index and the frequency of 
hospitals in various ranges of provision. The 
indices produced in the four sections are similar 
to those in Report 6. 

Report No. 10 (1969) for the first time extends 
the coverage to hospitals with less than 20 beds. 
Section 1 sets out side by side comparable 
statistics for an earlier year—generally 1964, but 
if that is not available 1966 or 1967 (1966 is the 
earliest possible year for mental handicap 
hospitals). In some cases the 1969 figure is 
expressed as a percentage of the earlier year. 
The usefulness of this comparison can be 
doubted somewhat, particularly as the earlier 
years taken are not the same. Some additional 
indices are provided in the other four sections, 
for example the percentage of patients parti- 
cipating in various kinds of work or educational 
training, or the reasons why they are not 
participating. 

In this Statistical and Research Report 
Series No. 2 it was decided to present in 
published form yet more of the information 
obtained. Accordingly, section 1, as well as 
presenting data on the range of services provi- 
ded, named the hospitals falling into the lowest 
tenth for certain services, and sections 3 and 6, 
presenting statistics for individual mental illness 
and mental subnormality hospitals respectively, 
extended their lower limits to include hospitals 
with 200 or more beds; and in addition two new 
sections (4 and 7) gave particulars of some 
services provided by the hospitals with less than 
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200 beds. Sections 2 and 5, giving the regional 
and national indices of provision, were un- 
changed. 


(iv) Annual Report of the Ministry of Health] 
Department of Health and Social Security 

Each year the Annual Report of the Ministry 
of Health/Department of Health and Social 
Security presents in its appendices some of the 
statistics relating to the mental health services. 
The information collected has changed con- 
siderably since the reports were first published, 
and this is reflected by a considerable growth in 
data presented in the Digest. The data are to be 
found in two separate sections: Local Authority 
Mental Health Services under the Local 
Authority section, and hospital statistics under 
the Hospital and Specialist Services section. 
Of the two, the former is the more important, 
since it is now possible to find the hospital 
statistics duplicated in the published sources 
already mentioned, whereas the Local Authority 
section presents some series which are to be 
found nowhere else. 

The reasons why the particular statistics 
presented in the Annual Reports are selected 
have little to do with availability, however, or 
even usefulness; rather they are bound up with 
data which are legally required to be produced 
by the Department, and comply with Sections 
of the 1959 Act. Since in any case the emphasis 
is now to extend statistical coverage significantly, 
shown by the growth of the Statistical Report 
Series and the Statistics and Research Report 
Series of recent years, releasing statistics in the 
Annual Report is now something of an ana- 
chronism, and the Department intends to 
abolish the statistical appendix. This would 
seem reasonable if the Digest of Health Statistics 
is extended to provide a coverage of the Local 
Authority statistics at present found in the 
Digest only, and preferably data collected by the 
Department (S.B.L. forms) but not yet released. 


(v) Local Authority publications 

The Institute of Municipal Treasurers and 
Accountants (IMTA) produces two annual 
publications which are of immediate interest to 
any person reviewing psychiatric care outside 
the hospital. The Local Health Services Statistics 
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have expanded in scope during the 1960s. For 
instance, the 1964-5 edition gives expenditure 
data for each local authority providing residen- 
tial accommodation (adult and juniors).* Also 
cost per case data are given for attendances at 
training centres. The 1969-70 edition gives 
much more comprehensive data for training 
centres and residential accommodation: num- 
bers of trainee days, occupancy rates, costs per 
trainee (broken down into numerous catego- 
ries), number of resident days, percentage 
occupancy, costs per resident day; all statistics 
being given for junior and adult centres sepa- 
rately. Also day centres and workshops data are 
provided for the few local authorities under- 
taking these activities, The second source of local 
authority data is the IMTA’s Welfare Services 
Statistics series. This has also been substantially 
developed of late. The 1970-71 publication 
gives an analysis of net expenditure per 1,000 
population for the handicapped (all types) in all 
local authorities. It also provides data on the 
number of mentally handicapped persons re- 
gistered in the particular year (e.g. 1970-71) 
and the net expenditure per person registered. 

However, the extensive range of information 
collected by the DHSS via the 8.B.L. returns 
previously mentioned is the most useful and 
comprehensive of all. Continued and substantial 
pressure should be placed on the DHSS to 
publish it. 


THe RATIONALE OF DATA COLLECTION 
AND PUBLICATION 

So far we have presented a rather prosaic 
account of the nature of local and central 
government’s output of the mental health 
services’ statistical data in England and Wales. 
We must now turn to the reasons why these 
statistics are collected and their usefulness in 
meeting consequent needs. We assume that the 
principal objective of data collection is to 
monitor the working and assess the efficiency of 
the psychiatric service. As we pointed out in our 
introduction, such an objective begs the question 
of fixing provision standards in the various 
sections of the system of psychiatric care. This 
difficult problem is being faced by the Depart- 


* We should note that high and low expenditures are 
not necessarily correlated with ‘good’ or ‘poor’ service. 
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ment of Health and Social Security who have 
now begun to publish explicitly provision 
objectives. 

The first publication of such data for the 
mentally handicapped came in ‘Better Services 
for the Mentally Handicapped’ in 1971 (9). 
Table I below reprints some of this publication’s 
data. The figures in brackets show actual 
provision levels in 1969 and the figures outside 
the brackets show aggregate and provision per 
100,000 total population input objectives, 

These objectives have been supplemented by 
labour input objectives of the following nature: 

(a) nursing staff: a nurse-patient ratio of not 
less than 1 to 4:4 (ward staff only). This ratio 
is estimated to be the average of ratios ranging 
from 1 : 1 for very high dependency patients to 
1 : 8 for hostel type patients. 

(b) medical staff: not less than 1 medical 
practitioner (whole time equivalent) for each 
250 patients. 

(c) domestic staff: domestic staff in wards 
equivalent to 6-1 hours per bed per week for 
high dependency beds and 3-5 hours per week 
for low dependency beds; for corridors and 
other parts of the hospital one hour per week 
for each 165 square feet. 

(d) dental service: not Jess than one dentist 
(whole time equivalent) far each 2,000 patients. 

Similar objectives have been set for the 
mental illness sector, and these are outlined in 
Table II. (10) These are complemented by 
labour input objectives as outlined below: 

(a) nursing staff: a nurse-patient ratio of 
1 to 3. 

(b) medical staff: not less than 0-45 con- 
sultants (plus supporting grades) per 100 
resident in-patients. 

(c) domestic staff: domestic staff equivalent 
to 2:75 hours per in-patient week. 

(d) dental staff: 0-5 dentists per 1,000 in- 
patients. 

It is emphasized in all the relevant publica- 
tions that these objectives are to be in ted 
as flexible minimum standards which if found 
impracticable can be amended. However, 
despite this inclination to be flexible it is 
apparent that this approach is not likely to be 
wholly abandoned. Management by objective 
is here and here to stay. 
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TABLE I 


Planning figures for serowes for the mentally handicapped: Objectives (exuting provision), 1969 











Children aged o—15 years Adults 164- 
Per Per 
100,000 100,000 
population Aggregates population Aggregates 
objective objective 
1. Residential care in the community 
(i) in local authority, voluntary or pe 
owned residential homes .. 4,900 (1,800) 60 29,400 (4,300) 
(ii) foster homes, lodgings, etc. 1,000 (100) 15 7,400 (550) 





2. Hospital treatment 
(i) for out-patients 
(ii) for day-patients 


3. Occupation and training for adults 
(a) in the community 
(i) adults living in the community 
(ii) adults living in the hospital .. 
(b) in hospitals 
(i) for in-patients .. 
(ii) for out-patients 


27,000 (52,100) 
* 


6,400 pees 55 
(500) 


2,900 (200 10 4,900 


= 130 63,700 (24,500) 
— 20 g,800 = (100) 


17,200 (30,000)* 
4900 (200)* 


— 35 
~~ 10 





4. Day care or education for children under 5 years .. 


3,900 (500) 








5. Education for children of school age 
(a) in the community 
(ii) living in hospital 
(b) in hospi 
(i) for in-patients . . 
&B for day-patients 


* Estimated. 


at living in the community wi oh 56 


27,000 
2,900 (23400) 


- 3,400 (4,600) 
2,900 (200) 


Source: Better Services for the Mentally Handicapped. Department of Health and Social Security, Cmnd. 4683, 


June 1971, Table 5, page 42. 


The implication of this technique for the 
published statistics is likely to be substantial. 
It is apparent that the Department has still to 
complete its list of objectives. Even before this 
list has been completed the detail and coverage 
of publications is beginning to change. However, 
it is necessary that more radical changes should 
take place in the next few years. 

The essence of the present Government’s 
psychiatric policy is to transfer emphasis from 
hospital care to treatment in the community. 
This change of emphasis is prompted by econo- 
mic constraints which point to the appa- 
rently (11) lower costs of community care, and 
medical constraints which prefer integration, 
rather than isolation, to be the centre of modern 


care. This calls for the contraction of some 
hospital facilities and the expansion of local 
authority provision and hospital out-patient 
and day patient provision. The magnitude of 
the changes required in the mental handicap 
sector is apparent from Table I. At the same 
time as the role of the local authorities is being 
expanded, the structure of local government is 
to be totally reshaped (12). This reform will 
place the administration of all personal social 
services in the hands of the County Councils 
outside metropolitan areas (28 authorities) and 
of the Metropitan District Councils inside 
metropolitan areas (34 authorities), Those 
patients continuing to obtain treatment in the 
hospitals will be in the care of a new set of 
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Tase II 
Mental illness objectines 
Mental illness adults 
(i) in-patients 0+5 beds per 1,000 
population 
(ii) day patients 0-65 places per 1,000 
population 


A minimum of 6 clinic 
sessions per week per 
100,000 population 


(iii) out-patients 


Mentally ill or seriously 
maladjusted children 
(in-patients) 

Psycho-geriatric assess- 
ment (in-patients) 


20 to 25 beds per million 
population 

10 to 20 beds per 
250,000 population 





Elderly patient with 
severe dementia 


2°5-3 beds per 1,000 
population aged 65 


and over 





Elderly patients re- 
quiring joint geriatric/ 
psychiatric assessment 


ro-20 beds per 250,000 
total population. Sited 
in the geriatric depart- 
ment of the D.G.H. 





Sources ; 
Hospital Services for the Mentally IU. Department of 
Health and Social Security, December 1971, Appen- 


dix, page 12. 
Services for Mental Illness related to Old Age. Depart- 
ment of Health and Social Security, October 1972, 


Appendix, page 10. 


health authorities (13). There will be 14 
Regional Health Authorities in England and 
within these regions there will be 72 Area Health 
Authorities in England (outside Greater London) 
corresponding to the local government Counties 
and the Metropolitan Districts mentioned 
above. 

To monitor the workings of the psychiatric 
service in this reformed National Health 
Service, a vast new series of statistical indicators 
will be needed. Comprehensive statistical data 
must be produced for both the hospital and the 
community section of the service. It is inevitable 
that the published statistics of the present will be 
radically altered. Let us examine the provision 
objectives produced by the DHSS so far and 
relate them to the data available. Table I 
highlights the paucity of the present published 
data. Categories 1, 3, 4 and 5—residential care 
in the community, occupation and training for 
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adults day care or education for children under 
five years of age and education for children of 
school age—-cannot be monitored with the 
present published material. S.B.L. data are 
available but largely unpublished. The I.M.T.A. 
presents only limited data about residential care, 
and this is in expenditure terms. Individual local 
authorities prepare reports annually which with 
varying degrees of comprehensiveness throw 
light on the number of places available. How- 
ever, this information is not collected together 
into one single source, and attempts to research 
via private efforts are hampered by a reluctance 
of some local authorities to give or lend their 
reports to researchers. The nature of occupation 
and training for adults is obscure both within 
and without the hospital. The DHSS Statistical 
Report series gives some information about 
instructors and social workers employed in 
psychiatric hospitals, but no accurate assess- 
ment of the general availability of these services 
is available. Data about education for handi- 
capped children living in and outside the 
hospital are similarly scarce. Labour provision 
data are available for both the mental handicap 
and the mental illness hospitals. This is in the 
DHSS’s Statistical Report series. Similarly this 
series, together with SH3s, give us a fairly 
accurate picture of the state of psychiatric 
hospital bed provision. This shows wide varia- 
tions regionally (14) and enormous discrepan- 
cies between regional bed provision and the 
bed provision objectives cited above. The 
contraction of bed provision in some areas— 
in particular the South West Metropolitan 
Hospital Region—is going to produce a large 
outflow of patients, the demands of whom the 
local authorities will have to meet by some 
means or other. 

Even with the limited production of provision 
objectives that has appeared so far it is apparent 
that the statistical series collected and published 
by the various agencies are inadequate. The 
continued expansion of defined provision objec- 
tives brings with it a concomitant need for 
statistics to monitor the system to ensure the 
objectives are met. Furthermore, there is little 
reason why the published data should be simply 
in terms of bald numbers. There seems to be no 
reason why elementary statistical manipulation 
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(e.g. means, standard deviations, correlation 
coefficients, etc.) should not be carried out and 
published. The precise nature of these statistics 
will be determined by the nature of the provision 
indicators selected. 


CONCLUSION 


The application of the techniques of manage- 
ment by objective will necessitate a radical 
change in the nature of published statistics. 
If the performance of the mental health services 
is to be adjudged by the attainment of provision 
indicators, both local and central government 
will have to implement a comprehensive pro- 
gramme to produce accurate and uniformly 
defined indicator series. The changes in organi- 
zation and management which are now before 
us will render many series obsolete, but this will 
free resources to produce the statistics needed 
to achieve greater management efficiency in 
the N.H.S. 


APPENDIX 


DEFINITIONS 

(1) Management by objective. In such a system of 
management attention is directed to the objectives 
of the organization as a whole, how the activities of 
each particular part of the organization fits in with 
and contributes to these objectives, and what it 
costs to pursue these objectives by carrying out one 
selection of actıvities or programmes rather than 
another. 

(2) Input and Output indicators. The objectives pur- 
sued by any organization can be of an input nature 
(nurses, doctors, buildings, etc.) or an output nature 
(e.g. measures of reduction in mortality, measures of 
reduction in pain, etc.). It is possible to try to define 
input indicators in the mental health services, as the 
DHSS has shown. It is difficult to rank these (i.e. 
which is most important?). Output indicators, on the 
other hand, are difficult to define because there is no 
agreed measure of mental health service production. 
Until we have a proxy output measure we will have 
to use input indicators if we wish to practise manage- 
ment by objective (the indicators being ‘objectives’ 
for the organization to pursue). 
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What shall we do with the Drunkenness Offender? 


By HOWARD I. HERSHON, TIM COOK and PETER A. FOLDES 


In England, public intoxication has been a 
criminal offence ever since an Act of Parliament 
was passed in the reign of James I, somewhat 
over three and a half centuries ago. Edwards 
(1970) compiled some figures on these offences 
for the last two hundred years, showing that 
the rate of arrest was much higher in the nine- 
teenth century than at present. For example, in 
1878 there were 70 arrests per 10,000 of the 
population, compared with a comparable figure 
for 1968 of 16. Nevertheless, the latest available 
figures from the Home Office (1971) show that 
82,961 persons were found guilty of simple or 
aggravated public drunkenness in 1971. In the 
U.S.A, with its apparently much larger 
alcoholism problem, there were nearly one and a 
half million arrests for this group of offences in 
1966 (Pittman, 1969); this accounts for one 
third of all arrests in that country (Chafetz, 
1971). 

In the last 25 years alcoholism has become 
increasingly considered as a disease (Jellinek, 
1960; Alcohol and Health, 1971), and public 
drunkenness has therefore been perceived not as 
a criminal act but as the non-volitional beba- 
viour ofa sick person (Pittman, 1969; Alcohol and 
Health, 1971). As J. N. Mitchell (1971), then 
Attorney General of the United State, said : 
‘Alcoholism as such is not a legal problem—it is 
a health problem—simple drunkenness should 
not be handled as an offence subject to the 
processes of justice. It should be handled as an 
illness subject to medical treatment.’ In fact the 
climate of opinion supporting this view has 
been sufficiently strong to bring about changes 
in the law, changes which have redefined alco- 
holism and redirected society’s responses to it 
(for example, Criminal Justice Act (U.K.), 
1967; Comprehensive Alcohol Abuse and 
Alcoholism Prevention, Treatment and Re- 
habilitation Act (U.S.A.), 1971; Criminal 
Justice Act (U.K.), 1972). 

However, it would not be fair to see these 
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very significant changes purely in terms of 
medical enlightenment on the part of the 
judiciary and politicians; there was a growing 
disenchantment with the repeated fining and 
imprisonment of drunkenness offenders anyway. 
Driver (1969), for example, complained that 
the judicial system’s response to the drunkenness 
offender was inhuman and ethically backward, 
‘neither seemly nor sensible, neither purposeful 
nor civilized . . .’. Pittman (1969) estimated that 
it cost at least a hundred million dollars per 
annum in the United States to imprison 
drunkenness offenders and that this was entirely 
wasted. Chafetz (1971) revealed his concern 
more for the police, the courts and the correc- 
tional institutions, which he considered were 
being needlessly overburdened. Most consider 
that to punish such offenders is inappropriate, 
unconstructive and ineffective (Cook, 1969; 
Home Office, 1971). 

There are earlier reports describing the 
‘drunk’ and his way of life whether on ‘Skid 
Row’, in reception centres, courts, or prisons 
(i.e. Edwards, 1964; Gath et al., 1968; Edwards 
et al., 1968; Edwards st al., 1971), but the present 
study attempts to evaluate more specifically 
whether the drunkenness offender perceives 
himself and is perceived as bad or ill or both or 
neither. If medical institutions are to replace 
penal institutions it would be as well to assess 
the views of those for whom an alternative is 
being provided. The public inebriate may no 
more wish to go to or be taken to hospital than 
to be arrested by the police. A study of the past 
behaviour and attitudes of the public drunk will 
provide some information about the appropriate- 
ness of a medical response to his drinking. It is 
conceded that the public inebriate cannot claim 
the exclusive right to decide about society’s 
response to his drinking, but on the other hand 
failure to take into account his perceptions of 
his problems, his needs and his expectations 
might make for less than adequate social 
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action; and in that case attention might have to 
be given to a consideration of mass education 
or even coercion in an attempt to make ‘effi- 
cient’ use of the new medical institutions. 


MeEtTHoD 


‘Tt was against this background that this 
study of drunkenness offenders was mounted. 
The researchers worked for and had close 
connections with both medical and social 
agencies serving the locality. The intention was 
to interview the drunkenness offenders before 
their appearance in court and to offer them 
treatment or help which they could take up 
after they had been before the magistrate. 
These recommendations were made known to 
the court, and in all cases the offenders were 
immediately discharged to our care. The study 
monitors these recommendations; thus this 
datum is clearly different from that obtained 
directly from the offenders concerning their 
past contact with agencies and their present 
attitudes towards drink and its problems. 

Camberwell Magistrates’ Court, which serves 
a large part of South-East London, was visited 
by the researchers (a psychiatrist and two social 
workers) on twenty occasions between December 
1971 and May 1972. The drunks were inter- 
viewed privately in their cells before their 
appearance in court. Each research worker 
introduced himself by name and profession, 
stated that he was working for the Alcoholics 
Recovery Project, and explained that he was 
there in order to offer his help, if that was 
required. However, since at times twenty or 
more people had to be seen in the course of 
1-14 hours, the interviews were necessarily 
brief. The structure of the interview was agreed 
beforehand, and replies were noted on small 
card-sized questionnaires. At the end of the 
interview the researcher evaluated the needs and 
likely response of the drunk and in some cases 
recommended further treatment or care either 
from the Maudsley Hospital (about half a mile 
away) or from the Alcoholics Recovery Project 
services, situated in the locality. 


Characteristics af sample 
During the study some data were collected on 
208 individuals, but these only represented 
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approximately 15 per cent of all the drunken- 
ness offenders passing through the court during 
that time. Moreover, for a variety of reasons 
(Table I), only 63-5 per cent (n = 132) of this 
number were actually interviewed. Many of 
the offenders were arrested several times during 
the study: the data collected and the recom- 
mendations made refer to the first occasion only, 

Altogether 42 offenders were on bail and 
were therefore not available for interview. 
Since these subjects were younger, and were 
more likely to be female, and to have been 
arrested in Camberwell on a Friday night (this 








Tasre I 
Some characteristics of sample 
No 
Refused time or 
Inter- tobe pleading On 
viewed inter- not bail 
viewed guilty 
Court visited on 
Thursdays 
(14 visits) .. 79% 8 14 16 
Saturda 
(6 visits) 50! 8 8 26 
Not recorded. . gt I — — 
Al .. .. 132 12 22 42 
Male .. 126 12 2i 357 
Female 2 6 — I 7 
Al .. 192 12 22 42 
Mean age (yrs.) 48:13 423 473 3YE 
District in which 
arrested: 
Camberwell 7 o 2 144 
tford .. 77 10 5 84 
Other* 48 2 15 204 
All 132 12 22 42 





* Kennington (43), Brixton ore Peckham (8), 
Brockley (6), Streatham (6), Gipsy Hill (2).- 


1 Mean number of offenders interviewed on 14 Thurs- 
days (7:8), and 6 Saturdays (14°5). Sig. diff.: P < 0-05 
(T = 3°516; d.f. = 18). 

2 More female (50 per cent) than male (18-9 per cent) 
offenders bailed: Diff. sig. P < 0°05 (x? = 8-2; df. = 2). 

3 Those bailed significantly younger than those inter- 
viewed, P < 0-ot (normal deviate = 3:19). 

4 Larger proportion of the Camberwell offenders 
(60-9 per cent) bailed than those from Deptford (8 per 
cent) or elsewhere (26:6 per cent). Diff. sig. P < o-o1 
(x? = 31° 8; df. = 2). 


BY HOWARD I. HERSHON, TIM COOK AND PETER A. FOLDES 


last just NSS) their absence clearly made those 
detained in custody somewhat unrepresentative 
of the sample as a whole. This residual group was 
further distorted by the absence of another 34 
offenders who were not interviewed either be- 
cause they refused, or were pleading not guilty, 
or because there was insufficient time for inter- 
view. The researchers were advised to visit the 
court on Thursday and Saturday mornings, 
thereby covering both the weekday and week- 
end period, but since no data were collected on 
the other thousand or so arrests made during 
the period of the study, the representativeness of 
the 208 offenders seen can only be presumed. 

As a presliminary to the study, the offenders 
who were interviewed were asked about their 
civil status, current employment, and domicile. 
Only a minority at the time were married and 
living with their spouses (n = 7), 9 were 
divorced, 22 separated, and 2 widowed. How- 
ever, nearly two-thirds (84) of the sample had 
remained single in spite of the mean age of the 
group being 48-1 years. 

Only 22 per cent, prior to being arrested, 
were living at a fixed address, while very nearly 
half (62) were living in a hostel or a reception 
centre, and another 31 per cent were sleeping 
rough. As far as work was concerned, 40 were 
currently employed, and 79 were, for varying 
periods, unemployed (<1 month—11; 1-12 
months—35; 12-+ months—33). The remainder 
were either retired (7) or receiving sickness 
benefit (2) or the information was not re- 
corded (4). 


RESULTS 

(1) Spontaneously complained-of problems 

At the outset of the interview the drunkenness 
offenders were asked if they had any problems. 
The answers were noted and later assigned to one 
of eight problem areas. This part of the interview 
was entirely non-directive, and no prompting or 
probing was carried out. Only 68 (51:5 per 
cent) in fact complained of anything. Of these, 
31 mentioned one problem, 25 two problems, 
8 three problems and one person four problems. 
The complete absence of any complaints about 
being arrested or spending the night in a police 
cell is noteworthy, as well as the fact that nearly 
half (48-5 per cent) had no complaint of any 
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sort to make. Table II shows the prevalence of 
these problems. As can be seen, more people 
mentioned alcohol or drink as a problem than 
anything else, but this still only represented 
just over 28 per cent of the total. One might 
have thought that anybody arrested for 
being drunk and disorderly would have con- 
sidered that, to him, drink was a problem! 
Similar discrepancies were noted elsewhere. 
For instance, only 14:4 per cent actually 
complained about their domiciles; yet as many 
as 47 per cent were living in hostels, and another 
29:6 per cent were of no fixed abode, Likewise 
only 4'6 per cent complained about problems 
with work, though it transpired that very nearly 
60 per cent were unemployed, nearly half for 
over twelve months. 

Subsequent analysis showed that the type of 
problem complained of was not related to the 
discipline of the interviewer which might have 
been expected. The frequency and type of 
problem was also not related to the age of the 
offender, for although there were more offenders 
in the older age groups, the number of problems 
increased pro rata. On the other hand those 
who were stably married or were currently 
employed had fewer problems than those who 
were otherwise defined (numbers too small for 
tests of significance). 


(2) Self-perception of being an alcoholic 

The researchers did not attempt to define 
alcoholism (although frequently asked to do 
so); therefore the offenders’ responses to this 
part of the questionnaire reflected their own 
perceptions both of the stereotype ‘alcoholic’ 
and of themselves. It can be seen that approxi- 





Tase IT 
Spontaneously complained-of symptoms 
No. of offenders 
Problem area complaining 
Domicile 19 
Work 6 
Money 5 
Clothes 3 
Drink a 38 
‘Nerves’ ia a 15 
Physical ailments .. 22 
Interpersonal a 8 
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mately one third thought they were alcoholic, 
a third denied that possibility and a third were 
not sure. It is interesting, therefore, that some 
64:4 per cent had at least entertained the idea 
that they were alcoholic, although, as is shown 
below, only 28 per cent felt that alcohol was 
actually a problem. 


Tase ITI 
Self-perception of being an alcoholic 


Self-perception of 
being an alcoholic 





No. of offenders 





Definitely yes 47 
Not sure í 38 
Definitely no 44 
NK. .. a 3 
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Nevertheless there is a clear relationship 
between these two sets of statements: drink was 
a problem to 53:2 per cent of selfperceived 
alcoholics compared with 2-3 per cent of those 
who denied the possibility (26-3 per cent for 
those undecided) (difference significant P < 
0'01; x? = 29°4; df. = 2). 

The differences for the other problems were 
not so clear, and in any case the numbers were 
smaller. It is, however, possible to summate all 
the problems complained-of to give a total 
problem score. The mean problem score for 
the ‘definitely alcoholic’ group is 1-32; for the 
‘not sure’ group 0:95; for the ‘definitely not’ 
group 0-27). (Alc. vs. not alc. difference 
significant P < 0'05) (normal deviate). (Not 
alc. vs. not sure difference significant P < 0:05) 


Taste IV 
Past contact with agencies and present perception of being an alcoholic 


Contact with agencies in past 


Perception of being alcoholic 











Def. yes No sure Def. no. 
AA. No 34 34 42 
Yes 13 4 2 
Social agencies .. No 30 32 43 
Yes 17 6 I 
General Practitioner No 24 29 44 
Yes 23 9 o 
Psychiatric treatment for No 36 34 38 
alcoholism à 4 Yes 10 4 4 
Drunkenness convictions o x I 2 10 
I-10 9 15 27 
11+ 37 2I 5 
Other convictions o 16 19 26 
1+ 28 19 15 
N.B. Some data missing. 

(1) A.A.: Alc. vs. not sure — N.S.S. (A 1'89) 

Alc. vs. not alc. — P < o-or (A 2'72) 

(2) Social agencies: Alc, vs. not sure — P < 0:05 (A 2°04) 

Alc. vs. not alc. — P < 0-001 (A 3°59) 

(3) General Practitioner: Alc. vs. not sure — P < 0:05 (A 2°32) 

Alc. vs. not alc. — P < 0-001 (A 4°18) 

(4) Psychiatric treatment: Alc. vs. not sure — N.S.S. (A 1'32) 

Alc. vs. not alc. — N.S.S. (A 1°52) 

(5) Drunkenness convictions: Alc. vs, not sure — P < 0°05 (A 2°26) 

Alc, va. not alc. — P < 0-001 (A 5°67) 

(6) Non-drunkenness convictions: Alc. vs. not sure — N.S.S. (A 1°23) 

Alc. vs. not alc. — P < 0:05 (A 2°44) 
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(normal deviate). Quite clearly, what problems 
there were tended tobe reported by those who 
also saw themselves as alcoholic or at least were 
not sure they weren’t. 

The age of the offenders did not seem to have 
much bearing on the self-perception, except 
that those aged 40-49 years were rather more 
likely to believe they were alcoholic (48-6 per 
cent) than those of other age groups (30°5 per 
cent) (N.S.S.). 

Table IV demonstrates the relationship 
between past contact with agencies, to be 
described in more detail later, and the offender’s 
self-perception of whether he is an alcoholic or 
not. As perhaps might be predicted, those who 
had in the past been to A.A. or had contact with 
some social agency or attended their general 
practitioner or even those who had most 
frequently been convicted of drunkennes or 
other offences were more likely to see them- 
selves as alcoholics. The one exception was that 
those who had actually received psychiatric 
treatment in the past were not now more likely 
to accept the view that they were alcoholic. 


(3) Past contact with agencies 

Table V perhaps reflects the fact that some 
agencies are more energetic in ‘contacting’ the 
drinker than others. Clearly the most frequent 
contacts in the past had been with the penal 
system. Thus, all but 13 offenders had been 
previously convicted of drunkenness offences 
and no less than 48 per cent overall had had 11 
or more such convictions. 

Non-drunkenness criminal behaviour was 
less frequently reported, but even here approxi- 
mately 50 per cent had been found guilty of 





Taste V 
Past behaviour and contact with agencies 
Drink-motivated 
contact with Yes No NK 
General Practitioner .. 32 98 p 
Psychiatric services .. 18 110 4 
Previous convictions for 
drunkenness offences 116 13 3 
Convictions for non- 
drunkenness offences 63 62 7 
Social agencies ia 24 107 r 
AA... = . 19 112 1 
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offences. On the other hand only 242 per cent 
had consulted a doctor for drink-related pro- 
blems, and only 13:6 per cent had actually 
received psychiatric treatment. Similarly, 18-2 
per cent had been in contact with one of the 
social agencies, usually the A.R.P., and 14°4 
per cent had attended A.A. meetings. 


(4) Action recommended 


Details can be seen in Table VI. 
Taste VI 
Action recommended 
Action recommended Yes No 
Medical a ae I ISI 
Psychiatric .. Be 10 122 
Social is ay 43 89 


The single offender recommended for medical 
treatment had an acute exacerbation of his 
chronic bronchitis and was given appropriate 
antibiotic therapy as an out-patient. Several 
others were physically ill, but they were all 
currently receiving medical attention, so no 
new arrangements were necessary. Psychiatric 
action implied referral to the Maudsley Hospital, 
either directly to the emergency clinic whence 
the offenders were admitted (3)* or indirectly 
by being seen at a later date as an out-patient 
in the alcoholism clinic (7)}. The 43 who were ` 
referred to the offices of the A.R.P. were all 
in need of counselling, advice or direct material 
help. Results of these interventions are, how- 
ever, outside the scope of this paper. 

The 43 who were referred to the A.R.P. 
tended to have complained of more problems, 
especially drink, and had a higher mean total 
problem score (1:49) than those who were not 
so referred (0°55) (just not statistically signifi- 
cant). A similar picture emerged for those who 
were put in contact with the psychiatric services 
(1+7 vs. 0°79) (different significant (P < 0-05) 
(normal deviate). 

Those who considered that they were alcoholic 
were more likely to be recommended for the 
psychiatric and social services. Thus, while 70 

* These were all experiencing severe withdrawal 
symptoms with hallucinations. 

t They required psychotropic medication for anxiety, 
depression or tremulousness. 
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per cent of those referred to the Maudsley 
Hospital perceived themselves as alcoholic, 
nobody was so referred who was sure he wasn’t 
(numbers too small for tests of significance). 
On the other hand, only 14-9 per cent of those 
who were self-confessed alcoholics were actually 
sent to the psychiatric hospital. Seemingly, a 
self-diagnosis of alcoholism itself was only in- 
frequently taken to indicate the need for 
psychiatric treatment: yet the vast majority 
who were offered this were in fact so self-defined. 
The position is somewhat different for those 
recommended social referral: of these 65-1 per 
cent were alcoholic, but these represented 59°5 
per cent of all those who so defined themselves 
(difference significant P < 0-01; x? = 25:9; 
d.f. = 3). Moreover, less than one offender in 
ten (9°4 per cent) who felt he was not an 
alcoholic was thereafter considered suitable for 
social referral. Here again, a self-acceptance of 
being an alcoholic increased the chance of, but 
certainly did not guarantee, the likelihood of 
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the researcher recommending some further 
action. Similar trends were noted when recom- 
mendations for action were cross-tabulated with 
past contact with agencies. 

It seems that, whatever the nature of the 
agency, such contact increased the chance of 
referral, especially to the A.R.P., and less 
noticeably to the Maudsley Hospital. 


Discussion 


The demonstrable differences between those 
offenders who were detained in custody and 
those allowed home on bail, and the fact that 
the number actually interviewed only repre- 
sented something like one in six of the total, 
must recommend caution in interpreting the 
data. Nevertheless, such data do have their 
value and should be taken into account when 
debate about the nature of alcoholism takes 
place and when decisions regarding social 
action concerning the alcoholic are made. 


Taste VII 
Social and psychiatric referral and past contact with agencies 












































Agencies N* Social action Psychiatric action 
recommended recommended 

% % 

Contact with General Practitioner 32 56-17 21-8: 

No contact with general practitioner 98 25°5! grt 

Psychiatric treatment .. 18 55:67 16-7? 

No psychiatric treatment 110 30-0? 6-4? 

No previous conviction for drunkenness offences... 13 03 03 

1—10 previous convictions for drunkenness offences .. 52 21'113 3:83 

11+ previous convictions for drunkenness offences .. 64 50°03 14°33 

No convictions for other offences 62 24°24 4°84 

1-++ convictions for other offences 63 39°74 Tier 

Contact with social agencies .. 24 50°05 20°85 

No contact with social agencies 107 30°95 4°75 

Contact with AA... 19 57°85 10°58 

No contact with A.A. °° 112 28-66 7°16 





*For completed data. 
1 P < o-o1 (x? = 27°53; df. = 2). 
3 P < o-o1 (x? = 26-9; df. = 4). 
5 P< oor (x? = 13°9; df. = 2). 





7P < 0°05 (x7 = 85; df. = 2). 
4P < 0°05 (x? = 6°39; df. = 2). 
6 P< 0-05 (x? = 74; df. = 2). 
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The data collected from the drunkenness 
offenders suggested that on the whole they were 
a rather uncomplaining group of men and 
women. In fact, the lack of complaints rather 
surprised the investigators. The total absence of 
recrimination against the police and the courts 
is somewhat surprising, but perhaps to some, 
the constant succession of drinking bouts, 
public drunkenness and arrests (punctuated by 
imprisonment and sobriety) was so much a way 
of life that this did not feel alien; and the others 
—the less indoctrinated weekend drinkers— 
may have considered it injudicious to complain 
of such things before their court appearance. 
More complained that drink was a problem to 
them than anything else, but still over 70 per 
cent did not think so. Reference was made to 
drinking too much or not being able to control 
the amount drunk or that drink was bad for 
them, but none invoked concepts of immorality, 
criminality or disease to explain these difficulties. 
Apart from that, only one person in ten de- 
scribed what might be considered a symptom of 
a psychiatric disorder, and rather more (about 
one person in six) seemed to have some ailment 
requiring medical or surgical attention. This 
would seem to be consistent with the work of 
Pollak (1969) and Gibbens and Silberman 
(1970) who found that the alcoholics they 
studied were surprisingly healthy. It might be 
conjectured that the frequent periods of time 
spent in prison were not entirely wasted from 
the medical point of view at least, since there 
they would be withdrawn from alcohol and 
given adequate food (Cook, 1969). 

The drinker who admits he is an alcoholic 
in our society is no doubt aware of some drink- 
related problem and is presumably willing to 
do something about it or get somebody else to 
do something about it. It might be assumed, 
therefore, that approximately one third of this 
particular sample of drinkers, since they per- 
ceived themselves as alcoholic, would find some 
alcoholism service appropriate while another 
third might be persuaded that this was the 
case. Nevertheless, if past eaperience with the 
helping agencies is anything to go by, these 
predictions are over-optimistic. Contact with the 
courts was very much more frequent than with 
the medical profession or social agencies: this is 
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no doubt a reflection of the initiative of the 
police. Although the overall number of offenders 
offered further help or treatment was fairly 
small (about 40 per cent), these were generally 
people who had received these services pre- 
viously. But whether the offender was referred 
to the psychiatric or the social services could not 
be predicted from the type of agency with 
which that person had been in contact in the 
past. Furthermore, even a high conviction rate 
was associated with an increased chance of some 
recommendation being made, and so one might 
conclude that such recommendations were more 
a reflection of severity than of specificity of 
problem, 

At the time when the law concerning public 
drunkenness is changing, it is important to try 
to appreciate how the drunken ‘man (and rarely 
the woman) in the street’ feels about himself 
and the options open to him. Does he, for 
instance, accept that his drinking is a disease 
requiring treatment in medical institutions 
rather than a criminal offence subject to the 
processes of law? When one is discussing ‘doing 
something’ for alcoholics, those for whom the 
service is being provided must perceive them- 
selves in need of that service for it to be effective. 
The data collected in this study suggest that 
only a small number of drunkenness offenders 
conceive their problems in terms of an illness or 
make use of medical or psychiatric facilities 
for their drinking problems. Similarly the 
researchers considered that some sort of com- 
munity help was appropriate for something 
like four times as many offenders as were referred 
to hospitals. That should not detract from the 
importance of hospital facilities, but does at least 
put the hospital’s function into perspective. 
The three men who were admitted to hospital 
were severely ill with withdrawal symptoms, 
and had the reserachers not been there they 
would probably have not had the opportunity 
for medical treatment. It could also be argued 
that the seven offenders who were given out- 
patient appointments at the hospital were not 
likely to have been referred from other sources, 
but each of these presented with specific pro- 
blems considered to be within the sphere of 
competence of the psychiatric services. They 
were not being offered treatment for their 
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drinking per se, for if that had been the criterion 
of selection very many more would have been 
pulled into the medical sphere of influence. 
Rather it was felt that their drinking was more 
appropriately considered as a learned beha- 
vioural response to a variety of personal and 
social pressures than a disease in the medical 
sense (Hershon, 1972; Hershon, 1973). That 
being the case, priority was given to directing 
the offender to those community services which 
are intended to relieve these pressures and 
teach new non-drinking modes of coping. 

Talking about Skid Row alcoholics, Edwards 
et al, (1966) recommended that the rationale of 
treatment should not be seen as a cure of an 
illness but as the support and rehabilitation of 
a troubled and damaged person. This concurs 
with the views of those of the social work 
discipline (i.e. Cook, 1969), as well as being the 
essential element of most of the ‘integrated and 
comprehensive treatment programmes’ envi- 
saged in law and recommended by reports both 
here (Home Office, 1971) and in the United 
States (Alcohol and Health, 1973). These pro- 
grammes attempt to place treatment, care and 
rehabilitation in their proper perspective. The 
different treatments have to be disentangled, 
because each carries its own goals, modus 
operandi, scenario, and expectations of out- 
come. Nevertheless, they should be fully 
integrated so that all the needs of the alcoholic 
may be attended to promptly and compre- 
hensively. The results from this study would 
seem to support the idea of a service providing 
freely accessible hospital treatment for detoxifi- 
cation, back-up psychiatric clinics for those few 
who need further psychiatric assessment and 
treatment, and, probably most important of all, 
a social welfare department which can effectively 
help the alcoholic in the community—whether 
by the provision of hostel accommodation, 
assistance with work or the fostering of group 
support. Such ideas have already been put into 
practice elsewhere (Myerson and Mayer, 1966; 
Weisman, 1972). 


SUMMARY 
During a six month period, 132 persons 
charged with drunkenness offences and who 
were kept in custody overnight, were inter- 
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viewed before their appearance in Camberwell 
Magistrates’ Court. As well as obtaining in- 
formation about personal and demographic 
characteristics, an attempt was made to assess 
the nature of their drink and drink-related 
problems, if any. This was considered relevant 
since public drunkenness is the subject of 
certain envisaged and actual changes in the 
law whereby such behaviour would be seen not 
as an offence but as the symptom of the disease 
of alcoholism and that such persons should be 
offered medical treatment rather than being 
fined or imprisoned. 

Nevertheless it could also be argued that it is 
not conceptually valid to consider alcoholism a 
disease in the medical sense, but rather that it is 
a learned behavioural response and that it 
should be possible to decriminalize public 
drunkenness without invoking concepts of 
disease. Such a humanitarian proposal does not 
actually need a medical justification. 

The data collected from the drunkenness 
offenders suggested that they did not on the 
whole perceive themselves or their problems in 
medical terms, and this was supported by the 
small number who had previously been in 
contact with the medical profession and by the 
equally small number who were subsequently 
recommended for medical or psychiatric treat- 
ment. On the other hand, a larger proportion 
were considered by the interviewers to be in 
need of community support and help. ‘What 
shall we do with the drunkenness offender?’ is a 
question raised but not answered by the recent 
changes in the Jaw. A proper understanding of 
the concept of alcoholism as well as an awareness 
of the actual needs and expectations of those for 
whom it concerns should help frame a suitable 
and relevant answer. 
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Two Syndromes of Suicide 


By IRENE M. K. OVENSTONE and NORMAN KREITMAN 


People who kill themselves are grouped to- 
gether as suicides on the basis of that one action, 
yet they can hardly be considered to be a homo- 
genous class. Attempts to define sub-categories 
among suicides can be made in a number of 
different ways, none by itself entirely satis- 
factory, Differentiation by psychiatric diagnosis 
is one possibility, but is difficult to achieve and 
throws little light on the undoubted contribu- 
tion of social factors. Sociological studies have 
usually persisted in regarding all suicides as 
intrinsically similar, and have sought to relate 
variations in rates between different sections of 
the community in terms of general social vari- 
ables such as status integration, social isolation, 
anomie and the like. Yet suicides are not a 
uniform group, and relatively little can be 
achieved while this fact is ignored. 

Our current concepts of suicide are hybrids 
of both a clinical and a sociological tradition, 
and although some variation is recognized, in 
Britain the prevailing stereotype of the suicide 
appears to be that of the elderly, isolated and 
depressed individual, other types of suicides 
being considered numerically less important. 
This rather monolithic view has not gone en- 
tirely unchallenged. McCulloch et al. (1967), in 
Edinburgh, concluded that two groups of 
suicides could be distinguished, one conform- 
ing to the pattern already mentioned, the other 
being associated with overcrowding, gross dis- 
ruption of family life, a subculture of violence, 
and ‘attempted suicide’, In Buffalo, Lester 
(1970) was unable to identify this second group, 
his results supporting rather the classical 
pattern described for London in Sainsbury’s 
monograph (1955). However, both the Mc- 
Culloch and Lester studies were primarily 
ecological, with very limited or no information 
on individual cases. Seager and Flood (1965) 
reviewed a series of suicides in Bristol and 
commented on a sub-group of about one-third 


whose death occurred at the end of a long- 
standing period of psychological disability 
frequently punctuated by previous ‘attempts’, 
while the remainder were evidently more stable 
individuals whose deaths were associated with 
a single and specific stress. 

This study begins with the assumption that 
suicides are a heterogeneous group and seeks 
to establish two main sub-types or syndromes, 
empirically derived from both social and clinical 
data. 


METHOD 


The law in Scotland requires that all suspi- 
cious deaths be notified to the local Procurator 
Fiscal, who is a legally trained civil servant. 
The circumstances of the death are investi- 
gated by him by private enquiry, and a full 
précis of his findings is then sent to a central 
office presided over by the Crown Counsel, 
where a decision is reached concerning the 
mode of death. For the purposes of this study 
all reports reaching the Crown Offce on indi- 
viduals aged 12 years and upwards where the 
deceased had a resident address in Edinburgh 
were scrutinized over an 18-month period from 
October 1969 to March 1971. In this series 106 
deaths were regarded by us as suicides; we 
considered as such all deaths in which the 
balance of evidence pointed to a deliberate 
initiation of an act of self-damage which resulted 
in death; overt evidence that the individual 
intended to kill himself was not considered 
essential. This definition is, of course, wider than 
the legal one, and only 66 of these cases were 
classified as suicides by the legal authorities. 
However, a detailed comparison of the charac- 
teristics of the suicides as recognized by Crown 
Counsel with those recognized by the investi- 
gators revealed that the two groups did not 
differ substantially; thus very similar findings 
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would have been obtained had we confined our 
attention to the officially-recognized suicides in 
the series. Details have been presented in a 
separate paper (Ovenstone, 1973). 

For each case a schedule was completed which 
comprised demographic data together with 
virtually all the information included in the 
official records. Supplementary enquiries were 
then made, concerning the deceased’s contacts 
with mental hospital in-patient and out-patient 
services (both locally and in other areas where 
relevant), from the general practitioner, the 
local branch of the Telephone Samaritans, 
and the Regional Poisoning Treatment Centre 
at the Royal Infirmary, Edinburgh.* Local 
authorities co-operated by supplying details 
relevant to the deceased’s standard of housing 
and whether there was overcrowding. Addi- 
tional family, personal and social information 
on the background of the deceased was also 
collected as much as possible though no direct 
approach was made to the families. Thus the 
evidence reviewed in reaching a decision about 
the death was usually richer than that available 
to the officials. 


RESULTS 

The delineation of sub-groups 

Two methods were used, quite independently, 
to identify the sub-groups. The first method was 
essentially descriptive. In addition to data which 
could be itemized and coded, a variable amount 
of less structured information was available 
concerning the personality and life-style of the 
deceased. On reviewing all the available 
evidence, it appeared to us that the series 
comprised two main varieties of suicide distin- 
guised by the presence or absence of a known 
earlier ‘attempt’. Accordingly, the 106 cases 
were divided according to whether or not there 
was a history of “parasuicide” (Kreitman et al., 
1969), and the two sub-groups were compared 


* The Regional Poisoning Treatment Centre admits 
98 per cent of all self-poisonings referred to hospitals in the 
area. Recent research has shown that in a given year 
approximately 80 per cent of persons known to their 
general practitioners to have deliberately poisoned or 
injured themselves are admitted to the R.P.T.C, (Kennedy 
and Kreitman, 1973). 
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on all the variables for which detailed informa- 
tion was present. The details of how this analysis 
supported the proposed dichotomy are presented 
below. 

The second method was a simple taxonomic 
exercise, carried out as follows: It was specified 
in advance that we required to delineate two, 
and only two, sub-groups within the total series 
and to use a monothetic system of classification, 
that is to say, to use only one variable as the 
criterion for distinguishing between the two 
categories. Only variables on which itemized 
information was available were considered, and 
the data for each were dichotomized in such a 
way as to divide the total group as near the 
median as possible; if no division could be 
made which yielded at least 10 per cent in the 
smaller class, that variable was omitted from 
the analysis, as was any variable which related 
to events following the death, for example the 
official verdict.* 

Thirty variables remained for analysis, one of 
which was to be selected as the basis of classifica- 
tion. Clearly the most.useful one was that which 
would produce the maximum number of signi- 
ficant differences between its sub-groups on all 
the other variables. To identify it (albeit a little 
indirectly) a matrix of chi-square values showing 
the association between each pair of variables 
was prepared. We then sought the variable 
which yielded the maximum number of significant 
associations. In the event, four emerged as 
approximately equally useful. The procedure 
was then repeated but using a simple weighting 
system to reflect the level of statistical signifi- 
cance of the chi-square values in the matrix, 
which in the present context could be taken as a 
reflection of the amount of misclassification 
incurred. Again, the four most powerful 
variables were identified. Three of these had 
also been found using the first method. 

Thus, five variables (three emerging by both 
methods plus one unique to each) were final 
candidates. Of these, only one correlated with 
all the others, and this was accordingly selected 


* Both these procedural principles were violated on 
occasion in the interests of clinical relevance, 
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as the best summary measure. That variable was 
previous admission to hospital for parasuicide. 
This result is, of course, very similar to that 
derived by the descriptive approach, to which it 
provides a statistical underpinning, differing 
only in that hospital admission for parasuicide 
is specified, as distinct from a history of para- 
suicide with or without admission. The detailed 
findings that follow are presented using the 
division of suicides into those with and without 
a positive history of parasuicide (irrespective of 
admission). However, the two criteria do not 
yield absolutely identical findings, and the dis- 
crepancies will be touched on in a later section. 


CHARACTERISTICS OF THE GROUPS 
It may help the reader if we intimate at this 
point that our findings are broadly in line with 
those of Seager and Flood (op. cit.). One sub- 
group of suicides comprised individuals who 
had led stable if precariously adjusted lives until 
some dislocation occurred; they then reacted 
with a relatively brief depressive episode, some- 
times asseciated with excessive drinking, and 
soon after killed themselves. The second group 
were individuals with long-standing and severe 
personality problems, commonly with chronic 
alcoholism, who had a history of at least one 
parasuicidal episode and who eventually com- 
mitted suicide in a setting of interpersonal 
chaos rarely associated with events that were 
independent of their own behaviour. Since the 
history of parasuicide is the most clearly 
differentiating feature, the second group will be 
referred to as the ‘parasuicide’ or (P) group, and 
the former as the ‘no parasuicide’ or (NP) group. 
The P group numbered 50, or 47 per cent of 
the series, 24 being males. The date of the most 
recent parasuicide was known in 47 cases: in 23 
it had oceurred within twelve months of their 
death, im 13 between one and three years 
previously, and in the remainder at any earlier 
period. These time intervals did not differ 
significantly between the sexes. Multiple para- 
suicides were known to have occurred in 24 
cases, Only 31 subjects had been treated at any 
time at the Edinburgh R.P.T.C., a lower 
proportion than would be expected from the 

findings quoted in the footnote (p. 337). 

There were 56 cases in the NP group. 


TWO SYNDROMES OF SUICIDE 


Demographic characteristics 


Men were rather commoner in the NP group 
(57 per cent), while the sexes were equally 
balanced in the P group. The age distribution 
of the P group tended to peak in the 45 to 54 
age bracket and the NP group a decade later, 
a trend to relative youth seen most clearly 
among the men. However, these sex and age 
differences were not statistically significant. 
Similarly, there were no significant differences 
in marital status or social class at the time of 
death. 


Life-style and precipitating factors 

The NP group appeared to have led reason- 
ably stable lives, even though they were often 
of limited adaptability and were conspicuously 
dependent upon some particular person, such as 
a spouse or parent, for their well-being. The loss 
by death, or occasionally by divorce or separa- 
tion, of this ‘significant other’ occurred as a 
precipitating factor of the suicide twice as 
commonly in this group as in the P group. 
Similarly, major physical illness was also 
markedly commoner and likewise appeared to 
dislocate a previously adequate if precarious 
adjustment. By contrast, the P group often 
killed themselves not in response to any unusual 
external disruption but rather because their 
chronically ill-organized lives had reached a 
point of social disintegration. This ‘last straw’ 
situation often appeared as a culmination of 
quarrels with everyone in their circle leaving the 
individual alienated and alone. Details are 
given in Table I. 


TABLE I 
Apparent precipitating stresses: percentage distribution 





NP 





Main stress 


Loss of significant other .. 18 36 
Physical illness su = 4 id 
Other environmental problems* 28 23 
No unusual stresses detected 50 23 





x? == 12245, £3, p< ‘of 


* Includes conspicuous stresses such as eviction, 
financial crises, etc. 
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‘There was also a non-significant tendency for 
these in the P group to have been off work for 
longer periods prior to the suicide, and perhaps 
for this reason debt was significantly commoner 
amongst therm (36 per cent as compared to 14 
per cent in the NP group). A history of criminal 
behaviour was also much more frequent (28 per 
cent and 5 per cent respectively). 


Psychiatric history and previous personality 

About 80 per cent of the parasuicide group 
had at some time received treatment from a 
psychiatrist, as compared with 20 per cent in the 
‘no parasuicide’ group. This excess was even 
more marked if consideration is limited to the 
12 months before death (58 per cent of P and 
8 per cent of NP group). Many of these contacts 
were in association with the parasuicidal beha- 
viour. Rather less influenced by the classifying 
criterion was the length of time over which 
there had been medical consultations with any 
physician for recognized psychiatric disturbance, 
including personality problems: 84 per cent of 
the P group compared to 32 per cent of the 
NP group had had at least sporadic consulta- 
tions for more than five years. 

Both groups showed a similar proportion of 
males who were not working, were unemployed 
or retired at the time of the act, but in the P 
group psychiatric morbidity was significantly 
more common as a reason for not working 
(15/18) than in the NP group (8/19). 

‘Previous personality’ was not easy to assess 
in view of the frequency of psychiatric disorder, 
often long-standing, and also because of limited 
data in three cases. The major problem, how- 
ever, was in ascribing a personality description 
to chronic alcoholics, and for present purposes 
we have been obliged to consider alcoholism 
(and other addictions) as a personality deviation. 
Table II shows that the P group contains pro- 
portionally more of such individuals, and fewer 
whose personality difficulties caused distress to 
themselves rather than others, or who were 
regarded as essentially normal. 

The role of alcohol was also illustrated by 
those individuals who habitually drank in 
excess of the local (generous) norms, irrespective 
of their ‘personality diagnosis’. About two thirds 
of the P group were unusually heavy drinkers, 
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Taste IT 
Personality characteristics: percentage distributions 








P NP 

(N = 50) (N == 53) 
1. Alcoholism/drug addiction 46 13 
2. Sociopathy on ia 12 9 
3. ‘Character disorder .. 38 58 
4. Normal .. Gs = 4 19 





x? = 16-96, df 3, P < -oor 


Note: Positive evidence was required of personality 
abnormality, and the individuals classified according 
to the most severe category, with Group 1 having 
precedence over 2, ete: ‘Sociopathy’ was coded where 
there was overt conflict with the law, and character 
disorder where distress fell primarily on the individual 
alone. 


compared with a quarter of the NP series, a 
highly significant difference. 

A family history of either suicide or para- 
suicide was elicited twice as commonly in the P 
as in the NP group (14 per cent and 7 per cent), 
but this difference was not statistically signi- 


ficant. 


Contact with general practitioners and 
telephone Samaritans 

All but five of the 106 individuals were known 
to be registered with a general practitioner. 
Both groups were stable populations in the 
sense that they changed their doctors infre- 
quently, although the NP group had been 
registered slightly longer. The pattern of general 
practitioner consultation was broadly similar in 
the two groups if all types of consultation were 
considered, but when attention was confined to 
consultation for psychiatric symptoms only, 
some interesting differences emerged. The 
number of such contacts was noted for the period 
of three to six months before death and also 
during the last three months. At both periods the 
P group contained significantly more consulters 
than the NP group, and both groups showed an 
increase in the number of consulters in the later 
period (from 69 per cent to 82 per cent in the P, 
and from 52 per cent to 65 per cent in the NP 
group). Those who consulted at all did so quite 
frequently, the average number of visits per 
consulter in the two three-month periods being 
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4:9 and 4°5 for the P group and 3°: 
for the NP group. 

The different patterns of G.P. consultation 
for psychiatric symptoms presumably explain 
why the P group received significantly more 
drug prescriptions (go per cent of all individuals 
consulting) than the NP group (58 per cent). 
Similar types of drugs were prescribed to both 
groups, comprising principally barbiturates plus 
other psychotropic drugs. Twenty-eight per cent 
in all had regularly received antidepressants. 

In the total series, 69 per cent had made 
contact with their general practitioner (for any 
reason) within one month of their death. These 
consultations were usually for psychiatric dis- 
turbance (93 per cent of the P and 7g per cent 
of the NP consulters). 

Only 7 individuals (7 per cent) had contacted 
the Samaritan service. Six of these cases were 
in the P group. Two had consulted within one 
month of their death, two within the previous 
twelve months, while in the remaining three 
cases the last contact had been three years 
previously. 


and 4:0 


The terminal syndrome 

The psychiatric state of the individual shortly 
before death was not always easy to ascertain, 
and in two of the NP group no diagnostic opinion 
could be reached. In the remainder, the chief 
problem was to categorize a depressive episode 
occurring in conjunction with chronic alco- 
holism Gn which mood fluctuation is often an 
expected symptom). Table ITI shows a summary 
classification to the two groups by both ‘formal 
illness’ and alcoholism. In both groups, de- 
pressive episodes occurred very commonly (86 
per cent of the P and 87 per cent of the NP 
groups), and were present in all but 3 of the 29 
alcoholics. Among the non-alcoholics, mood 
change occurred in a slightly lower proportion. 

Two points require to be made. First, the type 
of depressive illness was predominantly that of 
a depressive reaction rather than an ‘endo- 
genous’ illness. Using as criteria of the latter 
(a) evident biological symptoms such as diurnal 
variation, weight loss or early morning insomnia, 
(b) a previous history of mania, (c) a previous 
episode of depression treated by a psychiatrist 
and categorized by him as ‘endogenous’ or 
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‘psychotic’, or (d) a bizarre mode of dying such 
as self-immolation by burning, only 14 per cent 
of the P group and 16 per cent of the NP group 
were classified as endogenous depression. Se- 
condly, many of the depressive reactions occur- 
ring in non-alcoholics were associated with 
heavy drinking, though the drinking pattern 
was not that of recognizable alcoholism. 

Thus the terminal syndrome was in general 
terms somewhat similar in the two groups. 
Perhaps the main point to be stressed is that for 
the NP group it represented a marked departure 
from their usual state, while for the P group it 
appeared more as part of a long-standing 
pattern. 








Tase Ul 
Terminal illness and alcoholic status 
No De- 
formal pressive Other Total 
illness reaction 
Parasuicide group 
Alcoholic .. 2 20 I 23 
Not alcoholic 1 23 3 27 
Uncertain... — == — — 
Total eh 3 43 4 50 
No parasuicide 
Alcoholic .. — 6 — 6 
Not alcoholic 2 39 5 46 
Uncertain .. — 2 o 2 
Total a 2 47 5 54 


A physical illness of sufficient severity to 
handicap the individual was identified in 26 per 
cent of the P group and 38 per cent of the NP 
group, a non-significant difference. As already 
noted, illness as a precipitant of suicide figured 
more commonly among the NP group, in line 
with the greater importance among them of 
disruption to their normal pattern of living. 


The circumstances and method of the suicide 


As Table IV shows, relatively more of the 
P group intimated their suicidal plans to others 
beforehand. They more often killed themselves 
while others were in the vicinity, either in the 
same room, especially asleep, or in the same 
house. Drugs and oral poisons were the pre- 
dominant means of death, while coal gas and 
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self-injury were relatively less often employed. 
There was no significant difference between the 
groups in the proportion who took alcohol at the 
time of the act (44 per cent of the P and 29 per 
cent of the NP group). 

Seriousness of intent to die was assessed in 
three categories, ‘definite intent’ being recorded 
if a suicide note had been left,* if a highly lethal 
method was employed, or if the wish to die had 
been recently communicated to others. Fewer 
of the P group were classified as ‘definite’. 


Taste IV 
Characteristics of the suicide act in parasuicide (P) and 
no parasuicide (NP) groups: percentages 
teense ie 


P NP 
(N= (N= x d.f. 
50) 56) 


ene 
Method 


Drugs/poisons .. 74 54 1858 2 
Coal gas et 10 20 P< -oor 
Injury, with or 
without drugs 16 27 
Presence of others 
Alone... wg 52 77 74 I 
Others in vicinity 48 23 P < -oor 
Prior intimation to others 
Present .. es 40 20 4°28 I 
Absent .. beg 60 73 P< -05 
Uncertain zH — 5 
Classification of intent 
Definite |. a 54 80 8-42 1 
Possible/minimal 46 20 P < -o1 


renner yin 


The criteria for distinguishing the sub-groups 

All the above findings relate to differences 
between subjects who did or did not have a 
history of parasuicide, irrespective of whether 
or not the episode resulted in hospital admission, 
The taxonomic method, however, indicated 
that only when such an episode was followed by 
admission to hospital was it of importance, while 
a history of parasuicide without further specifi- 
cation had a relatively weaker discriminatory 
power. This suggested the possibility that by 
including in the P group individuals who had 


* 14 per cent of the P and 25 per cent of the NP group, 
a non-significant difference. 


341 


not been admitted to hospital we were weaken- 
ing the cogency of the classification. It therefore 
seemed appropriate to examine the P group to 
determine whether those who were known to 
the R.P.T.C. (n = 31) differed from those who 
were not (n == 19). 

Significant differences were found in a number 
of respects. Those admitted were more likely to 
come from social classes IV and V (p < 0:05): 
they were more likely to have made multiple 
previous attempts (p «<< 0-02); they contained a 
higher proportion of individuals who abused 
alcohol (p < 0-05); had more commonly 
intimated their intent to die to someone in the 
three months before their death (p < 0-02); 
and had more usually consulted their G.P. in 
the last month of their life (p < 0-05). 

Putting these characteristics together, it 
appears that the admitted sub-group were 
chronic alcohol abusers from the bottom of the 
social scale, who had made multiple attempts 
and who admitted their despair to the G.P. and 
to others. These characteristics were also found 
in the non-admitted group but significantly less 
often. The admitted cases can therefore be 
considered a nuclear sub-group who show 
particularly clearly the pattern of chronic dis- 
organization, often with alcoholism, already 
described. 

Nevertheless, we would recommend that the 
more general characteristic of a history of 
parasuicide should be used for purposes of 
‘syndrome delineation’, since hospital admission 
in association with an episode of self-damage 
must be greatly influenced by local service 
provisions and similar considerations. 


Person scores 


Evidence presented so far suggests that there 
are two clusters of characteristics in the series of 
suicides, but does not indicate whether there 
are also two groups of persons. To investigate this 
question, a score for each individual was 
derived by summing over the eight variables 
already shown to distinguish the ‘groups’ at the 
‘or level of significance or beyond; for each 
variable a score of 2 was given if the data were 
in the direction characterizing the NP group, 
and 1 if the converse was true. The history of 
parasuicide itself was added as an additional 
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variable and similarly scored. An individual’s 
score could thus range from g to 18.* 

Fig. 1 shows the distribution obtained on the 
total 106 cases. It is approximately bi-modal 
with the two sub-groups well distinguished. A 
cut-off score at 12/13 misclassifies 8 per cent of 
the P group, and 11 per cent of the NP group, 
with a total misclassification of g per cent. 

Other kinds of score were also derived, using 
additional variables and various weighting 
schemes, but little additional differentiation 
was gained. The question of the optimal classi- 
fying criteria was not pursued any further; 
the data have already served to identify the 
relevant variables, and it would be necessary 
to use a new sample of cases to demonstrate 
bi-modality conclusively. It does, however, 
emerge that the notion of two distinct sub- 
groups remains a tenable hypothesis, which 
would net have been the case had a normal 
curve been found. 


Discussion 


Drawing these findings together, it seems that 
the P greup could have well been termed the 
‘chronically disorganized’ group and the NP 
group could be referred to as ‘the acutely 
disrupted’. 

Among the former, psychological instability 
and social disruption were conspicucus in a 
large majority of individuals over at least the 
five years prior to their suicide, and often much 
longer. Many were sociopaths, drug addicts or 
alcoholics; relatively often they were not 
working, or in debt, and had a history of crime. 
Interpersonal conflicts were prominent, having 
contributed to the earlier episode of parasuicide 
and sometimes to the suicide as well. Those 
whose records do not reveal frank rejection by 
others, for example after a quarrel, had never- 


* A score of 1 was given if the following nine charac- 
teristics were present, and 2 if they were absent or data 
were incomplete: 

A history of parasuicide; intimation of suicidal intent to 
others, recognized as such, in last three months of life; 
regular and repeated consumption of hypnotics, sedatives, 
stimulants or antidepressants; chronic alcoholism, alcohol 
addiction or excessive drinking; a court conviction; 
previous in-patient psychiatric care; previous out-patient 
psychiatric care; sociopathy, subnormality, drug addiction 
or alcoholism; psychiatric instability ofmore than five years. 


TWO SYNDROMES OF SUICIDE 








P group group 
tA | 
Ld bead 
8 0 2 14 1 18 20 
Score 
Fic. 1 


theless been existing in a marginal state of 
chronic social failure, inadequately mitigated 
by recourse to alcohol or drugs. In a few 
instances, usually female, there was a history of 
recurrent phases of agitation and depression 
with parasuicide, such patients often having 
marked interpersonal difficulties too. 

This group was also found to have had rela- 
tively frequent contact with psychiatrists, often 
in consequence of their earlier episodes of self- 
injury. They were also in general well known 
to their general practitioners, at least 80 per 
cent having consulted for psychological symp- 
toms, often repeatedly, over the last three 
months of their lives. The frequency with which 
barbiturates were prescribed alone or in combi- 
nation has been quoted; sometimes addiction 
followed. Antidepressants were also sometimes 
used. On clinical grounds, however, it can be 
seriously doubted if drug therapy alone has a 
central place in the treatment of such patients 
whose personality and environmental problems 
seem to loom so large. 

The circumstances of the suicide were also 
characteristic, the P group more commonly 
initimating unambiguously their intention to 
various other people, yet more commonly 
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carrying out the act in the close vicinity of 
others. They preferred drugs to other methods 
of killing themselves. If a case were to be argued 
for ‘accidental suicide’ as a consequence of 
deliberate self-poisoning or self-injury, examples 
would presumably be drawn primarily from this 
group. 

There is little room for complacency regard- 
ing the prevention of suicide in the P group. 
Litman (1971), from his experience of the Los 
Angeles Suicide Prevention Center, considers 
that the majority of their clients have chronic 
situational stresses, and for many suicide 
appears to be a recurrent problem which crisis 
intervention tends to postpone rather than 
prevent. Over 80 per cent of the suicides in the 
P group had seen a psychiatrist at some time, 
mostly within a year of their death. Evidently 
they benefited little. There is no evidence that 
present therapeutic techniques are effective in 
preventing further parasuicide in the sub-group 
at moderate or high risk of further suicidal 
behaviour (Greer, 1973; Chowdhury and 
Kreitman, 1973), even though the generality 
of parasuicide patients may be helped by 
hospital admission (Kennedy and Kreitman, 
1973; Bagley and Greer, 1971). Nor is it yet 
clear whether patients with a suicidal outcome, 
as distinct from a repetition of parasuicide, can be 
identified at the appropriate time or materially 
helped. 

In other respects the two groups did not differ. 
They were similar with respect to age, sex-ratio, 
marital status and social class. These similarities 
may appear somewhat unexpected in view of 
the prominence of alcoholism in the P group. 
Alcoholic suicides are well documented as dying 
at an earlier age than other diagnostic groups 
(Murphy and Robins, 1967; Kessel and Gross- 
man, 1961), and also show differences in marital 
status and social class from other suicides. 
However, most of our chronically disorganized 
or P group were not alcoholics, although most 
of the 29 alcoholics in the total series fell into the 
P category (Table III). We have also com- 
mented on the similarity of the terminal psychi- 
atric syndrome, in which depression and heavy 
drinking both figure conspicuously. 

The characteristics of the acutely disrupted 
group with no known parasuicide are in general 
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the converse of those already summarized for 
the P group, though it must be emphasized that 
the design of the study focuses on contrasts 
between the two categories.* 

The comparatively stable lives of the acutely 
disrupted or NP group have been noted to 
depend upon a rather fragile basis, such as an 
exclusive emotional involvement with one 
particular person. The death or other loss of this 
key person was a dislocation to which they could 
not adjust. In others physical disability disrupted 
the stable life pattern (with the individual 
apparently maladjusted to the infirmity as 
judged by frequent and intense complaints, out 
of proportion to demonstrable pathology, made 
to the general practitioner). A variety of other 
crises were apparent precipitants in other 
instances, but the consequences were similar; 
either suicide followed quickly, in which case it 
was deliberately and meticulously executed, 
or there ensued a period of sleeplessness, anxiety 
and depression, sometimes with resort to drugs 
or alcohol, before life was relinquished. The 
failure to adjust to change has been noted by 
Bunch et al. (1971), who commented that the 
severity of the bereavement reaction of some 
suicides could only be fully explained by the 
individual’s personality characteristics. Our 
data support this view; over half the NP group 
were classified as having personality disorders, 
though not commonly of a sociopathic type. 
The NP group was also well known to the 
general practitioners, 65 per cent having 
consulted with recognized psychological morbi- 
dity in the three months before death, and we 
concur with other workers in believing that 
potential exists here for preventive action. 
The drug therapy prescribed was not always 
appropriate, and the psychosocial problems, 
though often possibly tractable, were not always 
simple. Yet referral to a psychiatrist in the last 
year of life was initiated in only 8 per cent. It is 
tempting to believe that a higher referral rate 
would have been beneficial—provided that 


* For example, the loss of a significant other was con- 
sidered to have precipitated the suicide in about a fifth 
of the P group, but twice that proportion in the NP group. 
Thus loss is important for both categories, but in differen- 
tiating within a series of suicides it is particularly charac- 
teristic of the NP cases. 
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psychiatrists too perceive the necessity for a 
widely based approach. The suicides of this 
group certainly appear to offer better preventive 
prospects than the P group. 

The high level of medical consultations 
contrasts with the low level of contact with the 
Samaritan service (7 per cent), most of these 
being in the P group. This finding is similar to 
the 4 per cent reported by Barraclough and 
Shea (1970). 

Our comments on possible preventive action 
should not be construed as criticism of the 
efficiency of psychiatrists, general practitioners, 
or Samaritan organizations. Obviously it is 
impossible to evaluate the efficacy of any 
service without data on successes as well as 
failures. Data from suicides alone can at best 
merely indicate where further preventive action 
might be proposed. The delineation of the 
two syndromes we have presented does not, of 
course, imply that further varieties may not be 
identified. A different approach could well have 
produced a third category, such as the young 
drug addicts, although their numbers are 
probably small in the present series. The 
evidence so far is compatible with the view that 
the two syndromes refer not only to clusters of 
characteristics but also to groups of people; 
however, convincing demonstration of the 
latter would require a fresh sample. The groups 
do not appear to differ in demographic charac- 
teristics, which limits their applicability for 
some kinds of epidemiological analysis, but they 
may nevertheless be important in clarifying 
comparisons between different areas or popula- 
tions with respect to suicide. Regional differ- 
ences in alcohol abuse may be particularly 
relevant, 


SUMMARY 

A sample of 106 suicides diagnosed in accord- 
ance with defined criteria were dichotomized 
into 50 (the P group) who had a history of 
parasuicide (‘attempted suicide’) and 56 who 
had not (the NP group). 

The P group was composed of sociopaths, 
drug addicts and alcoholics, known to psychi- 
atrists but largely refractory to psychiatric 
treatment, with long histories of instability, 
and living in situations of chronic personal and 


TWO SYNDROMES OF SUICIDE 


social disorganization; debt and a criminal 
record were not uncommon. They committed 
suicide by using drugs, intimated their intent 
beforehand, and carried out the act while 
others were in the vicinity. 

The NP group comprised relatively more 
stable personalities with shorter periods of 
instability, whose suicide resulted from failure 
to adapt to an acute stress situation, particularly 
loss of a loved person. They committed the act 
while alone, used lethal methods of coal gas 
poisoning and self-injury, and did not intimate 
their intention beforehand. 

It is suggested there are two syndromes of 
suicide, characterizing different persons. 

The implications for preventive action and 
for epidemiological studies are briefly reviewed. 
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A Clinical and Family Comparison of Paranoid and Non- 
Paranoid Schizophrenics 


By RICHARD C. FOWLER, MING T. TSUANG, REMI J. CADORET, 
EDWARD MONNELLY and MICHAEL McCABE 


Family studies of schizophrenia have indi- 
cated familial differences between paranoid 
schizophrenia and other Kraepelinian subtypes 
of schizophrenia. Kallmann (1938) noted the 
lower morbid risk for schizophrenia in the 
families of paranoid probands as compared to 
the families of hebephrenic and catatonic 
probands. This finding was confirmed for siblings 
by Hallgren and Sjögren (1959). 

Studies have also indicated a tendency for 
familial schizophrenics to have the same subtype 
as the proband, even though it is clear that 
subtypes do not breed true (Kallmann, 1938; 
@degaard, 1963; Garrone, 1962). 

A blind family study of Kraepelinian subtypes 
to clarify these family differences has not been 
reported. The present blind study was under- 
taken to inquire into familial differences 
between paranoid schizophrenia and other 
subtypes of schizophrenia. 


METHODOLOGY 


Sixty families were studied. The initial 25 
families of poor prognosis schizophrenics were 
one group from the previously reported McCabe 
(1971) study. The subsequent 35 families were 
selected by one of the authors (R.F.) according 
to stated criteria during a six-month period 
from November 1971 through April 1972. This 
selection was accomplished by systematically 
screening all new admissions to Malcolm Bliss 
Mental Health Center in St. Louis, The criteria 
for the selection of Bliss probands were the same 
as for the McCabe study, with one exception, 
i.e. the requirement for an onset prior to age 35 
was waived (one Bliss proband had an onset 
after age 35). 

Cases in which alcohol or drugs, or other 
medical illnesses, were possible aetiological 
factors were excluded. Also excluded were cases 
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in which there was a serious question of another 

psychiatric condition, especially affective and 

schizo-affective disorders. 

For a diagnosis of schizophrenia, we required 
a chronic illness of at least two years duration, 
with either a documented history of, or mental 
state findings of, at least one of the following: 

1. Delusions (including subjective experi- 

ences of disordered thoughts) and/or 

hallucinations in clear consciousness ; 

. Catatonic traits; 

. Objective thought disorder (neologisms, 
incoherent or irrelevant speech, and other 
formal thought disorders). 

Subtype diagnosis was determined by the 
predominant symptomatelogy. Delusions and 
phonemes were considered paranoid symptoms. 
Catatonic traits included negativism, waxy 
flexibility, echopraxia and ‘mitgehen’. Blunted 
or inappropriate affect and objective thought 
disorder were considered hebephrenic traits. In 
cases where two types of symptomatology were 
prominent, mixed forms were used. 

All probands received a systematic interview 
and mental state evaluation by R.F., as previ- 
ously described (McCabe ef al., 1971). Old 
records were obtained when possible. All cases 
were then summarized and presented, without 
identifying data, to the other three authors, 
M.T., R.C., and E.M., at a weekly research 
meeting to obtain a consensus diagnosis of 
schizophrenic subtype. 

An attempt was made to interview all first- 
degree relatives living withim a 200-mile radius 
of St. Louis, Missouri, by M.T., R.C., or E.M. 
Relatives living outside of this area were fre- 
quently contacted by phone or letter in an 
attempt to obtain complete family information. 
All relatives interviewed were screened for 
psychiatric disorders in the same manner as 
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degree relatives in this group is almost twice that 
in the paranoid group (13°91-+3°23 versus 
7°25-+2-21; Fisher’s exact test, r-tail, P = 
-06308). These figures are further increased to 
17°39-+3°53 versus 8-70-+-2-40 (Fisher’s exact 
test, 1-tail, P = -030018) when schizophrenia, 
undiagnosed psychosis, and paranoid personality 
are combined together (lines 1 to 4). 

Other disorders were commonly seen in 
both groups. There were 6 cases of affective 
disorder (5 unipolar and 1 bipolar) in relatives 
of paranoid probands, and 4 of affective disorder 
(all unipolar) in relatives of non-paranoid 
probands. Thirteen instances of neurotic dis- 
order were noted in the relatives of paranoid 
probands and 10 were noted in relatives of 
non-paranoid probands. The predominant 
neurotic disorder in both groups was anxiety 
neurosis (13), and this was followed by hysterical 
neurosis (5), mixed neurosis (3), phobic neurosis 
and obsessive compulsive neurosis (1 each). 
Alcholism or sociopathy was seen in 18 relatives 
of paranoid probands and 12 relatives of non- 
paranoid probands. These disorders were seen 
primarily in male relatives, in contrast to 
neurotic disorders which were seen primarily in 
female relatives. A sizeable number of un- 
diagnosed psychiatric disorders were seen in 
both groups (17 total cases). These primarily 
represented cases in which information was 
very limited and the relatives were unavailable 
for interview. Disorders seen infrequently in- 
clude mental retardation (4), drug dependence 
(1), and suicide (1). 

The most common subtype of schizophrenia 
seen in first-degree family members was para- 
noid schizophrenia. This was true for the 
relatives of non-paranoid probands (9 out of 
16), as well as for the relatives of paranoid 
probands (6 out of 10). The remainder of the 
familial cases were hebephrenic, undifferen- 
tiated, or mixed forms. No catatonic forms were 
found. 

Of the 7 non-paranoid cases in the families of 
non-paranoid probands, 2 were considered 
discordant for subtype: one in the family of a 
catatonic, and one in the family of a hebe- 
phrenic. In both cases the schizophrenic family 
member could not be subtyped, in spite of 
personal interviews and hospital records, and 
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was given a diagnosis of undifferentiated 
schizophrenia. Thus we considered 11 of the 
16 schizophrenics in the families of non- 
paranoid probands to be discordant with the 
proband as regards subtype. 


COMMENT 

Clinical differences between paranoid and 
non-paranoid probands in the present study 
are primarily definitional, Symptom differences, 
such as objective thought disorder, blunted 
affect, catatonic traits, and persecutory delu- 
sions, are quite obviously in this category. 
‘Two other variables, age of onset and severity, 
may have influenced subtyping. Both a later 
age of onset and a milder course have been well 
accepted for the paranoid form (Slater and 
Roth, 1969), and are characteristic of our data 
as well. It is noteworthy, however, that, because 
of our criteria for selection of the probands 
(poor prognosis or process schizophrenics), even 
our paranoid schizophrenics are severely ill and 
distinct from groups such as late paraphrenia 
(Kay and Roth, 1961). 

Although there is not a significant difference 
in the frequency of schizophrenia in our two 
groups unless we broaden ‘schizophrenia’ to 
include undiagnosed psychosis and paranoid 
personality, the trend toward more diagnosable 
schizophrenia in the relatives of non-paranoid 
probands is in keeping with other investigations. 
Kallmann (1938) reported an increased risk of 
schizophrenia for children of hebephrenic and 
catatonic probands (20:7 per cent and 21-6 per 
cent, respectively) as compared to the children 
of paranoid probands (10°+4 per cent). Hallgren 
and Sjégren (1959) confirmed similar differences 
for siblings. Four and seventh tenths per cent of 
the siblings of paranoid probands were schizo- 
phrenic, as compared to 8-5 per cent and 7-0 
per cent of the siblings of catatonics and hebe- 
phrenics respectively. Odegaard (1963) reported 
similar but less striking differences for all first- 
degree relatives of paranoid, hebephrenic, and 
catatonic schizophrenics. 

The great majority of our ill non-psychotic 
relatives had disorders which we could not 
distinguish from typical neurotic or charac- 
terological disorders. Only the 3 cases of para- 
noid personality and 2 cases of undiagnosed 
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psychiatric disorder were considered to have 
any phenotypic similarity to schizophrenia. 
The latter two included an eccentric recluse 
who vigorously refused an interview, and a 
deceased male who had been admitted to a 
psychiatric hospital at age 61 for alcoholism 
and persecutory ideas. Therefore, 84 out of 89 
non-psychotically ill relatives had no apparent 
resemblance to schizophrenia. This is in contrast 
to Kallmann (1938), who reported the frequent 
occurrence of schizoidia in first-degree relatives 
of schizophrenics. 

Family investigations by Kallmann (1938), 
Garrone (1962), and Ødegaard (1963) all 
indicate a greater subtype concordance rate 
between familial cases than one would expect 
by chance (Rosenthal, 1970). In the Kringlen 
monozygotic twin study (1967) the subtype 
concordance is even more striking: 13 of 14 
schizophrenic pairs are concordant for subtype. 
Although our numbers are small, there is not 
even a trend for subtype concordance. The 
fact that the interview and subtype diagnosis in 
these studies were not conducted blindly as 
regards the subtype diagnosis of the proband 
introduces at least the possibility that the results 
have been influenced by a ‘halo’ effect. In the 
case of the Maudsley-Bethlem schizophrenic 
twin study (Gottesman, 1968), in which 9 of 
11 monozygotic schizophrenic pairs were con- 
cordant for subtype, blind diagnosis of subtype 
by an independent diagnostician was based on 
a medical record summary of the twins. This 
summary was written by investigators who were 
aware of the proband’s and co-twin’s subtype 
diagnosis when they interviewed the twins. 

Our lack of support for the findings of the 
above studies may be due to: the factor of small 
numbers; to other factors which might affect the 
comparability of data between our sample and 
others, such as the restriction of our sample to 
only poor-prognosis schizophrenics; or to the 
fact that the first-degree relatives in our study 
would have only 50 per cent of their genes in 
common with the proband, instead of r00 per 
cent as in the case of the proband and co-twin 
in the monozygotic twin studies; to varying 
criteria for subtype diagnosis; differences in 
methodology; or to a combination of these 
factors. For example, it is apparent that the 
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‘blindness’ factor in our study was considered 
extremely important, even crucial, for the 
results. We took the view that knowledge of the 
subtype diagnosis of the proband would un- 
avoidably bias the kind, manner of gathering 
and presentation of data on the relatives, i.e. 
there would be a ‘halo’ effect. Accordingly, 
the investigators who actually interviewed the 
relatives and presented summaries for the 
consensus diagnosis of subtypes were not in- 
formed on the subtype diagnosis of the proband. 
This would not seem to be an unnecessary 
precaution against bias, especially when it is 
subtype concordance that is under examination. 


SUMMARY 


Sixty poor-prognosis schizophrenic probands 
and their first-degree relatives were systematic- 
ally interviewed blindly with regard to the sub- 
types of the probands. Comparisons were made 
between 32 paranoid probands and their 
families and 28 non-paranoid probands and 
their families. Besides definitional differences, 
paranoid probands had a later age of onset and 
a shorter total duration of stay in hospital. 
The only family differences between the two 
groups was a greater risk for the combination of 
schizophrenia, undiagnosed psychosis and para- 
noid personality in the non-paranoid group. 
The authors found no tendency for like subtype 
to go with like, nor any association between 
subtype and non-psychotic disorders. 
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The Stability of Psychiatric Diagnoses 


By R. E. KENDELL 


Numerous studies of the reliability of psychi- 
atric diagnosis have been published in the last 
twenty years, but most have been based either 
on a comparison of the diagnoses made by two 
or more raters at a single joint interview, or 
separate interviews a few days apart (the 
observer agreement model), or on a comparison 
of the overall spectrum of diagnoses assigned to 
two comparable series of patients (the frequency 
agreement model). Comparisons between the 
diagnoses assigned to patients on successive 
admissions, or at other widely separated points 
in time (the consistency or stability model), 
have been carried out less often, in spite of the 
fact that the usefulness of our diagnostic cate- 
gories is just as dependent on temporal stability 
as on reliability in an observer agreement 
situation. 

Four previous stability studies are worthy of 
note. Masserman and Carmichael (1938) follow- 
ed up a series of 100 patients admitted to a 
university psychiatric clinic in Chicago and 
found to their dismay that twelve months later 
a ‘major revision’ of diagnosis was necessary in 
over 40 per cent. This was an important pioneer- 
ing study which rightly led many psychiatrists 
to question the value of their existing diagnostic 
categories and methods. Babigian, Gardner, 
Miles and Romano (1965) compared the diag- 
noses assigned to a cohort of 1,215 patients 
reported, by different facilities, on more than 
one occasion to the Monroe County case register 
in 1961 and 1962. They found that the diagnoses 
of schizophrenia and chronic brain syndrome 
were considerably more stable than that of 
affective psychosis, and attributed this to the 
difficulty of distinguishing between psychotic 
and neurotic states in the latter area, but in 
most cases the interval between successive 
diagnoses was only a few days or weeks, so 
really they were measuring something closer to 
inter-rater agreement than to temporal stability. 


Ødegaard (1966) compared the first and last 
diagnoses attributed to all patients admitted to 
Norwegian mental hospitals for the first time 
between 1950 and 1954 and subsequently re- 
admitted at any time up to the end of 1963. 
The most significant finding of this large-scale 
study, similar in design to the one reported here, 
was that many patients originally diagnosed as 
having a reactive psychosis were subsequently 
diagnosed as having either schizophrenia or a 
manic-depressive illness. To an English com- 
mentator at least, this threatens to undermine 
the validity of the Scandinavian concept of 
reactive or psychogenic psychoses. Cooper 
(1967) studied the diagnoses attributed to a 
group of 200 patients admitted to mental 
hospitals in England or Wales on four different 
occasions in 1954 and 1955. Only 54% of these 
patients were allocated to the same broad 
category on all four occasions, and Cooper was 
able to demonstrate that many changes in 
diagnosis, particularly those involving neurotic 
illness, personality disorder or alcoholism, were 
attributable to a change of doctor rather than 
to any change in the patient’s symptoms. In 
only 32 patients was there evidence in the case 
notes of a genuine change in clinical state, and 
the commonest change was for schizophrenic 
symptoms to develop in patients who had 
originally had purely depressive symptoms, but 
with some paranoid features also, potentially 
a very significant finding. 


METHOD AND RESULTS 

Since 1 January 1964 all psychiatric units and 
mental hospitals in England and Wales have 
returned to the Department of Health a Mental 
Health Enquiry card for every inpatient 
admission, A sample of approximately 2,000 
patients first admitted to a psychiatric 
bed in 1964 and readmitted on at least one 
further occasion before the end of 1969 was 


352 


BY R. E. KENDELL 


obtained by extracting, by semi-random means, 
the §.B.H.15 cards of 2,020 patients fulfilling 
these criteria from the Department’s files. The 
patients’ age and sex (but not their names), the 
date of each admission and the psychiatric 
diagnosis at that admission were then tran- 
scribed from these cards to provide the basic 
data for this study. (Further admissions after 
31 December 1969 could not be included 
because after that date the diagnostic nomen- 
clature and code were both changed and Mental 
Health Enquiry data were stored on magnetic 
tape instead of cards.) 

Twenty-two patients under the age of 15 at 
the time of first admission, 19 whose initial 
diagnosis did not fall within the psychiatric 
section of the International Classification, and 
66 who lacked a legitimate diagnosis of any kind 
were discarded, thus reducing the material to 
1,913. The average age of these patients was 
44°0 years and 58 per cent were female. The 
average number of admissions was 3:4 and the 
average interval between the first admission 
and the last 2-1 years. Further details are 
given in Table I. The number of patients 
receiving one, two or more distinct diagnoses 
and the number exhibiting different patterns of 
diagnostic change are shown in Table II. An 
arbitrary and rather elaborate definition of 
what constituted a change in diagnosis was 
needed in order to derive these data. To illustrate 
the sort of criteria used, a change from hebe- 
phrenic to paranoid schizophrenia or a change 
from mania to depression were not regarded as 
significant changes, but a change from hysteria 
to an anxiety state or from alcoholism to a con- 
fusional state were. Using such criteria, 58 per 


Taare I 


The number of admissions per patient and their year of 
final admission 





No. of. No. of Year of final No. of 
admissions patients admission patients 
2 900 (47%) 1964 439 (23%) 
3 421 (22%) 1965 440 (23%) 
4 227 (12%) 1966 325 (17%) 
5 135 ( 7%) 1967 253 (13%) 
6 87 ( 5%) 1968 214 (11%) 
7ormore 143 ( 8%) 1969 242 (13%) 
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Taste II 
The number and overall pattern of diagnostic changes 
No. of Pattern 
different No. of of diagnostic No. of 
diagnoses patients change patients 





1,108 (58%) 


I 1,108 (58%) | No change 
2 660 (35%) | A->B 496 (26%) 
3  122(6%) | A>B>A 141 ( 7%) 
4 19 ( 1%) | A—>B->C 69 ( 4%) 
5 3 More complex, 

reverting 

to A 32 ( 2%) 
6 1 More complex, 

not reverting 

to A 67 ( 4%) 





cent of patients did not undergo any significant 
change in diagnosis, and 67 per cent had the 
same diagnosis at the end as they had had at 
the beginning. In themselves these figures are 
of only limited significance, however. The 
corollary to Cooper’s finding that diagnostic 
changes in this setting are more often due to a 
change of doctor than to change in the patient 
is that the failure of diagnoses to change may 
reflect nothing more than the fact that the 
doctor has not changed. 

But although little importance can be attached 
to the overall level of stability, and the particular 
level obtained by each category, the relative 
stability of different diagnostic categories is 
significant, and so is the relative frequency of 
particular diagnostic changes—that is, changes 
from A to B compared with those from B to A. 
Changes in diagnosis that are simply due to a 
change of doctor should tend to affect all 
diagnostic categories equally, and cause B to 
replace A as often as A replaces B. Balanced 
changes of this sort should therefore be regarded 
as ‘background noise’ which may obscure 
genuine trends, or differences in relative stability, 
but will be unlikely to create spurious ones. 

The proportion of patients in each of the 
common diagnostic categories with the same 
diagnosis at their final admission as at their first 
is shown in Table III. The four major cate- 
gories—depressive illness, schizophrenia, demen- 
tia and alcoholism—all have a stability of 
around 70 per cent, but several other cate- 
gories—anxiety states, paranoid states, con- 
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Tase I 





The relative stability of different diagnoses 





% unchanged 





Diagnosis N at final 
admission 
All depressive illness 870 69 (72% including mania) 
All schizophrenic illness .. 386 75 
Reactive depression . . b .. 165 34 (77% for depressive illness) 
oe depression 128 37 (79% for depressive illness) 
coholism 99 67 

All dementia 98 75 
Anxiety states . 78 4! 
Paranoid schizophrenia 73 47 (70% for schizophrenia) 
oaea states 63 16 (54% including dementia) 

aranoid states 53 25 
Mania ose os 47 43 (72% for affective illness) 
Personality disorders 43 35 
Hysteria 37 32 (38% including hysterical personality) 





Notes: (1) Analogous comparisons were also made between first and second diagnoses, ‘The percentage un- 
changed was generally higher but the rank order very similar, 

(2) Strictly, comparisons between these percentages are only valid if the interval between first and final 
diagnoses is the same in all cases. In fact the average interval varied from 23:3 months for all depressions to 


33°5 months for paranoid states. 


fusional states, mania, personality disorder and 
hysteria—have a stability well below 50 per cent. 
In the case of mania this is perfectly under- 
standable. Implicit in our concept of mania is 
the expectation that sooner or later most patients 
will develop depressive illnesses also, and if 
these are included its stability rises to 72 per 
cent. A similar argument might possibly be 
applied to confusional states, as some may be 
transient toxic conditions occurring in the 
course of another illness, and others are likely 
to progress to dementia. But no such explana- 
tion is readily available where the other four 
categories are concerned, except that in each 
case the sample size was relatively small (less 
than 60) and the scope for chance influences 
correspondingly large. This proviso apart, these 
low percentages must be seen as casting some 
doubt on the validity of these diagnostic 
concepts, or at least on the way in which they 
are used by English psychiatrists. The low 
stability of hysteria is specially noteworthy in 
the light of other evidence that it is an unstable 
category (Slater, 1965). The figure of 32 per cent 
or 38 per cent obtained here is hardly reassuring, 
particularly when one reflects that any patients 
in the original sample who subsequently deve- 


loped obvious organic disease would probably 
not have been readmitted to a psychiatric bed, 
and so would have been excluded from these 
data. 

Why some diagnoses are relatively stable and 
others not is clarified to some extent by the 
comparisons of the relative frequency of changes 
each way between different pairs of diagnoses 
shown in Table IV. The fact that 40 per cent of 
the 53 patients originally diagnosed as having 
a paranoid state (paranoia or paraphrenia) are 
rediagnosed as schizophrenics after an average 
interval of under three years, coupled with the 
rarity of the reverse change, has obvious rele- 
vance to the long debated issue of whether 
paraphrenia should be regarded as a distinct 
disease or simply as a muted form of schizo- 
phrenia. On the other hand, the finding that 
patients originally diagnosed as having a 
dementia are subsequently rediagnosed as 
suffering only from depression more frequently 
than the other way about can be interpreted as a 
validation of the concept of depressive pseudo- 
dementia, and a reassurance that early demen- 
tias are not often misdiagnosed as affective 
illnesses. The finding that 24 per cent of the 
78 patients originally diagnosed as having an 
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TaBe IV 
The relative frequency of different diagnostic changes 

Number 

involved Percentage p 
Paranoid state—Schizophrenia 21/53 39°6 Hae 
Schizophrenia—>Paranoid state 11/386 2'9 
Confusional state->Dementia 24/63 38-1 eat 
Dementia—»>Confusional state 6/98 6-1 
Anxiety state->Depressive illness 19/78 2474 Joi 
Depressive illness—>Anxiety state 20/870 2°3 
Alcoholism->Depressive illness 19/99 12-1 se 
Depressive illness—>Alcoholism 16/870 1:8 
Personality disorder—->Depressive illness 9/38 237 Le 
Depressive illness—>Personality disorder 29/870 3°3 
Paranoid state->Depressive illness 9/53 17°0 ee 
Depressive illness->Paranoid state 15/870 1-9 
Mania—Schizophrenia 8/47 17°0 et 
Schizophrenia Mania 9/386 2°3 
Dementia—>Depressive illness 8/98 8-2 wee 
Depressive illness->Dementia 23/870 26 2 
Schizophrenia—>Depressive illness . . 42/386 10°9 sio 
Depressive illness—>Schizophrenia .. 64/870 T4 





Note: Strictly, these comparisons assume that all the diagnostic concepts involved were stable between 1964 
and 1969, i.e. that none was enlarging at the expense of others. So far as can be seen from the first admission 
rates for different diagnostic categories published annually by D.H.S.S. this was so. 


anxiety state or phobic neurosis are later re- 
diagnosed as having depressions, coupled with 
the fact that only 41 per cent retain their 
original diagnosis, creates obvious difficulties 
for those who maintain that there is a funda- 
mental difference between anxiety states and 
depressions (e.g. Roth, Gurney, Garside and 
Kerr, 1972). It could, of course, be argued that 
the confusion is due to the use of inappropriate 
or inconstant diagnostic criteria rather than 
to any inherent tendency of anxiety states to 
develop into depressive syndromes with the 
passage of time, though it should be noted that 
these data were obtained after omitting the 
numerous patients with initial or final diagnoses 
of anxiety/depression or depression/anxiety. 
Paradoxically, the most significant finding in 
Table TV is the absence of any tendency for 
patients originally regarded as having de- 


pressive illnesses to be diagnosed later on as 
schizophrenics—a reminder that clinical and 
statistical significance do not always go hand in 
hand. It is now well known that most American 
psychiatrists have a much broader concept of 
schizophrenia than Europeans have. One of the 
considerations which led American psychiatry 
to expand its concept of schizophrenia was the 
belief that many patients who eventually 
develop typical schizophrenia present initially 
with purely affective symptoms. Lewis and 
Piotrowski (1954), for instance, claimed in an 
influential paper that over 50 per cent of a 
group of 122 patients originally diagnosed as 
having manic-depressive or psychoneurotic 
illnesses were found to have developed ‘clear cut 
schizophrenia’ at follow up three to twenty 
years later. Had the same sort of transition 
been found in this material it would have 


. 
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vindicated the American viewpoint; but, in 
spite of Cooper’s earlier findings, there is no 
suggestion of such a change. In fact, schizo- 
phrenics tend to be rediagnosed as depressives 
more often than depressives are rediagnosed as 
schizophrenics, though for the smaller number 
of manic patients there is a significant trend 
towards a diagnosis of schizophrenia. 

Attempts to study the interchange between 
endogenous and reactive depressions, and the 
eventual diagnostic assignments of patients with 
initial diagnoses of puerperal psychosis or schizo- 
affective psychosis were thwarted by lack of 
numbers in spite of the size of the original 
sample. Of the 13 patients with first diagnoses 
of schizoaffective illness 6 had a final diagnosis 
of affective illness and 5 of schizophrenia, while 
2 remained schizoaffective, which at least 
suggests that the original diagnostic dilemma 
was correctly identified. 


SUMMARY 


The usefulness of our diagnostic categories is 
just as dependent on temporal stability as on 
reliability in the observer agreement situation 
with which most reliability studies have been 
concerned. The stability of the diagnoses attri- 
buted by the staff of English psychiatric hospitals 
to their in-patients was examined by extracting 
from the Department of Health’s records the 
diagnosis at each admission of a sample of 2,000 
patients first admitted to a psychiatric bed in 
England and Wales in 1964, and readmitted at 
least once before the end of 1969. Although the 
major diagnostic categories of schizophrenia, 
depression, mania, dementia and alcoholism 
were relatively stable, less than half those with 
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initial diagnoses of anxiety state, paranoid state, 
confusional state, personality disorder or hysteria 
retained the same diagnosis on subsequent 
occasions. Paranoid states tended to be re- 
diagnosed as schizophrenia, confusional states to 
be rediagnosed as dementia, and anxiety states 
to be rediagnosed as depression. On the other 
hand, there was no evidence of any transition 
from depressive illness to schizophrenia with the 
passage of time. 
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ABSTRACT 


The Reliability of the Psychiatric Anamnesis 


By M, R. EASTWOOD AND H. E. ROSS 


The psychiatric anamnesis is a lengthy enquiry 
based on the Meyerian principle that most aspects of 
a patient’s past and present history are relevant to the 
diagnosis and management of psychiatric disorder. 
Despite widespread use by both clinicians and 
research workers, the anamnesis has been the subject 
of few investigations regarding its reliability and 
validity. The studies reported have not encouraged 
confidence in traditional history taking (Haggard 
et al., 1960; Wenar and Coulter, 1962; Beckett et al., 
1967). The present study was carried out to investi- 
gate the reliability of the family and personal history. 


METHOD 

A series of patients, newly admitted to the Clarke 
Institute of Psychiatry, Toronto, was studied. Any 
English-speaking patient between the ages of 16 and 
65 admitted to the hospital’s four adult services, and 
for whom an informant was said to be available for 
interview, was included. A standardized questionnaire 
was administered to each patient upon admission and 
discharge. Informants were interviewed separately, 
using the same questionnaire with the items re- 
worded in the third person. The mean time between 
the two patient interviews was 33 days. All three 
questionnaires were completed for 86 patients. 

The questionnaire, which took approximately 30 
minutes to administer, consisted of a sample of the 
customary questions on family and personal history, 
medical history and premorbid personality asked of 
psychiatric patients (Mayer-Gross st al., 1969). The 
117 questions on the standardized questionnaire were 
broken down for analysis into 148 items for which 
agreement could be calculated. 

The lay research interviewer carried out an inter- 
rater reliability study with a hospital registrar in 
which the mean percentage of agreement over 15 
interviews was 95-8 per cent. 


RESULTS 
The percentage of patients and informants who 
answered ‘Don’t know’ to each question was calcu- 
lated in order to determine which areas of the 
anamnesis provided least information, reliable or not. 
For 23 of the items more than 20 per cent of the 
patients or informants pleaded ignorance. These 
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items clustered in certain areas of the anamnesis: early 
development, menstrual and sexual history, employ- 
ment history and income, and parents’ cause of 
death. On these items informants reported signifi- 
cantly more ‘Don’t know’s’ (42 per cent) than did 
patients (25 per cent). The greatest discrepancies 
occurred in the menstrual and sexual histories, with 
35 per cent of informants reporting ‘Don’t know’ as 
compared to 9 per cent of patients on these items. 
This difference was significant, and while the finding 
is not surprising it does underline certain limitations 
in the practice of using an informant to verify a 
patient’s account. 

Each item was then analysed to determine the 
percentage agreement among the three questionnaires 
and interviews. An analysis of variance, after elimina- 
tion of ‘Don’t know’s’, showed significant differences 
between various sections of the questionnaire. The 
areas which provided the lowest agreements in- 
cluded early development, personal history, school 
and employment history and sexual history, while 
family, marital and medical history, childhood health 
and premorbid personality were more reliable. While 
the patient admission and discharge disagreement was 
relatively low (17 per cent), the introduction of an 
informant raised the mean disagreement to 25 per 
cent. In a three-way comparison of patient admission 
—patient discharge—informant disagreement, it 
climbed to 32 per cent. Since in most cases the in- 
formant was a close relative who lived with the 
patient, the low level of agreement casts doubt on the 
reliability and hence the validity of the responses to 
many of the items in the anamnestic interview. It 
should be noted that reliability was not significantly 
related to diagnosis. 


Discussion 

Psychiatrists are prepared to make provisional 
statements about patients based upon the history of 
the present illness, mental state examination and the 
anamnesis. While considerable efforts have been 
directed recently towards improving the reliability of 
the mental state examination and diagnostic practices, 
too little attention appears to have been paid to the 
reliability, validity, and utility of the anamnesis. As 
the questionnaire was designed to obtain, in a stan- 
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dardized manner, answers to the questions tradi- 
tionally asked by psychiatrists, it would appear that 
such questions do not yield very reliable data. While 
the disagreements may not have been gross in this 
study, i.e. complete agreement was aimed for, this 
does not mean that the rough and ready procedure 
encountered in clinical practice should not be critic- 
ally examined. Since reliability is a prerequisite for 
validity, the low level of agreement among the two 
patient and informant interviews (68 per cent) 
obtained in this study also reflects upon the validity 
of the anamnestic data. Furthermore, any attempt 
to improve the method of data collection should be 
seen in the light of the usefulness of the anamnestic 
material, particularly since doubt has been cast upon 
correlation between some historical variables and 
subsequent psychiatric illness (Rutter, 1972). With 
the development of computer data banks, the ques- 
tion of the accuracy and relevance of psychiatric 
histories takes on added importance (Kedward et al., 
1973). 

The anamnesis, as a form of retrospective and un- 
reliable data collection, ought to be used only with 
caution, The anamnestic material seems to have 
variable reliability; and in this study, while the 
accounts of childhood and sexual experiences were 
particularly unreliable, the evidence for psycho- 
pathy was more consistent. The reliability and 
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relevance of such data in routine clinical practice 
ought therefore to be further determined. 


ACKNOWLEDGEMENTS 


We should like to thank the medical staff of the Clarke 
Institute of Psychiatry for giving permission to study their 
patients. 


REFERENCES 

Beoxert, P. G. S., GRBELL, J., Cranpau, R. G., and 
Gupoasa, R. (1967). ‘A method of formalizing 
psychiatric study.’ Archives of General Psychiatry, 16, 
407-15. 

Hacoarp, E. A., Brexsrap, À., and SKARD, A. G. (1960). 
‘On the reliability of the anamnestic interview.’ 
Journal of Abnormal and Social Psychology, 61, 911-8. 

Kepwarp, H. B., Easrwoop, M. R., and Furtona, F. W. 
(1973). ‘Computers and psychiatric data recording: 
Rationale and problems of confidentiality.” Com- 
prehensive Psychiatry, 14, 133-7. 

Mayer-Gross, W., SLATER, E., and Ror, M. (1969). 
Clinical Psychiatry, grd ed. London: Bailliere, Tindall 
and Cassell. 

Rorrer, M. L. (1972). ‘Relationships between child and 
adult psychiatric disorders.’ Acta Psychiatrica Scandi- 
navica, 4B, 3-21. 

Wenar, C., and CouLTER, J. B. (1962). ‘A reliability study 
of developmental histories.’ Child Development, 33, 
453-62. 


M. R. Eastwood, M.D., M.R.G.Psych., Assistant Professor of Psychiatry, Psychiatric Epidemiology Unit, 
H. E. Ross, B.A, B.J., Research Assistant, Psychiatric Epidemiology Unit, 
The Glarke Institute of Psychiatry, 250 College Street, Toronto 2B, Ontario, Canada 


(Received 7 May 1973) 


Brit. J. Psychiat. (1974), 124, 359-66 


Personality Disorder: Part II. Follow-up" 


By AMOS WELNER, JAY L. LISS and ELI ROBINS 


In a previous study (Liss, Welner and Robins, 
1973), the hospital records of 212 patients who 
received a diagnosis of personality disorder 
other than antisocial personality were studied. 
The clinical information about these patients 
was used to arrive at an established psychiatric 
diagnosis based upon the rigorous diagnostic 
criteria designed for research (Feighner, Robins, 
Guze, Woodruff, Winokur, and Munoz, 1972). 
In 118 cases (56 per cent) the clinical symptoms 
and the course of the disorder met the required 
diagnostic criteria for one or more of the esta- 
blished psychiatric diagnoses. The remaining 94 
patients (44 per cent) had too few symptoms to 
meet these criteria. 

It was not clear why the patients initially 
received a diagnosis of personality disorder, 
except that they had a significantly higher 
frequency of impulsive and manipulative beha- 
viour, temper tantrums, suicide attempts or 
severe marital discord, compared with a control 
in-patient population. It was presumed from 
the record study that these were in fact the 
characteristics on which the initial diagnosis of 
personality disorder rested. This presumption 
was to be examined by this follow-up study. It 
should be mentioned that in the record study 
there was no correlation between the personality 
disorder diagnosis and the diagnosis arrived at 
by using diagnostic criteria, with the possible 
exception of hysterical personality and hysteria. 

This study is a follow-up of these patients, 
Its purposes were: (1) to reassess by a structured 
follow-up interview the psychiatric diagnoses of 
the patients who were dischaged with a per- 
sonality disorder diagnosis; (2) to confirm the 
validity of the established diagnoses given 
when the records were reviewed by comparing 
them to the follow-up diagnoses; (3) to examine 
in a systematic way whether in-patients dis- 

* This study was supported in part by NIMH Grants 
MH-1g002, MH-05804, AA-oozog, 


charged with a personality disorder diagnosis 
are more likely to manifest impulsive and 
manipulate behaviour, temper tantrums, suicide 
attempts or marital discord, as the record study 
suggested. These types of behaviour were 
especially frequent in the patients who had too 
few symptoms to meet the criteria for an 
established diagnosis (Liss, Welner, and Robins, 


1973): 


MATERIAL AND METHOD 


All patients who at the time of the record 
study were residents of Saint Louis and Saint 
Louis County were included in this study. A 
follow-up interview consisted of: (1) 225 psychi- 
atric symptoms and signs; (2) general informa- 
tion, demographic data, age of onset, length of 
illness, number of admissions to hospital, 
medical illnesses, morbidity and mortality; 
and (3) detailed history associated with the 
illness concerning academic and job perform- 
ance, marriage, social interaction, general 
behaviour and suicide attempts. Also a pre- 
morbid evaluation was made of: (1) family 
interaction; (2) friendships; (3) school per- 
formance; (4) temper; (5) mood disturbances 
and (6) social withdrawal. Each of these six 
premorbid categories was graded on a three- 
point scale: (—1) poor, (0) unremarkable or 
average, and (+1) good. 

In order to determine if there was general 
agreement on the meaning of the terms im- 
pulsive, manipulative and immature behaviour, 
and to design an operational definition suitable 
for a follow-up study for these terms, written 
definitions were obtained from the staff of the 
Department of Psychiatry of Barnes Hospital 
and Washington University. There was con- 
sistent agreement on the meaning of these 
terms, and for the purposes of the follow-up 
study they were defined as follows: Impulsive 
behaviour—acting without thinking about the 
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consequences; Manipulative behaviour—acting 
in a socially unacceptable indirect way to 
influence the behaviour of others; Immature 
behaviour—acting in a manner which is normal 
only for a chronologically younger individual. 
Sources of information for the follow-up were 
patients, relatives, physicians, and records in 
various combinations. All interviews were 
conducted blind. The follow-up data were 
checked with the diagnostic criteria designed 
for research for the following disorders: de- 
pression; mania; schizophrenia; hysteria; alco- 
holism; antisocial personality; anxiety, phobic, 
and obsessive-compulsive neuroses; drug de- 
pendency; mental retardation; organic brain 
syndrome; homosexuality and transsexuality. 
Patients were called ‘undiagnosed, too few 
symptoms’ if their clinical picture showed too 
few symptoms to meet the criteria for at least 
one of the above diagnoses. Patients were 
called ‘undiagnosed, too many symptoms’ if 
they had enough symptoms to meet the criteria 
for multiple psychiatric diagnoses whose co- 
existence seemed unlikely (Welner, Liss, and 
Robins, 1973). Patients whose diagnosis was ‘no 
mental illness’ had no psychiatric history or 
finding at the time of the blind follow-up, 
and when their records were reviewed no more 
than one or two symptoms were found which 
were related to physical illness, e.g. a teenage 
boy was admitted to hospital because of un- 
explained abdominal pain and nervousness, and 
at the time of the follow-up 25 months later 
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had the diagnosis of regional ileitis confirmed by 
X-ray and was psychiatrically symptom free. 


RESULTS 

A total of 112 patients were included in this 
study. Of these 101 (go per cent) were followed 
up; the remaining 11 patients could not be 
located. There were no refusals. The mean 
length of follow-up was 50 months. Of the 
follow-up patients 80 (79 per cent) were 
personally interviewed. For most of these 
additional information was obtained from 
treating psychiatrists, hospital records, and 
relatives, Of the remaining 21 who were not 
personally interviewed 6 had died and 15 were 
followed up by information obtained from 
relatives, records, and/or treating psychiatrists. 


(a) Follow-up diagnoses 

At the time of the follow-up the primary 
diagnoses arrived at by criteria were as follows: 
unipolar depression 24 (patient and per cent), 
antisocial personality 13, drug dependency 7, 
alcoholism 5, schizophrenia 4, anxiety neurosis 3, 
hysteria 3, no mental illness 3, mental retarda- 
tion 3, bipolar affective illness 2, obsessive 
compulsive-phobic neurosis 2, homosexuality 2, 
schizo-affective 1, transsexuality 1, undiagnosed 
too few symptoms 24, and undiagnosed too 
many symptoms 4. The initial personality 
disorders, the clinical record, and follow-up 
diagnosis arrived at by criteria are presented in 
Table I. This table specifies the initial per- 


Taare I 
The distribution of record and follow-up diagnoses for patients discharged with a personality disorder 








Number 
(Total = 101) Diagnosis by Diagnosis by 
and per cent Initial personality disorder diagnosis criteria from criteria at 
of patients record information follow-up 
19 Schizoid (1), Character disorder (4), Unipolar—Depression Unipolar depression 


Passive-aggressive (2), Hysterical (2), 


Emotionally unstable (2), Cyclothymic (1), 


Personality trait (4), Inadequate (3) 
2 Personality trait (1), Emotionally 
unstable (1) 
I Schizoid (1) 


I Hysterical (1) 


Unipolar—Depression Unipolar depression 
and alcoholism 

Unipolar—Depression Obsessive compulsive 
neurosis and 
secondary depression 

Unipolar—Depression Hysteria and 
secondary depression 


10 


BY AMOS WELNER, JAY L. LISS AND ELI ROBINS 
TABLE |—continued 


Passive aggressive (4), Character 


disorder (1), Emotionally unstable (2), 


Inadequate (1), Personality trait (2) 


Emotionally unstable (2), Personality 
trait (3), Inadequate (1) 


Schizoid (2), Personality trait (1) 
Passive aggressive (2), Character 
disorder (1), Personality trait (1) 
Inadequate (1), Personality trait (1) 
Inadequate (1), Hysterical (1), 
Mixed (1), Obsessive compulsive (1) 


Hysterical (1) 
Hysterical (1) 


immature (1) 
Character disorder (1) 


Character disorder (1) 





Personality trait (1) 


Personality trait (7), Schizoid (3), 


Passive aggressive 
Emotionally unstable (3), Character 


disorder (2), Borderline psychotic (1) 


Passive aggressive (1) 


Personality trait (1), Passive 
aggressive (2) 


Unspecified (1), Character disorder (1) 


Schizoid (2) 
Inadequate (1) 


(6), Immature (2), 
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Antisocial personality 


Drug dependency 


Schizophrenia 
Alcoholism 


Alcoholism and anti- 
social personality 


Mental retardation 


Obsessive compulsive 
phobic neurosis 


Hysteria 
Hysteria 
Bipolar affective 
Transsexuality 


Homosexuality 
Anxiety neurosis 


Undiagnosed, too few 
symptoms 


Undiagnosed, too few 
symptoms 
Undiagnosed, too few 


symptoms 


symptoms 
Passive aggressive (1), Character disorder (1) Undiagnosed, too few 


Character disorder (1), Emotionally 
unstable (1), Passive aggressive (1) 
Immature (1) 


Passive aggressive (1) 








Character disorder (2) 





Antisocial personality 


Drug dependency 


Schizophrenia 
Alcoholism 


Alcoholism and anti- 
social personality 


Mental retardation 





Obsessive compulsive 
phobic neurosis 


Hysteria 
Hysteria and 
alcoholism 


Bipolar affective 


Transsexuality 
Secondary depressive 


Homosexuality 

Anxiety neurosis 

Undiagnosed, too few 
symptoms 


Homosexuality and 
secondary depressive 
No mental illness 





Undiagnosed, too few Undiagnosed, too 
symptoms many symptoms 

Undiagnosed, too few Schizophrenia 
symptoms j i 

Undiagnosed, too few Anxiety neurosis 

Antisocial personality 

symptoms 

Undiagnosed, too few Depression 
symptoms 

Undiagnosed, too few Bipolar affective 
symptoms Tlness 

Undiagnosed, too few Drug dependency 
symptoms 

Undiagnosed, too Undiagnosed, too 
many symptoms many symptoms 
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sonality disorder diagnoses that were related to 
the record study diagnoses arrived at by diag- 
nostic criteria, and the subsequent follow-up 
diagnosis in relation to the same record diagnosis. 
There was consistent agreement and continuity 
between the record diagnosis and the follow-up 
diagnoses, Forty per cent of the 40 patients who 
were undiagnosed because of too few symptoms 
in the record study could be diagnosed at the 
time of the follow-up study, a finding which was 
almost identical with the one that in a previously 
reported study (Liss, Welner, and Robins, 1972), 
36 per cent of patients undiagnosed because of 
too few symptoms could be diagnosed at the 
time of follow-up. 


(b) Grouping of patients presented in Table I 
In order to study this heterogeneous popula- 
tion the patients were grouped in five categories: 
Group (I). Twenty-four patients undiagnosed 
because of too few symptoms. These patients 
were analogous to the ones in Group I of the 
record study (Liss, Welner, and Robins, 1973). 
Group (IJ). Twenty-six patients with affective 
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Group (HI). Sixteen patients with either 
antisocial personality—13, or hysteria—3. 

Group (IV). Twelve patients with drug 
dependency—7, or alcoholism—5. 

Group (V). Twenty patients with other 
diagnoses. 

The three patients who were diagnosed as 
having no mental illness were not included in 
any of the groups. 


(c) Mean age of onset, length of illness and number of 
hospitalizations 

As shown in Table II, the mean age of onset 
of the psychiatric illness was significantly lower 
in Group III (antisocial personality and 
hysteria) than the mean age of onset of the 
total population (p < +02). 

The mean length of illness was the shortest for 
Group I (undiagnosed, too few symptoms) 
although it was not statistically significant. 
The longest mean length of illness was found in 
Group V (other) when compared to the total 
population (p < +01). Group V consisted of 
patients with mental retardation, homosexuality, 








disorder consisting of unipolar depression—24, transsexuality, schizophrenia, and ‘undiag- 
and bipolar affective illness—2. nosed, too many symptoms’. 
Taare IT 
Mean age of onset, length of illness, and number of hospitalizations for the five groups 
Group I Group II Group III Group IV Group V 
N=24 N=26 N=16 Neitz N=20 
Undiag- Antisocial Drug Total 
nosed. Affective personality depend- Other N = 98 pt 
too few disorder and ency and 
symptoms hysteria alcoholism 
Mean age of onset 19°2 22°3 12°6 22'8 14°5 18+4 Group III vs. 
+ + + + + Total P< -02 
8-3 10°2 5'0 10'2 6-2 gl 
Mean length of 103°1 1118 156:8 140°5 Q4Q*4 147° Group V vs. 
illness, months + Total P< -o1 
97°3 90:3 129°4 T2165 167:5 129-6 
Mean number of 1°50 2-60 3°13 2°75 2:60 2°46 Group I vs. 
hospitalizations + + -+ + + Total P< -o2 
0:78 2°49 3°03 2°22 Q°52 2°30 





*Statistical evaluation by t test. Significant only for those presented. 
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The mean number of psychiatric admissions 
was lowest for Group I (undiagnosed, too few 
symptoms) and was statistically significant when 
compared to the total population (p < <02). 

These results suggest that diagnosed patients 
are admitted to hospital more often and have 
a longer duration of illness than undiagnosed 
patients. An additional support to these findings 
is that the mean number of admissions was 
significantly higher for those undiagnosed 
patients who were subsequently diagnosed at 
follow-up than for the patients who remained 
undiagnosed (2:54-+1'86 vs. 1:50-+0°78, p < 
-05). Also, the length of illness for the diagnosed 
patients was longer (but did not reach signifi- 
cance), than for those who remained undiagnosed 
(132°0+83-3 vs. 103-1-+97°3 months). 


(d) Suicide attempts and completed suicide 
The frequency of suicide attempts was highest 
in Group II (affective disorder), unlike the 
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findings in the record study where the frequency 
of suicide attempts was highest in Group I 
(undiagnosed, too few symptoms). It is of 
interest that the frequency of suicide attempts 
in the record study in the total population 
was 40 per cent as compared to 43 per cent in 
the total followed up population (Table ITT). 
Six patients were dead at follow-up. Of these, 
four were definite suicide deaths; one death was 
apparently accidental, although suicide could 
not be ruled out (car accident), and one was 
related to alcoholism (subdural haematoma). 
Two of the four definite suicides were cases of 
depression, one of alcoholism, and one was 
undiagnosed because of too few symptoms. 


(e) Major marital discord 

Major marital discord included separation 
and divorce. Seventy-seven per cent of the 
followed-up population had major marital 
discord, a finding consistent with the record 


Tase IIT 
Suicide attempt, marital maladjustment, behaviour symptoms, socio-economic status and premorbid assessment* 








Group I Group II Group HI Group IV Group V 








N=24 N= 26 =I N=12 N= 20 
Undiag- Antisocial Drug de- 
nosed Affective personality pada Other Total 
too disorder and N = 98 
few hysteria ei 
Suicide attempts (as % of group) 38 58 38 33 40 3 
Marital maladjustment (as % of group) 88 74 77 83 93 2 
Impulsive behaviour (as % of group) 50 43 50 42 30 43 
Manipulative behaviour (as % of group) 46 42 50 33 20 39 
Temper tantrums (as % of group) . 42 gi 63 25 50 42 
Violent and destructive behaviour 
(as % of group) . 21 27 50 25 40 ga 
Job deterioration during illness 
(as % of group) . . 32 40 77 36 50 45 
Social deterioration during i illness 
(as % of group) . 33 38 50 17 40 37 
Premorbid assessment (as mean and 
standard deviation) —1'42 —1:73 1°87 —0°33 1°95 155 
a + + + + 
202 1°51 2'52 0°89 1°73 1:69 








* There was only one statistically significant difference: The premorbid assessment score was significantly 
higher for Group IV Drug dependency and alcoholism than for the total population (—0-33--0°89 vs. 


155-169 p< :02). 
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study where 78 per cent had marital discord. 
Major marital maladjustment included patients 
with major marital discord and patients who 
were single (never married) at the age of 26 or 
over, and these two accounted for 82 per cent 
of the total followed-up population. There were 
no significant differences of the frequency of 
marital maladjustment in the various groups 
(Table IIT). 


(£) Behavioural symptoms 

Behavioural symptoms included impulsive 
and manipulative behaviour, temper tantrums, 
and violent and destructive behaviour. Although 
impulsive, manipulative and immature beha- 
viour were used as defined under ‘Method’, the 
definition for immature behaviour was not 
operational enough to categorize this behaviour 
at follow-up. The frequency of the behaviour 
symptoms described in Table III are higher 
than in the record study, probably because they 
were searched for specifically. However, there 
was no significant difference between the fre- 
quency in the five groups when compared to the 
` total population. 

This finding differs from that of the record 
study, where impulsive behaviour and temper 
tantrums were significantly more frequent in the 
undiagnosed group than in the diagnosed group. 


(g) Socio-economic evaluation and premorbid assessment 

An overall impression was obtained for socio- 
economic status associated with psychiatric 
disorder, and this was based on the following 
categories: Work—current employment status, 
demotion or promotion, number of jobs in a 
given period, and leaving or being dismissed; 
Social status—change in social activity, change 
in contacts with friends and relatives, and 
change in prestige. The frequencies of job and 
social deterioration for the various groups are 
presented in Table III. There were no significant 
differences; however, Group ITI patients (anti- 
social personality and hysteria) were noted to 
have the highest frequency of both job and social 
deterioration. 

The premorbid assessment scale described 
under ‘Method’ was used to evaluate the pre- 
morbid period, and the results are shown in 


* Table III. Group IV (alcoholism and drug 
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dependence) had a significantly better pre- 
morbid history when compared to the total 
population (p < -og). 


Discussion 

This follow-up study of patients initially 
diagnosed as personality disorder (other than 
antisocial personality) confirms the findings of 
the previous record study (Liss, Welner, and 
Robins, 1973) in the following ways: (1) As can 
be seen in Table I the diagnoses that were 
arrived at using rigorous criteria at the time of 
the follow-up were consistent and continuous 
with the ones that were established when the 
patients’ records were studied using the same 
criteria. An example of the continuity of 
diagnosis was a patient who at the time of the 
record study was diagnosed as having depression 
and during the follow-up period developed 
alcoholism. Another example of continuity is 
the finding that 40 per cent of patients who 
were undiagnosed when their records were 
studied became diagnosed at the time of follow- 
up, a frequency which is in agreement with the 
36 per cent found in a study of undiagnosed 
patients (Liss, Welner, and Robins, 1972). 

(2) The various types of the initial personality 
disorder diagnoses were not correlated for any 
of the diagnoses arrived at by using rigorous 
criteria, with the possible exception of hysterical 
personality and hysteria. 

(3) For the readily available information 
about suicide attempts and major marital 
discord there was an essentially equal frequency 
recorded for the record study and the follow-up 
study (40 per cent and 43 per cent—suicide 
attempts, 78 per cent and 77 per cent—marital 
discord). On the other hand, the behavioural 
symptoms were found more frequently in all 
groups at follow-up, probably as the result of 
systematic investigation. 

Although not statistically significant, the 
highest frequency of manipulative, violent and 
destructive behaviour, temper tantrums and job 
and social deterioration was found in Group III 
(antisocial personality and hysteria). The 
highest frequency of marital maladjustment was 
recorded in Group V (mental retardation, 
sexual deviation, schizophrenia, etc.). An 
interesting significant finding was that Group 
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IV (alcoholism and drug dependence) had the 
best premorbid history score. This finding may 
be accounted for by a selective factor, in that all 
the patients who were followed up had been 
hospitalized in Renard Hospital, a private 
psychiatric unit admitting patients of a relatively 
high socio-economic status. This raises the 
possibility of a different personality make-up in 
alcoholics or drug addicts between patients of 
higher and lower socio-economic status. 

The follow-up did not support the apparent 
impression and suggestion that a high frequency 
of behavioural symptoms, major marital discord 
and suicide attempts, in the absence of enough 
symptoms to meet the criteria for a diagnosis, 
makes up the characteristics of in-patient per- 
sonality disorder. Group I of the record study, 
in which there seemed to be a relatively high 
frequency of the above symptoms, was reduced, 
because 40 per cent of this group were diagnosed 
at follow-up (Table I). Also, the group of un- 
diagnosed patients in the follow-up study did 
not have a significantly or apparently higher 
frequency of the above symptoms than the other 
groups (Table ITI). 

It appears, therefore, that when in-patients 
are diagnosed as personality disorders because 
of ‘limited psychiatric symptomatology and 
socially disruptive behaviour’ (as the record 
study suggested) the personality disorder diag- 
nosis is tentative, for as the length of follow-up 
and number of admissions increases, these 
patients are likely to be diagnosed subsequently 
as having an established psychiatric disorder. 
There are at least two possible explanations for 
the patients being initially diagnosed as having 
personality disorders: (a) It is conceivable that 
private patients may be discharged with a 
cuphemistic diagnosis of a personality disorder. 
(b) As can be seen from Table I, some of the 
patients had initially too few symptoms for an 
established psychiatric diagnosis, and therefore 
were diagnosed as personality disorders. 


SUMMARY 


One hundred and one patients diagnosed 
initially as personality disorder (other than 
antisocial personality), and whose records had 
been reviewed, were followed up (go per cent 
follow-up). Using rigorous diagnostic criteria 
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for psychiatric research, there was consistent 
agreement and continuity of clinically esta- 
blished diagnoses between the follow-up and the 
record study. 

At the time of the follow-up the primary 
diagnoses were as follows: Unipolar depression 
24 (patient and per cent), anti-social personality 
13, drug dependency 7, alcoholism 5, schizo- 
phrenia 4, anxiety neurosis 3, hysteria 3, no 
mental illness 3, mental retardation 3, bipolar 
affective illness 2, obsessive-compulsive-phobic 
neurosis 2, homosexuality 2, transsexuality 1, 
schizo-affective 1, undiagnosed, too few symp- 
toms 24, and undiagnosed, too many symptoms 
4. As in the record study there was no correla- 
tion between the personality disorder diagnosis 
and the diagnosis arrived at using rigorous 
criteria, with the possible exception of hysterical 
personality and hysteria. 

The patients in this study were divided into 
five groups: Group I (undiagnosed, too few 
symptoms), Group II (affective disorder), 
Group ITI (antisocial personality and hysteria), 
Group IV (alcoholism and drug dependence) 
and Group V (other). Group I (undiagnosed, 
too few symptoms) had the lowest number of 
admissions to hospital (p < +02) and the shortest 
mean length of illness (not statistically signifi- 
cant). The difference in frequency of suicide 
attempts; marital maladjustment; behaviour 
symptoms (impulsive, manipulative, violent and 
destructive behaviour, and temper tantrums); 
job deterioration and social deterioration was 
not significant among the groups, although, 
some trends were noted, e.g. behaviour symp- 
toms and job and social deterioration were more 
frequent in Group III (antisocial personality 
and hysteria) than in the other groups, and 
suicide attempts were highest in Group II 
(affective disorder). A premorbid assessment 
score was significantly better in Group IV 
(alcoholism and drug dependence) than in the 
other groups (p < -02). Forty per cent of the 
patients who were undiagnosed because of too 
few symptoms in the record study were diagnosed 
at follow-up. 

It appears, therefore, that when in-patients 
are diagnosed as personality disorder because of 
‘limited psychiatric symptomatology and socially 
disruptive behaviour’ (as the record study 
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suggested), the personality disorder diagnosis is 
tentative, and as the length of follow-up and 
number of admissions increases, patients are 
likely to be diagnosed as having an established 
psychiatric disorder. 
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A Token Economy Project with Chronic Schizophrenic Patients 


By ROGER BAKER, JOHN N. HALL and KEITH HUTCHINSON 


The token economy is an application of 
operant conditioning theory which is parti- 
cularly relevant to the treatment of patients 
in institutions. The basic idea is to motivate 
the patient to behave more appropriately and 
constructively by giving him tokens whenever 
he behaves in such a way. The tokens have an 
incentive function, as the patient can cash 
them in for a number of different things, 
such as pleasant single room accommodation, 
cigarettes, magazines, TV viewing, drinks etc., 
depending upon what is programmed into the 
token economy. The theory of operant condi- 
tioning is that not only does the token motivate 
the patient to behave in certain ways, but 
‘reinforces’ his behaviour. Such reinforced 
behaviour should eventually become an integral 
part of the ‘way he is’, continuing even when 
the token is removed. 

Since the classic study of Ayllon and Azrin 
(1968a) the number of token economy wards has 
multiplied considerably. Although a large 
number of these wards have been in the U.S.A., 
a survey carried out recently by the present 
authors showed that there are now about 30 
ward operant programmes in hospitals in 
Britain (Hall, 1973). Many of the earlier 
studies were concerned with chronic psychiatric 
patients, and it is with these patients that the 
majority of token economies is still concerned. 
Indeed, it has been suggested that token 
economies are now the treatment of choice for 
such patients (McReynolds and Coleman, 
1972). 

What is the potential of the token economy 
approach and why does it appear to be of 
increasing popularity? 

One important feature is that the key people 
in the therapy are those who have most contact 
with the patient—in hospital usually the nurses. 
Operant conditioning provides a simple, practi- 
cal approach in which nurses can do something 
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for patients. It is a structured approach with a 
unified theory behind it, namely that any 
patient can learn new modes of behaviour if the 
appropriate reinforcer can be found. Token 
economies specify the direction of learning and 
desirable behaviour and make sure that the 
patient is always reinforced for each instance of 
the behaviour. The nurse becomes a teacher 
and no longer a custodian, and there becomes 
hope for all patients instead of despair. 

However, other therapies have been deve- 
loped which are practical and offer hope for 
these patients. Russell Barton’s Institutional 
Neurosis (1966) clearly lists what steps can be 
taken to help chronic patients, which if properly 
instituted could do a lot to improve long-term 
care in Britain. However there seems little 
evidence that it has been systematically applied. 
Why is this? While it lists some important 
techniques, the book possibly lacks the benefit 
of a unified theory. It tells in general what can 
be done, but offers little specific guidance on 
individual problems. The appeal of operant 
conditioning is that it offers an approach to 
each and every behaviour problem for all types 
of patient, and it is possibly this strength that 
lies behind its growing acceptance. * 

Many studies have described the use of tokens 
with schizophrenic patients in American hospi- 
tals. For instance, Schaefer and Martin (1966) 
dealt with the problem of apathy in a group of 
20 chronic female schizophrenic patients. These 
patients were given tokens for personal hygiene, 
social interaction and adequate work perform- 
ance, which were all thought to be incompatible 
with apathy. After three months the patients 
had become more outgoing than a comparison 
group of patients who had received custodial 


* An article by Baker, Rosenthall, Ineson and Andrews 
(1972), describes this approach for nurses, and several 
‘cookbooks’ are available, notably Schaefer and Martin’s 
Behavioral Therapy (1969). 
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care. Two reviews have been published in this 
area (Carlson, Herson and Eisler, 1972; and 
Davison, 1969). Some studies have been con- 
cerned with the acute schizophrenic patient. 
Henderson’s (1969, 1970, 1971) community 
project involved token reinforcement for such 
things as making telephone calls to prospective 
employers, interacting with people in the com- 
munity and completing a literacy programme. 

Behavioural defects such as poor dressing 
(Heap, Boblitt, Moore and Hord, 1970), poor 
work performance (Ogburn, Fast and Tiffany, 
1972), and lack of speech (Alumbaugh, 1971) 
have been modified, but perhaps more clinically 
relevant is the fact that symptomatic behaviour 
has been modified. For instance, in a study by 
Wincze, Leitenberg and Agras (1972), ‘normal’ 
speech was reinforced in patients with a delu- 
sional system. Out of 10 chronic schizophrenic 
patients, the delusional speech of 8 was dimi- 
nished, 6 with varying degrees of success and 
2 with total success. In addition, the design of 
the study makes it clear that tokens were 
responsible for the changes. Other symptoms 
modified have included thought disorder (Mei- 
chenbaum, 1969) and hallucinations (Rutner 
and Bugle, 1969), although it is important to 
recognize that there may be a limit to the 
amount of symptom change possible with these 
methods (Hutchinson and Baker, in press). 

The research design of many token economies 
ignores one major fact; when token programmes 
are set up, other conditions are generated. For 
instance, the particular ward may receive more 
attention from professional staff, with conse- 
quent improvement in staff morale and attitude 
towards the patient. The nurses increase their 
efforts and provide a better standard of care for 
patients. They may now expect positive results. 
New activities and ward routines may be set up. 
In amongst all this the hitherto neglected 
patient receives far more stimulation and 
attention than usual. These factors have else- 
where been shown to influence behaviour 
(e.g. Suchotliff, Greaves, Stecker and Berke, 
1970; Rosenthal, 1966; Cockburn, 1968). The 
relative contribution of these factors and the 
contribution of token reinforcement in the 
patients improvement have yet to be adequately 
assessed in the ward-wide situation. 


A TOKEN ECONOMY PROJEQT WITH CHRONIC SCHIZOPHRENIC PATIENTS 


The study here reported was a preliminary 
seven month study of token economy procedures 
with chronic schizophrenic patients in an 
English psychiatric hospital. The main aim of 
the study was to train the staff involved—a 
psychiatrist, two psychologists, three permanent 
trained nurses, and student nurses—in token 
economy methods, and to develop an appro- 
priate set of assessment and therapeutic pro- 
cedures. This was to prepare for a main con- 
trolled study which is still in progress. Some 
attempt was made to isolate factors other than 
token reinforcement in line with our criticism 
of other studies, although this study should be 
construed primarily as a demonstration and not 
as a controlled experiment. 


METHODOLOGY 
Selection of patients 


The entire male population in the hospital 
was reviewed, and from them were selected all 
those patients who were under 50 years of age, 
had been in hospital over two years, and had a 
clear diagnosis of schizophrenia. Patients of 
known low intelligence and patients with known 
organic conditions were excluded. Patients who 
were clearly judged as paranoid by the assessing 
psychiatrist were not considered, as their 
response to incentives is known to be different 
to that of non-paranoid patients (Topping and 
O’Connor, 1960), and being put into an 
obviously manipulative system might have 
aggravated them. This gave a pool of 79 patients, 
who were then assessed on psychiatric symptoms 
by the Wing Psychiatric Rating Scale, and on 
degree of institutionalization by the Wing 
Ward Behaviour Rating Scale (Wing, 1961). 
From this pool, those 19 patients who were 
aged between 48 and 50 were considered for 
selection for the pilot study. Seven patients were 
chosen from the 19, whose range of symptoms 
and behavioural abnormalities were representa- 
tive of the entire group. The remaining 60 
patients left in the group served as the pool of 
patients for the main study. 

The characteristics of the patients selected 
are shown in Table I. The Wing Ward Beha- 
viour Scale Scores and Psychiatrist’s Scale 
scores shown are those which formed the basis 
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Taste I 
Characteristics of the selected patients 
Duration Wing Behaviour Scale Wing Psychiatrist’s Scale 
Year of present —————_—________--__ description 
Patient of admission Social Socially Wing 
birth (years) withdrawal embarrassing scores 
A 1921 18 2 2 14 Predominantly coherent delusions 
B 1921 20 6 3 Il Marked affective flattening, other 
moderate symptoms 
Gc 1920 28 2 I 13 Marked affective flattening, other 
moderate symptoms 
D 1920 8 6 1 7 Marked affective flattening, no 
other symptoms 
E 1922 II 9 3 14 Incoherence of speech predominant 
F 1922 17 10 2 10 Severe affective flattening, 
moderate speech symptoms 
G 1920 18 5 I 12 Poverty of speech predominant 





of the selection of patients for the ward. These 
7 chronic schizophrenic patients with varying 
behaviour problems were then removed from 
their original long-stay wards to the token 
economy unit. 


Layout of experiment and experimental procedure 

On arriving at the unit, the ward manage- 
ment and drug regime which had applied to 
each patient on his previous ward was, as much 
as possible, continued unchanged. This con- 
sisted of little more than custodial care, with 
some patients going off the ward daily to an 
occupational therapy or work task, together 
with most patients receiving a maintenance 
dose of phenothiazine drugs. In other words, no 
new treatment was introduced. As we had 
measured patients’ behaviour in their previous 
setting, we hoped to be able to assess the effect 
of a change in wards, being on a smaller unit, 
having pleasanter material surroundings and 
a better nurse-patient ratio. This regime of 
unchanged treatment continued for six weeks. 

As token economy programmes generally 
involve increased activation, an activity pro- 
gramme was introduced to try to assess this 
effect. Patients were exposed to far more 
stimulation than usual. For instance, each 
patient was now responsible for a task on the 
ward, such as washing up. An intensive occupa- 
tional therapy programme was begun on the 
ward in the mornings. Trips to the cinema, 
swimming pool, shopping in Wakefield and 


sporting activities were held during the after- 
noon, and social evenings were organized, where 
games such as darts, dominoes and cards were 
played. Newspapers, books and television were 
also made available. This activity programme 
was continued throughout the whole pilot 
study. During this stage cash and comforts in 
kind were available to the patients as on their 
previous wards. 

After three weeks tokens appeared for the 
first time, but were not contingent upon the 
patients behaviour. At this point cash, and 
comforts in kind, were discontinued. The basic 
token (value 1) was a red plastic disc about an 
inch in diameter. In addition tokens of values 5 
and 10 were introduced. In this period each 
patient received a free issue of 45 tokens a day, 
from which he had to pay g altogether for his 
meals and his own single room. The remaining 
tokens could be spent in the ward shop at the 
rate of 1 token for one new penny. We tried to 
make the shop as attractive as possible, with 
several brands of cigarettes and tobacco, sweets, 
biscuits, fruit drinks, magazines, items of 
clothing and many other goods. As we found 
that patients were only spending a limited 
amount of the tokens they had been given, 
various procedures were tried to extend spend- 
ing, including pressure salesmanship to en- 
courage extravagance, and the sampling of new 
goods. Altogether this period lasted for seven 
weeks. 

At the close of the seventh week patients were 
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told that they would have to earn tokens, and 
were instructed by means of a discussion and 
hand-outs how to do this. The contingent tokens 
were then introduced being earned by the 
satisfactory performing of various ward tasks 
which gradually increased in number and 
variety. The free issue of tokens was propor- 
tionately reduced as the ward tasks increased. 
Altogether contingent tokens were in effect 
for 14 weeks, At the end of the 14th week we 


, returned to the conditions that prevailed during 


the baseline testing, to act as a post-treatment 
measure. Patients then moved to other wards, 
and were re-assessed after two months. 

Thus the layout of this pilot study was: 6 
weeks of no treatment, 3 weeks of activity, 7 
weeks of free tokens, 14 weeks of the token 
economy, I week post-treatment measurement, 
and a follow-up after 8 weeks. 


Description of the contingent token programme 

A description of some of the ways in which 
patients could earn tokens will help in under- 
standing the system: 

Every day before breakfast patients could 
earn tokens for shaving properly, making their 
bed and keeping their own room or dormitory 
area tidy, and for being at breakfast on time. 
After breakfast each patient had an allocated 
task for the day, such as doing the washing up, 
hoovering the day-room area etc. Tokens were 
given up to a fixed maximum, depending on the 
quality of the performance. 

Apart from these tasks, there were ‘floating 
tasks’ for which patients could earn extra 
tokens. These were not allocated but were always 
available if patients spontaneously requested 
work. They included such things as making 
cups of coffee for the other patients, collecting 
the tokens from those who had requested drinks 
and handing them to the nurse, emptying ash 
trays, and helping to put away laundry. At the 
morning occupational therapy session on the 
ward the patients made basket-work trays, 
stools or rugs, and they could earn up to a 
fixed maximum for this work. 

The dress of chronic schizophrenic patients is 
invariably dishevelled and untidy, and it was 
thought that this could be a factor operating 
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against the ultimate discharge of the patients. 
Thus twice a day there was a spot check for neat 
appearance. On the basis of repeated observation 
during baseline testing we were able to select 
those items of dressing which were consistently 
poor for most patients, and one token was given 
for each of these items which had been correctly 
performed by the time of the spot check. 

We did not consider these simple work tasks 
and dressing requirements to be the most 
important elements of the system. One activity 
upon which more importance was placed was 
social interaction; if a patient talked to other 
patients, helped them in some way, gave them 
things or communicated in any way, he could 
earn tokens. This was adjusted to the particular 
level of each patient, so that an extremely 
regressed patient could earn tokens for the 
spontaneous production of a monosyllable, 
whereas a less regressed patient would have to 
engage in a reasonably lengthy conversion. 
Nurses were aware that they were to continually 
raise their criterion for what they considered to 
be ‘adequate’ speech for each patient, so as to 
avoid the establishment of stereotyped patterns 
of social interaction. 

We also considered it crucial to generate self- 
initiated activity. Many patients in chronic 
wards do not have to think for themselves— 
they merely go to meals when they are called, 
go to work when they are told, watch television 
when they are told, and so on. In our system, 
prompting was virtually abolished. Patients 
were not told ‘time for O.T? or ‘clean your 
shoes’; if they performed any appropriate 
activity spontaneously they were given tokens, 
and if they did not they did not earn tokens. 

Occasionally fines were used. These were 
generally only levied at dangerous acts such as 
patients lighting their cigarettes from the gas 
stove; but sometimes they were used as a 
component in an avoidance schedule. For 
instance, if the patients were sitting around 
doing nothing during an indoors games session, 
every 5 minutes they would be fined one token 
for this privilege. They were not told how to 
avoid the fine, namely by playing games, but 
were left to discover it for themselves, in their 
own way. Fines of this sort rarely had to be 
collected more than twice in a row, as patients 


BY ROGER BAKER, JOHN N. HALL AND KEITH HUTCHINSON 


quickly discovered the more lucrative course of 
action. 

Thus patients could earn tokens for simple 
activities such as ward tasks, O.T. performance, 
floating tasks and tidy dressing, but, more 
importantly, they could earn them for social 
interaction and self-initiated activity. 

Occasionally programmes were initiated for 
individual behaviour problems, such as poor 
concentration or not wearing dentures, and an 
illustration of one such programme is given later. 


ASSESSMENT METHODS 


The methods of measuring the changes in the 
patients are best subdivided into continuous 
measures and ‘before and after’ measures. 
Continuous measures included the measurement 
of specific behaviour and the use of more 
general psychiatric scales. 


Continuous MEASURES 
Specific behaviour 

(a) Dressing. A daily rating scale for dressing 
was devised, consisting of 20 items which were 
rated as either present or not present. The rating 
was done by the nurses on three days each week. 
Examples of items are ‘hair tidy’, ‘tie on’, ‘tie 
neat’, ‘shirt buttoned’, and ‘shoes laced’: these 
were the five items mentioned earlier as being 
generally deficient. Therefore, they were placed 
among the actions for which tokens could be 
earned. 

(b) Initiative. As mentioned previously, loss of 
initiative is a key factor contributing to the 
chronicity of schizophrenia, and initiative was 
therefore assessed while the patients were on 
the ward. A rating scale of 25 items of simple 
behaviour which normally occurred in the 
daily routine of each patient was constructed. 
Examples of the items rated were ‘washing’, 
‘shaving’, ‘making bed’, ‘sitting at table’, 
‘eating food’, ‘clearing utensils’, ‘taking medica- 
tion’. The degree of assistance (i.e. loss of 
initiative) required for each item was rated on 
a 3-point scale (o-2). This rating was done by 
the nurses on three days each week. 


General psychiatric scales 
(a) Wing Ward Behaviour Rating Scale. This is 
a 12-item scale and was completed each week 
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by the nurses, who rated behaviour observed on 
the ward during the preceding week. The 12 
items are scored on a 3-point scale (0-2) 
according to the frequency and/or severity of the 
behaviour. Wing has shown by factor analysis 
that this ward rating scale can be sub-divided 
into two factors: social withdrawal (8 items), 
that is to say lack of leisure interests, solitary 
behaviour etc., and socially embarrassing be- 
haviour (4 items), that is to say posturing, 
talking to self, violent behaviour and over- 
activity, 

(b) Hamuilton-Lorr Psychiatric Rating Scale. The 
Hamilton modification of the Lorr rating scale 
(Hamilton, Smith, Lapidus and Cadogan, 
1960), had the advantage for us of having been 
standardized with patients of a very similar 
cultural background to that of our own patients. 
Assessment on this scale is based on an open- 
ended psychiatric interview. The scale is 
straightforward and simple to use, being an 
18-item 4-point scale. Yet it includes most of 
the symptoms and signs of chronic schizo- 
phrenia, for instance auditory hallucinations, 
various categories of delusion, incoherence, and 
poverty of speech, flattening of affect, etc. This 
assessment was performed on each patient at 
monthly intervals by the psychiatrist (K.H.). 


BEFORE AND AFTER MEASURES 

(a) The structured clinical interview (S.C.I.) 
of Burdock and Hardestry (1968) was given. 
The 8.C.1. consists of both an interview protocol 
and an inventory of 179 behavioural items, 
judged as present or absent. Norms are available 
for various comparison groups. 

(b) A simple verbal conditioning task was 
carried out in two pre-treatment and one 
post-treatment session. Each session consisted 
of measuring the total amount of speech to five 
stimulus pictures (‘tell me what you see’), in a 
baseline no reinforcement condition and in two 
subsequent social reinforcement conditions. As 
speech was reinforced during the study, com- 
paring the total speech scores of pre-treatment 
and post-treatment testing should reflect any 
changes in speech. 

According to the notion of secondary rein- 
forcement, social approval, by being paired 
with tokens, should acquire greater reinforcing 
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value. One would therefore expect that in post- 
treatment testing patients would show an 
increased responsiveness to social reinforcement. 
(c) Thirdly, the Leiter (1948) IQ, test was 
given. This test has the advantages of being 
non-verbal, and of having a low basal age. 


RESULTS 

Earlier token economy studies have empha- 
sized overall changes in groups of patients 
rather than in the individual patients. Allen and 
Magaro (1971) have pointed out that the type 
of patient best able to benefit from a programme 
cannot be identified from a group analysis, an 
argument which Skinner (1966) and Sidman 
(1960) have more generally advanced. A further 
problem with group analysis arises from the 
wide dispersion of scores on various measures. 
Scores are in some cases so good that there is 
little room for improvement, so that much of 
the apparent group variation may be attribu- 
table to the variation in scores of the relatively 
small number of more disturbed patients. For 
these reasons we will generally present both 
individual and group findings. 

In the following diagrams where only 5 points 
on the graph are shown these refer to mean 
scores for each of the following periods: Baseline; 
Activity; Free tokens; First seven weeks of 
contingent tokens; Second seven weeks of 
contingent tokens. 


Continuous MEASURES 
Specific behaviour 

(a) Dressing, From the dressing checklist 
certain key items were selected in the contingent 
token phase, for which token reinforcement was 
given. These are referred to as ‘target items’. 
The remaining items are referred to as ‘non- 
target items’, Fig. ra shows mean group scores 
on target and non-target items during each of 
the experimental periods. There are three main 
findings: 

(i) Spontaneous change. Fig. tb shows the indi- 
vidual scores which comprise the group figure. 
It is noteworthy that before a token contingency 
was introduced the score on target items had 
improved considerably for 6 out of 7 patients. 
In 5 patients the degree of change in the three 
initial stages exceeded the degree of change 
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Fic. 1a,—Patients’ dressing: Group scores for target and 
non-target items (Mean Item Scores). 


caused by the token contingency. However, it $ 
possible that the plateau found in the second 
seven weeks of contingent tokens might have 
been a function of the reduction of the maximum 
number of tokens that patients could earn for 
good dressing, which occurred in the last 3 weeks 
of this phase. 

(ii) Individual differences. Fig. 1b also demon- 
strates how large the individual differences were. 
On the total checklist for instance, in the first 
week on the ward, the scores ranged between 
10 and 33 per cent deviant dressing. 

(iii) Target and Non-targei change. The target 
items show a greater degree of change during all 
phases, as shown in Fig. 1a. The non-target 
items show an initial improvement from the 
baseline to the activity phase, but virtually no 
change thereafter. This graph also indicates the 
efficiency of the target-item identification pro- 
cedure, in that the percentage of deviant beha- 
viour covered by the remaining 15 items over 
the duration of the study remains at a low level. 

Discussion. This particular target behaviour 
had improved so much before the contingent 
token phase, that a token reinforcement effect 
is overshadowed by other factors. These include 
better general care, more stimulation, and being 
on a smaller ward with better staff-patient ratios. 
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Fic. 1b.-—Patients’ dressing: Individual scores for target items (Mean Item Scares). 


These may be sufficiently therapeutic to render 
a reinforcement programme for dressing un- 
necessary. 


(b) Initiative. Fig. 2a shows the group changes 
in target and non-target items chosen from the 
initiative checklist, throughout the various 
experimental phases (the contingent token 
phase again being subdivided). The findings are 
as follows: 

G) ‘Spontaneous change. Fig. 2b shows the 
individual scores on initiative, comprising both 
target and non-target items. In four cases where 
the patients initially required a marked degree 
of prompting the improvement due to the initial 
three phases far exceeded any change due to the 
token contingency, essentially replicating the 
findings with the patients’ dressing. 

(ii) Individual differences. The individual differ- 
ences as shown in Fig. 2b are vast. Two patients 
required go per cent prompting initially, while 
‘three patients initially required less than 10 per 

cent prompting. 
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Fic. 2a.—Patients’ initiative: Group scores for target and 
non-target items (Mean Item Scores). 
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Fic. 2b.—Patients’ initiative: Individual scores for all items (Mean Item Scores). 


indicates that the selection of target items for 
initiative is less efficient than for appearance. It 
also suggests a deterioration in non-target iterns, 
to a level worse than baseline, in the second part 
of the contingent token phase. This is a finding 
contrary to operant principles, since positive 
gains in target behaviour should have general- 
ized to non-target behaviour which in this case 
was closely related in form. 

Discussion. The deterioration in non-target 
behaviour during the contingent token period 
raises the question of whether there is a rein- 
forcement effect at work. A model that fits the 
data better is that when tokens are given for 
nitiative they are directing the patients atten- 


tion towards these ‘target behaviours’ and away 
from their non-target behaviour. Consequently 
the non-target behaviour deteriorates. In other 
words a selective attention effect might be 
superseding a reinforcement effect. 


(c) Individual sessions. To illustrate a type of 
behaviour which might receive individual 
attention we quote the case of our most regressed 
patient. One fundamental problem with him 
was that he could not sustain any activity. On 
even a simple work task, such as sandpapering a 
tray base, he would work sporadically, be easily 
distracted, and spend most of his time staring 
around him. Nurses had evolved a habit of 
telling him what to do, whereupon he would 
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start the activity, but in the absence of continued 
<o instructions would soon cease. Fi ig. 3a illustrates 
the percentage of time the patient worked at 
_ sanding a tray. At the start of the first minute 
_ the nurse prompted him to work and left him 


_ for ten minutes. It can be seen that in those ten 
minutes his working performance steadily de- 


_ clined A programme was then started to en- 
- courage sustained performance at this task. 
This involved reinforcing the patient with a 
blue token and approval for 1 5 seconds con- 
tinuous work after a prompt. When such an 
interval of work could be maintained the 
patient would be reinforced for 30 seconds 
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continuous work, and so on, working up to 
greater intervals. In addition, since the patient 
would only sustain work when a nurse was in 
the vicinity, nurses gradually increased the 
distance they were away from the patient, 
until they were able to leave him entirely, In 
other words there was ‘shaping’ of the amount 
of time this patient worked, and ‘fading’ of the 
nurses presence. If the patient was distracted— 
e.g. stopped working when there was a noise 
outside—he would be fined one token, with 
nurses expressing their disapproval of this. As, 
blue tokens were given very frequently, we 
established an exchange rate whereby six blue 
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Fic. 3.—Sustained attention of Patient B. 





376 
tokens could be cashed in for one red token, 
the basic unit in the general ward programme. 
Figs. 3b, 3c, 3d, and 3e, respectively represent 
measures of his performance as the intervals of 
time the patient had to work increased. Mea- 
sures were taken under conditions of no rein- 
forcement as during the baseline measure. 
After 21 sessions it can be seen that this patient 
was able to sustain his attention for ten minutes 
unprompted. A different task (sorting four 
different coloured toys into piles), was then 
given to him, and he was also able to sustain 
his attention to this, demonstrating that the 
learning was not specific to one task only. 


General psychiatric scales 


(a) Wing Ward Behaviour Rating Scale. As was 
mentioned earlier, this scale is comprised of 
two factors, social withdrawal and socially 
embarrassing behaviour. The social withdrawal 
factor consists of 8 items with a maximum 
disturbance score of 16, and the socially 
embarrassing factor consists of 4 items with a 
maximum disturbance score of 8. 

Fig. 4 presents the weekly mean scores for the 
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group of 7 patients on both social withdrawal and 
socially embarrassing behaviour, and Table ITA 
and IIB presents statistical comparisons be- 
tween each phase. As can be seen, from the 
figure, social withdrawal improved throughout 
the first three phases, the difference between 
the phases being statistically significant. There 
was no further improvement when contingent 
tokens were introduced, if anything a slight 
initial deterioration in the first seven weeks (this 
was insignificant). One important feature was 
that at the two month follow-up withdrawal 
had deteriorated to the original baseline level. 
This apparent deterioration may be due to rater 
unreliability, since the follow-up assessment was 
carried out on a different ward by a nurse 
relatively unfamiliar with the use of the Scale. 
Socially embarrassing behaviour, on the other 
hand, appears from the figures to have deteri- 
orated during the pre-token phases (although 
this proved insignificant) and continued to 
deteriorate during the contingent token phase, 
reverting to the former low level of disturbance 
during follow-up. The deteriorated socially 
embarrassing scores during contingent tokens 
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Fic. 4.—Wing Ward Behaviour Rating Scale. 


BY ROGER BAKER, JOHN N. HALL AND KEITH HUTCHINSON 


377 


Tage ILA 
Patient changes in social withdrawal 
Difference in score between the experimental phases 





Baseline 




































































Baseline Baseline Baseline 
—activity —free tokens —contingent tokens —follow-up 
St 2105* 4:8** 4°56** 0:76 
Activity Activity Activity 
—~free tokens ~-contingent tokens —follow-up 
% 2°75"* 2+51* 112g 
Free tokens Free tokens Contingent tokens 
—-contingent tokens —follow-up —follow-up 
—0'24 —4-04* —-3+8* 
+05 level of confidence = * 
or level of confidence = ** 
-oor level of confidence = *** 
‘Tasre IIB 
Patient changes in socially embarrassing behaviour 
Difference in score between the experimental phases 
Baseline Baseline Baseline į Baseline 
—activity —free tokens —contingent tokens ~—follow-up 
x 0-14 POY —3°39*** 2+95** 
Activity Activity Activity 
-—free tokens —contingent tokens follow-up 
& -OII —3+16* g.t 
Free tokens Free tokens Contingent tokens 
—contingent tokens —follow-up —follow-up ~ 
% — g ORF 4-168 6+25%0% o 








-o5 level of confidence = * 
-01 level of confidence == ** 
‘oor level of confidence == *** 


were significantly worse than those of any other 
phase, at high levels of statistical confidence. 
After the eighteenth week measures were taken 
to improve the reliability of the socially em- 
barrassing items,* and such an elevation in 


* This involved keeping a frequency count of each 
instance of ‘embarrassing behaviour’ rather than nurses 
estimating the frequency from their memory of the past 
week, as occurs in Wing’s original version, 





d.f. == 6 in all cases 


scores might possibly be accounted for by this 
changed assessment method rather than by the 
contingent tokens. However, the associated 
Hamilton-Lorr scores would suggest that this 
is not the case. 

(b) Hamilton-Lorr Psychiatric Rating Scale. To 
assist in interpreting results, the individual 
items in the Hamilton-Lorr rating scale have 
each been allocated to an accepted area of 








378 


clinical disturbance in chronic schizophrenia. 
Thus, in addition to the total scores, we can 
consider results in terms of thought disorder, 
delusions, hallucinations, catatonic symptoms 
and emotional disturbance. 

The mean total scores for the group at each 
stage of the experiment show a slight improve- 
ment in each phase up to the introduction of 
contingent tokens, and then a slight deteriora- 
tion in the contingent token phase, with none of 
these changes being statistically significant. 
There is then a highly significant deterioration 
from the beginning of contingent tokens to the 
two monthly follow-up point (p < o-oo). In 
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general the total Hamilton-Lorr scores for the 
group move in the same direction as social 
withdrawal on the Wing Ward Behaviour 
Rating Scale, i.e. an initial improvement up to 
the stage of contingent tokens, then a gradual 
deterioration during contingent tokens and 
finally a marked deterioration in the follow-up. 
The individual patients who contributed most 
to these changes were the ones who were 
originally most withdrawn clinically. 

Fig. 5 shows the individual symptom areas 
which make up the total scores. It can be seen 
that the deterioration in the contingent token 
phase is accounted for by the areas of thought 
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Fic. 5.—-Hamilton-Lorr Psychiatric Rating Scale. 
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disorder, emotional disturbance and catatonic 
symptoms. This deterioration also persisted 
during the two months follow-up period. 


DEFORE AND AFTER MEASURES 
Structured clinical interview 

‘The S.C.I. was given to each patient during 
the baseline six weeks, and later in the post- 
‘treatment week, by one of the authors. Our 
findings were as follows: 

(i) In terms of the total number of items 
rated as deviant there was a significant improve- 
ment of patients from pre-testing to post- 
testing (t = 4°05; p <o-o1). 

(ii) Of the ten sub-scales of the S.C.1. two 
(conceptual dysfunction (28 items) and lethargy- 
dejection (17 items)) accounted for 67 per cent 
of all the items rated as deviant in both pre- 
testing and post-testing. Two further sub-scales 

_ (incongruous. behaviour (25 items) and in- 
congruous ideation (28 items}) accounted for a 
farther 23 per cent of the deviant items. In other 
words, for our patients, only four sub-scales were 
relevant in describing their aberrant behaviour. 

(iti) In each of these four sub-scales we looked 
for changes of two items or more from pre- 
testing to post-testing. 

In conceptual dysfunction, 5 patients out of 
the 7 changed, 4 for the better. 

_ In lethargy-dejection, 4 patients changed, all 
for the better. 

In incongruous behaviour, 3 patients changed, 
all for the better. 

_In incongruous ideation, 1 patient changed 
for the better. 


Verbal conditioning test 

Each of the three sessions involved 5 baseline 
trials followed by 10 reinforcement trials. Two 
of these sessions were held in the baseline phase 
of the experiment and one after the contingent 
token phase. This procedure gives information 
on: (a) Change in the total amount of speech 
from pre- to post-experiment testing; and (b) 
Change in the rate of learning from pre-testing 
to post-testing. Table IIIA indicates that 
patients C and F showed the most marked 
improvement in amount of speech from sessions 
1 and 2, to 3. For these patients the total seven 
months of the ward programme had the greatest 


general effect in increasing amount of speech. 
The improvement for the whole group from pre- 
testing to post-testing was not significant. Table 
IIIB shows the amount of learning occurring 
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within each session. It can be seen that for all 
except patients B and E there is no appreciable 
change in the rate of learning before and after 
the experiment. The two patients who changed 
both showed less learning within the session 
after the experiment, possibly suggesting less 
sensitivity to social reinforcement. These patients 
were the lowest of the group in the measure- 
ment trials of all 3 sessions. 


1Q 

The Leiter IQ test was given before and 
after the experiment. The average mental age 
at the beginning was 6-3 years, ranging from 
4:1 to g*5 years. After the experiment the 
mental ages of 5 patients had improved, and 2 
had shown no change. The whole group showed 
a mean improvement of about -4 of a year, and 
this was statistically significant (t = 2-68; 
p < 0°08). Table IV shows the before, after, 
and change scores. 
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Patient Change 
Pre- Post- (in years) 
A 65 7°5 10 
B 4°08 4°33 0°25 
C 9'5 9'5 o 
D 8-25 8-25 o 
E 55 5°75 0°25 
F 4°33 4°75 0°42 
G 6-25 7:0 0°75 
x 6-3 6+7 -38 
s= +375 
t = 2:68* 
Discussion 


The patients have undoubtedly improved as 
a consequence of this programme, and over the 
course of the programme some patients showed 
considerable changes in specific areas. Clinically, 
the experiment was therefore justified. 

From the nursing point of view there was also 
change during the programme. After initial 
staffing difficulties, the permanent nursing staff 
settled down, and have all continued on the 
ward during the ensueing main experiment. 
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As a training exercise the experiment was a 
considerable success. By the end of the study 
the nursing staff were confident of their ability 
to carry out the programme, and the devolution 
of responsibility for major aspects of the pro- 
gramme has been well received. They now have 
a consistent approach to the patients, and have 
shown themselves fully capable of making on- 
the-spot decisions which have been in good 
accord with the theory of operant conditioning. 

In terms of organizing a token economy the 
results indicate some guidelines: 

(1) The great amount of individual variation 
of scores indicates the difficulty in dealing with 
a heterogeneous group, such as ours. If patients 
are reinforced at different levels of behaviour 
the nurses have the difficult task of remembering 
a large set of different contingencies. On this 
ground homogeneous groups are to be preferred, 
so that similar contingencies apply to all 
patients. 

Also, it is redundant, even harmful, to bring 
under token control some activity that was 
already under the patients’ own control, since 
internal control is one of the ultimate aims of 
therapy. A blanket reinforcement programme, 
where for instance all patients are reinforced for 
dressing, is for this reason not likely to help a 
heterogeneous group of patients, but obviously 
can help a homogeneous group. 

(2) As social withdrawal had deteriorated 
considerably after the patients had been off the 
ward for two months, a follow-up is necessary, 
Carlson, Hersen and Eisler (1972) have pointed 
out that follow-up has not in fact been observed 
in many token programmes. Our result points 
to the further need to develop a prophylactic 
post-treatment environment, where improve- 
ments can be maintained, and to the need 
for adequate preparation for return to other 
settings. If this is not done, old contingencies— 
such as nurses doing jobs for patients—may re- 
assert themselves, to the patients’ detriment. 
Patient B was in fact very rapidly brought under 
the control of old contingencies by ward staff 
who remembered him as he was and who 
responded to him accordingly. 

(3) The deterioration of socially embarrassing 
behaviour and some symptoms during the 
contingent token phase emphasizes the necessity 


BRITISH JOURNAL OF PSYCHIATRY, APRIL 1974 





sulthiame 





Improves behaviour disorders, controls epilepsies 


Ospolot controls troublesome behaviour disorders, whether caused by the epilepsies 
or associated with mental subnormality or psychotic disorders. Being non-barbiturate, 
Ospolot does not further handicap patients by sedating them or causing increas- 
ed irritability. Thus, children are not handicapped at school, nor adults at work. 


Further information is available on request from: Bayer Pharmaceuticals Limited, Haywards Heath, Sussex 
RH16 ITP. Telephone: Haywards Heath (0444) 2681. G) Registered Trade Mark of Bayer Germany. 


BRITISH JOURNAL OF PSYCHIATRY, APRIL 1974 











faa 


many therapists have begun 
to use high dose or meganeuroleptic 
therapy for chronic 
schizophrenics who without 
such treatment would 
be prisoners of psychosis 
indefinitely.°”’ 


Serenace can be used with confidence in 
doses of up to 90 mg for the rapid 
control of the agitated sychotic and to 

eve a therapeutic breakthrough in 
chronic schizophrenia. 


High doses of Serenace can liberate many 
schizophrenics from the treadmill of merely 
adequate control with minimal side effects, 


oy 


experienced w ith high dose haloperidol 
(Serenace) therapy testify that it is 
remarkably safe...” 

ST., 1972, 3307)s 459 


(Haloperidol) 


urther information is available on request. 


Searle Laboratories 


P.O. Box 53, Lane End Road, 
High Wycombe, Bucks. HP 12 4HL. 


trade mark. 


BY ROGER BAKER, JOHN N. HALL AND KEITH HUTCHINSON 


for adequately measuring psychiatric state while 
patients are on a token economy. Although it 
transgresses the theoretical framework of operant 
conditioning to talk of an ‘illness’ or to consider 
psychiatric symptoms as anything other than 
operant behaviour, the results suggest that the 
particular behaviour referred to as a ‘symptom’ 
should be adequately monitored, even though 
this behaviour may not be directly reinforced. 

(4) There was little evidence that a specific 
token contingency was the main factor in 
changing the patients’ target behaviour. The 
greatest change for most patients was generally 
during the early stages of the experiment. 
This would indicate the necessity to integrate 
other approaches—such as stimulation, struc- 
tured activity, personal possessions and responsi- 
bility, high nurse morale etc.—with any token 
procedures. A token system does not absolve 
nurses from the need of consistent care, material 
provision of clothes etc. Such things as avail- 
ability of laundering services, and clothing that 
fits, may be more important in improving the 
patients appearance, than token reinforcement 
of neat dressing behaviour. 


To consider the results in perspective, a 
cautionary word is necessary about the experi- 
mental design. The layout of the experiment has 
the implication that each treatment phase can 
be assessed before the introduction of the 
succeeding phase. In the present study stability 
within each phase was not achieved before the 
next phase was begun, because of limitations in 
time available. Some of the results show a linear 
trend, so that the results could be attributable 
to a single factor effective from the beginning of 
the transfer of the patient to the unit. The 
design of the study does not therefore preclude 
the possibility that some of the changes, even if 
significant, could be due to time alone. It is 
important that the length of each experimental 
phase should be adequate, since there is sug- 
gestive evidence (Appleby, 1963) that a period 
of at least eight months is necessary for treat- 
ment effects to stabilize with chronic patients. 
Serious flaws have also been pointed out in this 
type of experimental design when different 
treatment conditions succeed each other (Poul- 
ton and Freeman, 1966; Johnson and Lubin, 
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1972). Interactive or inhibitory carry-over from 
one treatment to another may well occur. 
Where the time intervals of treatment are short, 
as in this study, the likelihood of this type of flaw 
is further maximized. 

Concerning the ‘economy’ side, Winkler 
(1971) has suggested that token economies 
resemble the theory of technology of economies 
at large. He quotes Engels’ law as stating that 
with changes in income it is luxury spending 
that varies, whereas the amount spent on basic 
necessities remains the same. Our results confirm 
this—spending did not change on the necessities, 
which in our case was meals and sleeping 
accommodation. Patients rarely missed meals 
through lack of tokens. It was the luxury spend- 
ing that varied according to token earnings, as 
can be seen from Fig. 6. When the free issue of 
tokens decreased during weeks 18, 1g and 20 it 
was luxury spending that fell. 

Winkler has also stated as an economic 
principle that the more patients get, the more 
they spend. While this may be generally true, 
our sample of 7 chronic schizophrenic men 
certainly included three who were satisfied with 
a very few luxuries and would not spend more 
when having more tokens. As this failure to want 
more reinforcers is as much a part of apathy as 
other behaviours, it is obviously a desirable 
target of therapy to extend the amount and 
variety of goods or events that will act as 
reinforcers. Ayllon and Azrin (1968b) have 
suggested a method for doing this, but we found 
it very difficult to achieve. In other words we 
could not make these three patients want more 
than a meagre amount. It is of interest that these 
patients were those with the highest scores on 
the Wing withdrawal factor at the start of the 
study. Cohen, Florin, Grusche, Meyer- 
Osterkamp and Sell (1972) in discussing their 
tokens programme have referred to Meehl’s 
formulation of anhedonia (1962), which suggests 
that one of the central deficits of schizophrenia 
is the patient’s lack of wants. In operant terms 
the failure to find adequate reinforcers is a key 
problem, since behaviour change is said to be 
a function of the reinforcer. It has been suggested 
(Dovey, 1973) that this limitation in scope of 
reinforcers is a characteristic of a male rather 
than a female population. 
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A TOKEN ECONOMY PROJECT WITH CHRONIC SCHIZOPHRENIC PATIENTS 
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Fia. 6.—Mean token earnings and spending. 


In summary, we have generally found en- 
couraging results in running a token economy, 
although there are a few disturbing problems 
which certainly demand a more thorough 
investigation. Very careful experimental design 
and assessment procedures are necessary in 
order to determine the exact factors responsible 
for changes in patients on token economy wards. 


SUMMARY 
A group of 7 schizophrenic patients with 
varied symptoms were moved to a ward where 
different aspects of a token economy system were 
sequentially introduced. At first patients were 
just exposed to a smaller ward with a better 
standard of care (Baseline). Then a stimulating 


programme of daily events was started (Activity). 
Next free tokens were given (Non-contingent) 
and lastly the full scale token reinforcement 
procedure was instituted, where patients had 
to earn tokens for appropriate behaviour. The 
reason for this design was to try to understand 
more about the therapeutic ingredients at work 
in a token economy system. Theoretically the 
reinforcement by tokens is the key agent of therapy 
and so the last phase should have caused the 
most improvement. 

Patients improved in several areas, notably on 
dressing and initiative, and on withdrawal and 
thought disorder, although most of the improve- 
ment occurred before the token reinforcement 
phase was instituted. Also, psychiatric deteriora- 
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tion was associated with the token reinforcement 
phase. In all, token reinforcement did not 
emerge as the critical therapeutic agent. ` 
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Controlled Trial of Depot Fluphenazine in Out-patient 
Schizophrenics 


By ROBERT CRAWFORD AND ALISTAIR FORREST 


INTRODUCTION 

Although phenothiazines have gained accept- 
ance as the standard treatment for the acute 
episode of schizophrenia (Rathod and Rees, 
1953; Cole, 1964), there is much more doubt 
about their effectiveness as maintenance therapy. 
Several American studies have reported on the 
results of maintenance therapy with chlor- 
promazine compared with placebo, and found 
phenothiazine treatment to be superior in 
preventing relapse (Scarpitti et al., 1964; Pasa- 
manick et al., 1957; Ravaris et al., 1967). 
However, these studies suffer from methodo- 
logical problems which impair their clarity. 
First, as emphasized by Lef and Wing (1971), 
diagnostic criteria are rarely stipulated. This is 
clearly important if American work is to be 
compared with British, since Kendell et al, 
(1971) have shown the wider concept of 
schizophrenia used in the U.S.A. Secondly, the 
likelihood of bias occurring in the population 
meeting trial selection criteria, resulting in a 
trial population which is unrepresentative of 
the group as a whole, is not usually defined. 
Every trial worker knows this ‘shrinking 
sample’ phenomenon, which appears to result 
in a sudden scarcity of patients as soon as a 
trial is contemplated. The trial of maintenance 
therapy conducted by Lef and Wing (1971) 
meets this objection by following the progress 
of patients who met the trial criteria but could 
not be included for various other reasons. 

Finally there are problems of whether patients 
assigned to the drug group of a trial actually 
take their medication. There have been many 
studies showing how unreliable out-patients 
are in taking their medications, rates from 30 to 
50 per cent unreliability being quoted (Parkes 
et al, 1962; Willcox et al., 1965). With the 
advent of intramuscular depot phenothiazines 
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it has become possible to ensure that prescribed 
medication is taken, and it is likely that absorp- 
tion and serum levels can be better maintained 
in a given patient over a length of time. 

British and Scandinavian work has concen- 
trated on retrospective surveys of readmission 
rates. For instance Imlah and Murphy (1970), 
Lowther (1968) and Freeman (1970) report 
studies in which readmission rates were calcu- 
lated using each patient as his own control. 
Most studies report a reduction in the number 
of days spent in hospital during the follow-up 
period. 


MzrTHop 

The trial was designed to try to meet the 
difficulties referred to, and to define the con- 
siderable sources of bias in selecting the samples. 
The aim was to test the hypothesis that there 
would be a lower rate of relapse in a group of 
relapsing out-patient schizophrenics treated 
with intramuscular long-acting fluphenazine 
decanoate (Modecate) than in a similar control 
group given oral trifluoperazine hydrochloride 
capsules (Stelazine) as maintenance therapy, in 
the setting of a Community Nursing Service. 

In July 1971 all patients attending the Royal 
Edinburgh Hospital ‘Modecate Clinic’ (see 
below) were reviewed. There were 97, and this 
was called Base Population. This was then 
categorized by age, sex, diagnosis and length of 
illness. Each patient was reviewed by the staff 
of the clinic for suitability for inclusion in the 
trial, on the following criteria: 

(1) Diagnostic 

(2) Precariousness of present clinical state 

(3) Attendance record 

(4) Co-operation over pill taking 

(5) Attitude to continuing treatment 
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All patients entering the trial were between 20 
and 65 years of age. 
(1) Diagnostic criteria 

All patients attending the Modecate Clinic 


have been classified according to the criteria of 
Forrest and Hay (1971), Hay and Forrest (1972). 


(2) Precariousness of clinical state 

Patients referred to the Modecate Clinic are 
seen before every injection of fiuphenazine 
decanoate by a member of the Hospital Com- 
munity Nursing Service, who thus comes to 
know the patient well. In practice the largest 
single reason given for unsuitability was the 
feeling of either doctor or nurse that the 
patient’s clinical state was too uncertain to risk 
changing treatment. 


(3) Attendance record 

If a patient was unreliable in attending the 
Clinic, and had to be frequently visited at 
home by Community Nurses, he was not 
included in the trial. 


(4) Co-operation about pill taking 
Patients known to have strong objections to 
oral medication were excluded from the trial. 


(5) Affitude io continuing treatment 

Where it was known that a patient, although 
apparently stable and without florid symptoms, 
was likely to object when asked to vary the 
treatment regime, he was not approached 
about entering the trial. 


Tue TRIAL 

The trial was designed as a straight, double- 
blind two group comparison lasting 40 weeks. 
All patients entering the trial agreed to regular 
injections as before in the same dosage, and, in 
addition, to take capsules dispensed at the 
Clinic. All patients were told that the capsules 
were a new treatment, acting to prevent a 
recurrence of their illness, to be taken at the same 
time as the injections. No attempt was made to 
match the groups. Double blind conditions were 
maintained throughout the trial. 

The treatment given was as follows: every 
patient received both an injection and a supply 
of capsules. One treatment consisted of placebo 
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injections (sesame oil vehicle) and active cap- 
sules (trifluoperazine hydrochloride spansules 
10 mgm.). The other consisted of injections of 
long-acting fluphenazine decanoate in sesame 
oil, and oral placebo capsules. The preparations 
employed had identical appearances. 

Before entering the trial, all patients were 
rated on the Brief Psychiatric Rating Scale 
(Overall and Goreham, 1962). This (BPRS) is 
an instrument where inter-rater reliability is 
established, and which is designed to assess 
change in mental state, not diagnosis. 

In the present study patients were rated by 
one author (R.C.) only. Scoring was done by 
ascribing equal interval and equal weight to 
each rated symptom category, as described by 
Overall and Goreham. No diagnostic weights 
were used, and the original seven point scale 
(not present/very mild / mild / moderate / mode- 
rately severe/extremely severe) was modified to 
a five point scale (not present/mild/moderate/ 
marked/severe) which has been found to have 
a higher inter-rater reliability (Daniel, 1972). 

BPRS scores were carried out at intervals of 
eight weeks throughout the trial, or on with- 
withdrawal. A patient was counted as a drop- 
out if less than four weeks trial treatment was 
completed. Withdrawal was defined as the 
point at which symptoms were so bad that it 
became necessary to know what treatment the 
patient was having in order to decide on his 
future management. At this point the BPRS 
was administered, the patient terminated the 
trial, and the patients management was 
handed over to another doctor. At the end of the 
trial the BPRS ratings were evaluated. The pre- 
trial rating was taken as the standard. The 
mean of the remaining 5 ratings for each patient 
was calculated, together with the Standard 
Error of the mean. A mean score which was 
two Standard Errors in either direction from 
the pre-trial rating counted as ‘Better’ or ‘Worse’ 
depending on the direction. A mean score within 
two Standard Errors of the pre-trial rating was 
counted as ‘No Change’. 

The progress of patients who were found un- 
suitable for the trial was followed up for 40 
weeks while the trial was proceeding. Progress 
was assessed by noting relapse as shown by the 
necessity for readmission. 
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Characteristics of the trial patients and 
base population 

There were 97 patients attending the Mode- 
cate Clinic, all on injections of fluphenazine 
decanoate. Of this number, only 31 were con- 
sidered suitable for the trial. It should be 
noted that the non-trial patients include all 
those whose stability, symptoms or attitude 
made prognosis guarded. Therefore consider- 
able bias operated to include only relatively 
favourable patients in the trial, and this might 
be expected to influence the general relevance 
of the trial results. This point was also empha- 
sized by Leff and Wing (1971), but seems an 
inescapable facet, given this type of trial format. 
The data in Appendix I show that the trial 
group was indeed unrepresentative of the base 
population. Males were under-represented in 
the trial group, while there was a relative excess 
of older patients with a larger mean length of 
illness. 
Characteristics of the two trial groups 

Of the two treatment groups, Group A 
received oral trifluoperazine and placebo injec- 
tions, and Group B received placebo capsules 
and flupbenazine decanoate injections. Data 
concerning sex, age, length of illness, diagnosis 
and pre-trial dose of fluphenazine for each group 
were examined, and it was found that there was 
an even distribution by sex and age. For details 
see Appendix IT. 


RESULTS 

Of the 31 patients entering the trial, two 
dropped out because of failure to co-operate 
with capsule taking within four weeks of starting 
the trial. They were both in Group A (i.e. oral 
trifluoperazine and placebo injections) and 
are not further considered in the results. Of the 
remaining 29 patients in the trial, the overall 
withdrawal rate was as follows: 


Taare I 


Group A Group B 
Completed Withdrawn Completed Withdrawn 
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There is an obvious trend in favour of Group 
B (active injection/placebo capsule), where the 
withdrawal rate was 14°3 per cent compared 
with 40 per cent for Group A, but this fails to 
reach statistical significance. 

Outcome by diagnostic category, in which 
Group A and B were disparate, shows that the 
greatest number of worse and withdrawn 
patients were schizophrenics (Table I). 

TABLE II 
Outcome by diagnostic category 
Group A Group B 


Better Worse Better Worse 


Schizophrenia we 5 4 I 
Paranoid psychoses .. 3 I 6 I 
Schizophreniform I o 1 o 
Other a o I I o 





The results of checking to see whether 
patients took medication as prescribed showed 
that 48-9 per cent of Group A and 35-7 per cent 
of Group B did not. The difference is not 
significant (Table IT). 


Taste IIT 
Outcome by capsule taking habits 
Group A Group B 


Better Worse Bester Worse 











Regular z sg 7 I 9 o 
Erratic a Sis I 6 3 2 
Totals os aA 8 7 12 2 
Drug dosage changes 


There were only four changes in dose, all 
reductions because of side effects, spread equally 
between Group A and Group B. 


Outcome of non-trial patients 

Outcome of non-trial patients showed an 
overall admission rate of 30-2 per cent in 40 
weeks follow-up. Only 3 patients were lost 
sight of, a follow-up success rate of 95°5 per 
cent. 
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TABLE IV 
Overall readmission rate: non-trial patients 
Not 
Readmitted readmitted 
Attending clinic regu- 
larly 1g 42 
Refused treatment but 
in touch .. o 2 
Lost touch .. . o 3 
TABLE V 
Readmission by diagnosis 
Not 
Readmitted readmitted 
Schizophrenia het 9 18 
Paranoid psychosis .. 2 8 
eee ue 4 9 
Other . os 4 9 


Outcome of trial patients by admission only 

It will be observed that the data available for 
assessing progress of the non-trial group can 
solely be on the readmitted/not readmitted 
comparison. The trial group were differently 
assessed, and after they were withdrawn from 
the trial because of worsening symptoms their 
management was handed over to another 
doctor. After the trial was over he reported 
the number of trial patients who had needed 
admission. The others had been managed by 
re-starting on a regime of fluphenazine injec- 
tions plus intensive community support. The 
number of readmissions was as follows: 


Tast VI 
Trial patients: readmission rate 
Group A GroupB Totals 
Not readmitted .. Il 14 25 
Readmitted .. 4 o 4 


Totals .. oe 15 14 29 
p > °05 


The results show that only patients from the 
oral trifluoperazine group were admitted, and 
no patient from the injection group was 
admitted. However, although this is a marked 
trend it just fails to reach statistical significance. 
On the other hand, the readmission rate of 
30:2 per cent for non-trial patients (who were 
all treated with fluphenazine injections) com- 
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pared with o per cent for trial patients (treated 
with fluphenazine injections) does reach statis- 


tical significance (x? = 9'934, p > 0°01). 


Later statistical treatment 

Subsequent to the earlier analysis of the data 
the global scores on the BPRS ratings (i.e. 
different scores on the same patients) of patients 
in Group A and B were subjected to analysis 
of variance. 

First the initial patient rating was subtracted 
from all subsequent ratings for that individual, 
leaving a set of observations for each individual 
representing his changes of state from the initial 
rating. These differences were then analysed by 
a fairly standard analysis of variance in which it 
was assumed that there would be differences 
from individual to individual, difference between 
the two treatments, and a residual variability. 
(Table VII). 


Disqussion AND CONCLUSIONS 


This straight double blind trial of 40 weeks 
maintenance therapy in selected schizophrenic 
out-patients has shown an evident trend favour- 
ing a regime of depot intramuscular fluphena- 
zine decanoate in sesame oil with placebo cap- 
sules (Group B) against maintenance on oral 
trifluoperazine capsules and placebo injections 
of sesame oil vehicle (Group A). Using the 
analysis of variance (on the global scores on 
BPRS ratings) this trend just reaches statistical 
significance at the 5 per cent level. However, a 
number of defects in the trial design must be 
taken into account. There were differences in 
composition between the two treatment groups 
(which, it will be remembered were allocated 
randomly) so that these differences may in 
themselves account for the different relapse 
rates between the groups. 

The two groups were evenly matched for 
mean length of illness, and for distribution 
within the groups, but there was a great range of 
illness from 1-27 years. This may affect out- 
come since response to maintenance pheno- 
thiazines may differ according to the stage of 
illness (Leff and Wing, 1971). 

Drug taking habits showed that both groups 
were unreliable at taking medication orally, 
and although there was a slightly higher rate 
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Taste VII 
Analysis of variance 
Source .. 8.8. m.s. F 
Between treatments .. G ži 32°33 32°33 4°15 
Between patients after treatments So 927°95 < 889-62 44°48 5°73 
Residual is 568-47 7°79 
Total 94 1490°42 


The F-value (4:15) for the treatment effect just reaches statistical significance at the 5 per cent level. 


of unreliability in Group A (49-9 per cent 
compared with 35-7 per cent for Group B), the 
difference is not statistically significant. The 
amount of unreliability corresponds with 44 per 
cent reported by Parkes et al. (1962), and 46 per 
cent by Renton et al. (1963) for schizophrenics. 

In considering the applicability of these 
results to schizophrenics in general, it must be 
remembered that the trial population was not 
typical of the Base Population from which it 
was selected, and the latter itself may not be 
typical of other schizophrenic populations. The 
trial patients tended to be relatively stable, co- 
operative and amenable to change when com- 
pared with the non-trial patients, and the results 
were obtained in the setting of a well-organized 
Community Nursing Service (Nickerson, 1972), 
and all that this entails in terms of close super- 
vised follow-up in a relatively compact catch- 
ment area. The non-trial group could all be 
said to have a bad prognosis, and yet its re- 
admission rate was only 30:2 per cent. This 
compares with 26-6 per cent for Trial Group A 
(oral trifluoperazine/placebo injections) and 
o per cent for Trial Group B (oral placebo/ 
fluphenazine injections). The difference be- 
tween the latter figure and the re-admission 
rate for non-trial patients is highly significant 
while the difference between the re-admission 
rates for Group A and for the non-trial patients 
is not significant. 

This lends support to the contention that while 
the trial group as a whole had a better prog- 
nosis (i.e. overall re-admission rate of 13°8 per 
cent) than the non-trial patients (overall re- 
admission rate of 30:2 per cent) yet within the 
trial group the significant variable was whether 
or not the patient received depot injections of 
fluphenazine. 


SUMMARY 


A double blind controlled trial lasting 40 
weeks was carried out to determine the effect of 
maintenance therapy with phenothiazines in a 
population of schizophrenics in the community. 
The study took place in the setting of a Com- 
munity Nursing Service. All patients received 
capsules and injections, but were divided into 
two groups. Group A received oral trifluo- 
perazine capsules (Stelazine) and placebo 
injections, while Group B received placebo 
capsules and depot fluphenazine decanoate 
injections (Modecate). Group A had a with- 
drawal rate from the trial of 48-9 per cent and a 
readmission rate to hospital of 26-6 per cent. 
Group B had a withdrawal rate of 14:3 per 
cent and a readmission rate of o per cent. 
The differences just fail to reach statistical 
significance at the 5 per cent level, but there 
was an evident trend suggesting the injection 
regime was superior in preventing relapse. This 
trend was confirmed when the differences in the 
BPRS scores were subjected to statistical analysis 
(significant at 5 per cent level). Considerable 
bias operated in drawing the sample, and the 
ways in which this might have affected outcome 
have been discussed. The progress of all patients 
attending the hospital Modecate Clinic, from 
whom the trial population was drawn, was 
followed over the trial period. Readmission rate 
for those patients who were excluded from the 
trial because of problems associated with pre- 
carious prognosis, was 30:2 per cent, 
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APPENDIX I 
Characteristics of trial patients compared with non-trial patients 
Non-trial patients Trial patients 
N = 66 N = 31 
Males Females Males Females 
N % N % N % N % 
i. By sex 32 48 34 52 9 29 22 yr 
ii. By age 
Less than 19 I 3 o o o 
20-29 8 25 7 ar o 1 4 
30-89 Ir 34 9 26 2 22 6 27 
40-49 6 19 7 ar 4 44 4 18 
50-59 4 12 7 ar 3 33 9 n 
60+ ne ‘es ws 2 6 4 12 o 2 9 
iii. By mean length of illness .. T 11.4 years 8.4 years 15.1 years 11.1 years 
iv. By length of illness 
1—4 years . 10 or 12 35 I Ir 4 20 
5-9 years .. 6 9 10 29 I rr 7 32 
10-14 years I3 6 18 1 rr 4 20 
15+ i 12 37 6 8 6 67 7 32 
v. By diagnosis 
Schizophrenia 20 z 9 26 6 67 10 45 
Paranoid schizophrenia 4 r2 9 26 1 ir 10 45 
Schizophreniform o 10 29 1 Ir 1 4 
Other E 8 25 6 18 1I rr 1 4 
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APPENDIX II 
Characteristics of the two treatment groups in the trial 











Group A Group B 
Male Female Male Female 
i. By sex a a ae i eh 5 12 4 10 
Total .. is ae A os - 4 
ii, By age 
20-29 ° I o ce) 
30-39 2 2 o 8 
40-49 2 5 2 o 
50-359 I 4 2 4 
60+ o o o 3 
ii. By mean length of illness .. i a ʻi .. 15.3 years 10.9 years 18.3 years 9.7 years 
1-4 Years .. a = ae oi ie zi 1 : 3 o I 
5-9 years . ars Sd P Pe be 1 3 o 5 
10-14 years 1 2 o 2 
15+ 2 4 4 2 
iv. By diagnosis 
Schizophrenia 3 3 8 3 2 
Paranoid schizophrenia o 4 I 6 
Schirophreniform . 1 o o I 
Other i3 š 1%. o o 1a 





* Schizophrenia with dominant affective change. 
** Schizophrenia with epilepsy. 


A synopsis of this paper was published in the November 1973 Journal. 
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An Experimental Investigation of Desensitization in 
Phobic Patients 
By PATRICIA GILLAN and S. RACHMAN 


The investigation had three major aims. We 
attempted to repeat and extend the findings of 
the Gelder, Marks and Wolff (1967) study of 
the comparative efficacy of desensitization and 
psychotherapy in the treatment of phobic 
patients. Our second aim was to isolate the 
effects of various components of desensitization 
treatment, in the manner employed in labora- 
tory studies of fear-reduction (e.g. Davison, 
1968; Rachman, 1965; Rachman, 1968). The 
third aim was to collect data on the relation- 
ships between psychophysiological changes and 
clinical outcome. 

With the exception of the work of Gelder, 
Marks and their colleagues, there have been 
few controlled prospective studies of the effects 
of desensitization treatment on psychiatric 
patients. In one of their earlier studies Gelder 
and Marks (1966} showed that severely dis- 
abled agoraphobics did not improve signifi- 
cantly more with desensitization than patients 
who received supportive treatment or indi- 
vidual psychotherapy—although some patients 
appeared to respond well to desensitization. 
In a later study, Gelder et al. (1967) found that 
desensitization produced superior results to 
psychotherapy in the treatment of (less disabled) 
phobic patients treated on an out-patient basis. 
The addition of further evidence on the clinical 
effects of desensitization and of psychotherapy in 
the management of phobic disorders was felt 
to be highly desirable. While replication of their 
encouraging findings in an out-patient popula- 
tion might lend increased confidence to the 
utilization of desensitization, a failure to support 
their findings in an independent institution 
employing a different set of therapists would 
certainly introduce some caution into clinical 
practice. The comparison between the effects 
of desensitization and psychotherapy is interest- 
ing from both the practical and theoretical 
points of view. Proponents of psychotherapy 
would presumably predict that desensitization 
is unlikely to be of any benefit, whereas pro- 


ponents of desensitization might argue that 
psychotherapy can produce only minimal 
therapeutic improvements, if any. 

Interest in determining which components of 
desensitization are making a therapeutic con- 
tribution was stimulated by the long series of 
analogue experiments carried out on normal 
subjects with circumscribed fears (Rachman, 
1968). With very few exceptions, desensitization 
was found to be an effective technique for 
producing substantial and lasting reductions of 
fear. The isolation of the effective components of 
desensitization proved to be rather more diff- 
cult, and the matter is not fully resolved to this 
day. A major problem centred on the role played 
by muscle relaxation training—one of the two 
major components in the treatment technique. 
In brief, three positions were held: muscle 
relaxation is an essential treatment component, 
muscle relaxation is redundant, and, thirdly, 
mental rather than muscle relaxation is facilita- 
tive if not essential (see Rachman, 1967, 1968, 
1971). Although it would appear that muscle 
relaxation can be dispensed with when reducing 
excessive fears of normal subjects, there 
are grounds for believing that it might play a 
valuable part in expediting the treatment of 
highly anxious subjects, particularly those in a 
psychiatric population. From an empirical point 
of view, therefore, the present study was an 
attempt to clarify whether muscle relaxation 
training is necessary, facilitative or redundant. 

In their attempts to integrate the findings on 
the therapeutic effectiveness of desensitization 
with the therapeutic claims made for other 
forms of treatment some theorists have con- 
sidered the possibility that the underlying and 
indeed the only effective essential ingredient in 
a variety of forms of treatment is the establish- 
ment of a ‘therapeutic relationship’ between 
patient and therapist (e.g. Wilkins, 1971). 
Although the evidence which has emerged from 
analogue research does not encourage this view 
(e.g. automated desensitization has been shown 
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to be effective), there remains the strong possi- 
bility that a therapeutic relationship plays an 
important part in the successful treatment of 
psychiatric patients. With this possibility in 
mind, we attempted a partial replication of 
some of the analogue research (Lang, Lazovik 
and Reynolds, 1966) on our psychiatric sample. 
It consisted of providing one group of our 
patients with the preliminary assessment and 
training for desensitization treatment, but then 
following it with a form of pseudo-therapy in 
order to control for the establishment and 
maintenance of a therapeutic relationship. We 
attempted to isolate the effects of relaxation and 
of the presentation of fearful items in imagina- 
tion by compiling groups of patients who 
received either relaxation alone or hierarchy 
presentation alone. 

In addition to the intrinsic value of demon- 
strating psychophysiological relationships with 
clinical outcome, it has become a matter of 
particular interest since Lader and Wing (1966) 
proposed their habituation hypothesis to account 
for desensitization effects. In brief, they re- 
interpreted Wolpe’s (1958) original theory of 
desensitization and argued that the phenomena 
were better construed as a form of habituation 
to fearful stimuli, carried out while the subject 
or patient is in a particularly susceptible state 
for habituation to occur. An important part of 
their argument rested on the observed correla- 
tion between speed of habituation to an auditory 
tone and successful response to treatment. In 
the present study we hoped to replicate and 
extend these findings. In particular, we hoped 
to provide further information on the relation- 
ship between habituation rates, spontaneous 
fluctuations of skin resistance and clinical 
outcome. 


Tue Patients 


A total of thirty-two multiphobic out-patients 
was studied. They had all been referred to the 
psychiatric departments of a general hospital, 
where they were given a selection interview by 
a senior psychiatrist. Patients were included or 
excluded on the basis of eight criteria. They had 
to be suffering from a well-defined phobia, 
whether accompanied by lesser phobias or not. 
They had to agree to undergo the assessment 
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procedures before and after treatment and also 
agree to undergo one of the treatment tech- 
niques under investigation. They were also told 
that during the assessment period they would 
have to forego all drugs for 24 hours; moreover, 
they were informed that when treatment com- 
menced no drugs, apart from sleeping tablets, 
would be prescribed. In order to qualify for 
inclusion in the trial they had to be aged between 
16 and 50 years and have a Mill Hill Vocabulary 
IQ of 85 or over. Patients were excluded on the 
grounds of serious physical disorder, or the 
presence of a marked disorder of affect or a 
diagnosis of psychosis. 

The sample comprised 15 male and 17 female 
phobic patients. Their ages ranged from 19 to 
48 years, with a mean of 33. The range of 
intelligence scores was from 86 to 126, with a 
mean of 102. Although it had been decided in 
advance that a patient might qualify for 
inclusion if he had a clear but mono-symp- 
tomatic phobia, all of the thirty-two patients 
had multiple phobias. 

After it had been decided to include a patient 
in the trial, he was placed in a group containing 
four patients (matched on 4 main criteria), 
and when a unit of four had been constructed 
a random draw took place. In this way, each 
patient was allocated to one of the four groups 
on a random basis subsequent to the initial 
matching procedure. The groups were matched 
as far as possible on the basis of the severity and 
duration of the major phobia, their age and 
intelligence. In the final stages of the study, in 
order to prevent mismatches, a few departures 
from random allocation were made on the 
basis of the type of phobia represented in the 
different groups. For example, if three of the 
groups each had a claustrophobic patient and 
the last group did not, then a patient of this 
type was allotted to the discrepant group. Most 
of the patients (25 out of 32) were however 
allocated in a random manner. 

Replacements were allowed for the following 
reasons: if a patient did not complete six sessions 
of treatment (n = 4), if a patient was observed 
to deteriorate seriously during the course of 
treatment (n = 1) or if a patient failed to 
attend for the post-treatment or follow-up 
assessment (n == 1). Failures were defined as 
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patients giving up treatment after having had 
at least six sessions. No replacements were made 
in these cases. One patient in the psycho- 
therapy group and one in the relaxation group 
fell into this category. 

The four groups, to be described in greater 
detail below, were as follows: systematic de- 
sensitization, individual psychotherapy, relaxa- 
tion combined with pseudo-therapy, and, lastly, 
desensitization in the absence of relaxation. 

Each group consisted of 8 patients. The types 
of major phobias in each group are shown for 
the 32 patients in Table I below. In most 


TABLE I 
Classification of the main phobias of the 32 patients 





P Rp H SD Total 
Agoraphobia .. 2% I 34 4 II 
Claustrophobia.. 1 14 I$ I 5 
Social and eating 4 2 2 I 5$ 
Birds or insects .. I I o o 2 
Others (specific) 3 2} I a 8} 
Total 8 8 8 8 32 





P = Psychotherapy group 

Rp = Pseudotherapy 

H = Desensitization without relaxation 

SD = Standard desensitization 
instances it was possible to define a major phobia 
and one or more subsidiary phobias. Where it 
was not possible to make this distinction satis- 
factorily, the two major phobias were given 
equal weighting. In these cases, that is patients 
with at least two equally serious phobias, 
a score of a half was given to each phobia; 
otherwise, main phobias were given a score of 
one (see Table I). It can be seen that the most 
prominent major phobia was agoraphobia, and 
that was closely followed by social phobias and 
claustrophobia. 


Tue TREATMENT AND THERAPISTS 


The patients allotted to the desensitization 
group received conventional treatment. After 
construction of suitable hierarchies, the phobic 
items were presented for rehearsal in imagina- 
tion while the patients were in a relaxed state. 
The patients in the pseudo-therapy group (Rp 
group) were given the same instruction and 
training in muscle relaxation as those in the 
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desensitization group. In the remaining sessions 
they were given fifteen minutes of deep relaxa- 
tion and then asked to imagine a series of un- 
related, neutral stimuli. During the last half- 
hour of each treatment session the therapist 
encouraged them to discuss non-anxiety-evoking 
aspects of their lives, using a hierarchy item as a 
starting point for these conversations. The rule 
throughout these sessions was that no phobic 
situation was to be imagined or discussed. If 
the patient referred to his phobia, the therapist 
had to steer the conversation away from the 
subject. In all of this we attempted to follow the 
model provided by Lang et al. (1966). The third 
group (H) consisted of patients who were 
presented with phobic hierarchy items in the 
usual style of desensitization treatment bu were 
not given preliminary training in relaxation and 
were not relaxed during each treatment session. 
In order words they progressed up the hierarchy 
of fearful items in the usual way, but without 
relaxation instructions or training. The patients 
allotted to psychotherapy received individual 
sessions from one of six psychotherapists. The 
treatment consisted of a combination of insight 
therapy and rational therapy. 

All six psychotherapists were psychiatrists 
with at least six months training in psycho- 
therapy. Three of them had been practising 
psychotherapy for more than two years, in- 
cluding one who had undergone a training 
analysis. The patients in the remaining three 
groups all received their treatment from the 
same therapist (P.G.), an experienced clinical 
psychologist. In addition to her routine training 
in behavioural techniques, she had completed 
an additional year of supervised training in 
desensitization treatment before participating 
in the present investigation. 

The treatment sessions, which lasted between 
45 and 60 minutes, were generally given twice 
weekly. Desensitization was limited to a maxi- 
mum of 30 sessions, and the patients in the 
other three groups were matched according to 
the number of sessions required by the desensiti- 
zation patient. This did not present any serious 
problem, as most of the patients who received 
desensitization required between 20 and 30 
sessions in order to complete the treatment 
programme. 
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Assessment 

Rating scales covering the nature and inten- 
sity of the phobic and other psychological 
problems were filled in by the patients, by the 
therapists, and by an independent and blind 
external assessor. These scales, based on those 
used by Gelder and Marks (1966, 1967), were 
completed before and after treatment and again 
at the three-month follow-up period. The rating 
scales required the respondents to record on a 
five-point scale the intensity of phobias, anxiety, 
depression and other psychological complaints. 
The reliability of the scales is satisfactorily high 
(Gelder et al., 1967). In addition, each patient 
was required to fill in the EPI (Eysenck Per- 
sonality Inventory)—a scale which provides 
measures of extraversion, neuroticism and ‘lying’. 
The ratings and personality inventories were 
supplemented by a behavioural avoidance test. 
Each patient was asked to approach or enter 
into the fearful situation, and the degree of 
success was noted by an independent observer 
who carried out the pre- and post-treatment and 
follow-up assessments. In particular, it was 
noted how long the patient spent in the fearful 
situation and how close he got to its focus—if 
one existed. During the behavioural tests the 
patients were asked to make a subjective estimate 
of the amount of fear which they experienced. 
This ‘fear thermometer’ has featured in much 
of the analogue research of desensitization. 

In order to check the prognostic validity of 
psychophysiological measures, the habituation 
assessment procedure employed by Lader and 
Wing (1966) was reproduced as closely as 
possible. Measures of skin conductance and 
fluctuations were assessed while the patient was 
asked to attend to a series of 20 identical 
auditory stimuli presented in predetermined 
sequence at intervals varying from 45 to 80 
seconds. Each stimulus was a 1,000 c.p.s. pure 
tone of one second’s duration. 


Analysis 

The differences between the four groups and 
the three occasions of testing (pre- and post- 
treatment follow-up) were assessed by analysis 
of variance. Correlations between pre-treatment 
information and clinical outcome were calcu- 
lated, using a large range of variables. The 
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purpose of these correlations was to seek prog- 
nostic indicators and also to check if any of the 
personality or behavioural variables were inter- 
correlated before the commencement of treat- 
ment. The psychophysiological data were 
analysed by a prediction matrix similar to that 
used by Lader. 


REsuLts 


A full account of all the results and ther 
analysis is available in Gillan (1971). For pre- 
sent purposes we will consider the most interest- 
ing of the (statistically significant) results. On 
the rating scales, the total phobia scores as 
estimated by the patients and by the external 
assessor produced similar results (Table II). 
Those patients who received desensitization, 
with or without relaxation (i.e. groups SD and 
H), showed a superior outcome to those who 
received pseudo-therapy (Rp) or psychotherapy 
(P). Fig. 1 illustrates the main results, and, for 
interest’s sake, their comparison with the 
findings of Gelder, Marks and Wolff (1967). 

On the therapist’s ratings of improvement of 
total and main phobias, patients who received 
desensitization were adjudged to have shown 
greater benefit after treatment (Table III). 
These findings were confirmed at follow-up, 
with the exception of the main phobia. The 
earlier estimate of a superiority for desensitiza- 
tion over psychotherapy at the post-treatment 
assessment had diminished. This finding is 
attributable to the fact that the psychotherapists’ 
ratings of improvement in total phobias were 
significantly more favourable than those of the 
external assessor or those of the patients. The 
therapist’s ratings for the remaining three 
groups (all conducted by P.G.) were similar to 
those of the external assessor and of the patients. 

On the therapist’s ratings of depression, there 
was greater uniformity. Patients who received 
desensitization, with or without relaxation, 
were estimated to be less depressed after treat- 
ment and at follow-up than were those patients 
who received psychotherapy or pseudo-therapy. 
The psychotherapy patients were in fact 
marginally more depressed at follow-up than 
they were before treatment started. This 
finding received some slight support from the 
ratings made by the therapists. 
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Taare II : 
Assessor's ratings 
Main phobias Total phobias Depression 
I Il WW I II HI I 0 III 
P 4'20 3'85 8'43 3'55 ggi  g'2a7 2:76 2:38 228 
( +49) (<91) (<88) (+483) (1104) (r109) (1:46) (1133) (1-24) 
Gelder 4'2 gI 3°0 3°8 3'0 2'9 18 14 15 
RP 3°64 3'49 303 3:18 29i 2°62 2° Q°gl 1°71 
(1-14) (+78) (1109) (+74) (<83) (<69) (1:38) (1°14) ( +64) 
H 3°74 2'68 2'49 3°36 2°34 2°23 1°83 1-21 1-26 
: ( +49) (1-29) (r102) (+34) (75) (89) (82) (+28) ( +41) 
SD 3'90 2'19 "34 3°59 2'15 2'1 2°79 1-65 2°06 
( +52) (82) (+90) (+70) (+74) (<73) (1-05) (+53) (+83) 
Gelder 4I 2°6 5 3:2 2'0 2'0 2'4 r4 I*4 
SD < Pp** SD < Pp** 
H < P* H < p** 
SD < RP* 
H < RP* 


The mean ratings made by the independent assessor of Main Phobia, Total Phobia and Depression before 
treatment (Occasion I), after treatment (Occasion II) and at Follow-Up (TI). Standard deviations are 
are shown in parentheses. The four groups of patients were treated by Psychotherapy (P), Relaxation Control 


(RP), Systematic Desensitization (SD) or Hierarchy Presentation (HP). The results 
are also given, where appropnate. Where the group differences reached statistical si 


orted by Gelder et al. 
ificance after treatment, 


they are shown at the bottom of each column; a single asterisk indicates the 5 per cent level and double 


asterisks the 1 per cent. 


According to the patients, those who received 
desensitization were significantly less anxious 
than the patients who had pseudo-therapy or 
psychotherapy, at both the post-treatment and 
follow-up points (Table IV). 

The EPI results showed no significant 
differences, pre- or post-treatment. At follow-up 
however, the neuroticism scores for the de- 
sensitized patients were significantly lower than 
those obtaining in the psychotherapy or pseudo- 
therapy groups. On the avoidance tests, there 
was only one significant difference between the 
groups at the post-treatment assessment. The 
patients who had received desensitization stayed 
longer in the situation which was ‘most feared’ 
than did patients who had received psycho- 
therapy. This difference was not found to be 
significant at the follow-up assessment. On the 
fear thermometer ratings, patients who received. 
desensitization, with or without relaxation, 
were shown to have experienced larger degrees 
of fear reduction than patients in the pseudo- 


therapy group. Patients who received psycho- 
therapy were not required to make fear thermo- 
meter ratings, as there was no hierarchy on 
which to base them; consequently no com- 
parison of this type is possible. 

The psychophysiological measures produced 
no significant results. 


Discussion 

With the exception of the psychophysiological 
measurements, most of the assessment proce- 
dures showed some significant changes at the 
completion of treatment and at the follow-up 
point. The measures which differentiated the 
groups most clearly were the patients’, thera- 
pists’ and assessor’s ratings of the major and 
total phobias. The major trends were that 
patients receiving desensitization, with or with- 
out muscle relaxation training, showed greater 
improvements than those who received psycho- 
therapy or pseudo-therapy. There was -an 
impressive degree of agreement between the 
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TOTAL PHOBIAS 


ASSESSOR'S RATINGS 


MEAN RATING 


1 2 3 
4 Psychotherapy o Hierarchies 


a Pseudotherapy @ Desensitization 


GELDER & MARKS 
ASSESSORS’ & 
THERAPISTS’ RATINGS 





1 2 3 
OCCASIONS 


Fia.t. —The independent assessor's ratings of Total Phobias for each of the four groups before treatment (1), 
after treatment (2), and at follow-up (3). For comparison, the ratings of Total Phobias made by assessor and therapist 
(combined scores) in the Gelder et al. (1967) study are also shown. The results of desensitization are similar but the 
Maudsley patients who received psychotherapy showed a more favourable response than the 8 patients in the 


present study who received psychotherapy. 


ratings made by patients, therapists and inde- 
pendent assessor, with the exception of psycho- 
therapy. Here there was a tendency for the 
therapists to make more favourable estimates 
of therapeutic progress than either the patients 
themselves or the independent assessor. The fear 
thermometer ratings for hierarchy items pro- 
vided useful results, differentiating the pseudo- 
therapy groups from the desensitization groups. 
This worthwhile measure has not been used 
frequently in the past, despite its attractions. 
The results from the avoidance tests and the 
psychophysiological measures were both dis- 
appointing. The avoidance tests presented a 
problem, as ‘distance scores’ could not be 
employed satisfactorily. As the phobias pre- 
sented by the patients varied in kind, the 
distances could not be compared across tesis. 


Instead we were obliged to make use of time 
and fear thermometer scores. In order to make 
any comparison whatsoever, we were obliged 
to make the probably unwarranted assumption 
that the times taken in different tests could be 
combined. The disappointing failure of the 
avoidance tests to provide consistent or mean- 
ingful data can probably be attributed to our 
inability to find a way of enforcing uniformity 
on the variations in fear with which we were 
presented. 

The failure of our attempt to replicate the 
psychophysiological findings of Lader and his 
colleagues or to provide support for their 
predictions was discouraging. It has been 
suggested that the failure is attributable to the 
homogeneity of the sample. Certainly this fact, 
in a sample of small size, reduces the likelihood 
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Taste MI 
Therapists’ ratings 
Main phobias Total phobias Depression 
I Il Til I it Til I i ° = fit 
P a 4'25 3°35 2°38 4°04 2°94 2°69 2'25 2°05 2:44 
( 65) (1°39) (1°27) ( +32) (98) (1:30) (1:46) (1:50) (1:64) 
RP a. g3 379, 356 - 3'85 3'35 3'19 2'25  2'3I 2'13 
(70) ( -94) (<82) (+44) (>58) (<79) (1513) (1°51) ( :83) 
H 4'00 2°94 2*gI 3°78 2'91 2-68 1°56 1-0 1*49 
(726) (-94) (1:09) (28) (82) (98) (50) (o ) (69) 
SD... a 4°45 2'14 2°06 3°99 1°98 1°83 344 1°13 11g 
( +35) (58) (+73) (<61) (+42) (+53) (86) (+35) ( 26) 
SD < RP** SD < RP** SD < P** 
SD < P** SD < P** H < RP! 
H < RP* SD < H** SD < RP** 
SD < H* H < P* 


The ratings made by the therapists on the three occasions of assessment are shown here, with the standard 
deviations in parentheses, The same abbreviations for groups and tests of significance apply to Tables II, IIT 
and IV. 


MARKS & GELDER'S PHOBIA RATINGS 
COMPARED WITH PRESENT STUDY 


MAIN PHOBIA TOTAL PHOBIAS 


MEAN RATING 








1 2 3 


à Psychotherapy |— Present Study 
@ Desensitization---Gelder & Marks 


Tio. 2.—-Main Phobia and Total Phobia ratings before and after treatment and at follow-up; scores are ‘a combi- 
nation of therapist’s and assessor’s ratings. For comparison, the curves from the Gelder, Marks and Wolff (1967) study 
are shown in dotted lines. 


OCCASIONS 
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Taare IV 
Patients’ ratings 
Main phobias Total phobias Depression 
I II ITI I H ILI I Ir YI 
P 4'35, 3°43. 3°45 3°77 S4 3'13 ir 2°28 2'5 
(+41) C65) (+77) C59 (C077) (C87). (<99) (1130) (1:41) 
Gelder 3°4 2-6 2'6 2'9 2'3 2'2 art 2:0 18 
RP 4°48 3°50 3-39 3°67 3'34 3'04 3'26 2'68 2:0 
(51) (r9) (76) (57 (<73) (70) (1728) (1:54) (1:07) 
H Eo 2°39 3°58 2°43 2°51 2'0 1°gI 1°98 
3.18) ( ( +83) (26) ( +67) (Br) (76) (+46) (1-09) 
SD 4°36 2°35 2'14 3°87 2'29 1-98 2°88 1°56 1°39 
( +48) (97) (+90) (+46) (+59) (73) ( 64) (+56) ( °57) 
Gelder 3°9 2'5 2'5 3'1 2'I 1:9 2°3 2'2 2'2 
SD < Pp** SD < RP** SD < RP** 
SD < RP** SD < P** H < Rp** 
H < p** H < RP** H < P* 
H < RP** H < P* 


The ratings made by the patients thernselves on the three occasions of assessment are shown here (SD in 
parentheses). The same abbreviations for groups and tests of significance apply to Tables II, III and IV. 


of obtaining the predicted outcomes. In terms of 
the Lader-Wing hypothesis, the major differen- 
tiation should be apparent in a comparison 
between patients with circumscribed simple 
phobias and those with complex and multiple 
phobias. The possibility that our failure to 
replicate is based on differences in recording 
methods or statistical analysis is not a likely one, 
as Dr. Lader generously supplied us with 
constant assistance and advice on these matters, 

What were the differences in clinical outcome 
of patients in the different groups? Overall, 
systematic desensitization (with relaxation) was 
the most effective of the four methods both at 
post-treatment and at follow-up. However, it 
was not always superior to desensitization 
administered without relaxation. In fact, this 
form of treatment, consisting of graded and 
gradual presentations of hierarchy items in 
imagination, proved to be surprisingly effective. 
The results obtained by individual psycho- 
therapy were disappointing, despite the con- 
fidence which the therapists themselves ex- 
pressed in having seen improvements on a few 
of the assessment measures. There was a dis- 
concerting lack of agreement between the 


therapists and their patients and the external 
assessor. The patients who received pseudo- 
therapy did not fare well, and on most measures 
they were significantly less well-off than patients 
who had received desensitization. 

The most obvious conclusions to be drawn 
from these comparisons are as follows. Syste- 
matic desensitization appears to produce clinical 
results which are in the main superior to those 
achieved by psychotherapy or pseudo-therapy. 
Desensitization based on relaxation training 
appears to confer some slight advantage, but the 
omission of relaxation training and instructions 
by no means invalidates the technique. Muscle 
relaxation training and instruction may expedite 
the reduction of phobias in a psychiatric popula- 
tion to a limited extent, but it does not appear to 
be an indispensable part of the treatment. 

One of the major aims of the present investi- 
gation was to provide a comparison with the 
findings reported by Gelder et al. (1967). It 
will be recalled that they treated ten phobic 
out-patients by psychotherapy and sixteen by 
desensitization. It is impossible to make precise 
comparisons because of differences in the 
therapists used and in the time relations 
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operating in the two studies. Nevertheless, these 
differences can be thought of as adding to the 
interest of the comparison rather than detracting 
from it. In the Gelder study the desensitization 
patients had an average of nine months of 
treatment and an average of nine months of 
follow-up, whereas the psychotherapy patients 
had a year of treatment and a follow-up of six 
months. In the present study the patients had 
an average treatment of three months and an 
average follow-up of the same duration. 

With these differences in mind, it is remark- 
able how closely the findings from the two 
studies approximate each other. Some of the 
more important comparisons are shown in 
Tables II, III and IV, and in Fig. 1. 

In the Gelder study the ratings made by the 
therapists and assessors were pooled. By carrying 
out a similar pooling for our results a direct 
comparison is possible (Figs. 1 and 2). They 
show the similarity of outcome in the two 
undertakings. The only difference of any size 
between the studies is seen in the slightly more 
successful response obtained by the Maudsley 
psychotherapists. In our study the findings 
reported by the external assessor were con- 
siderably less satisfactory for the patients who 
had psychotherapy than was the case in the 
Marks and Gelder investigation. Bearing in 
mind the duration of therapy and that the 
Maudsley study employed a full-time psycho- 
therapist and other psychiatrists with at least 
eighteen months experience of psychotherapy, 
the similarity between the two studies as far as 
psychotherapy is concerned is rather close. 
Only two of the psychotherapists participating 
in the present study bad had more than a year 
of psychotherapeutic experience before entering 
the present investigation. 

To complete the picture, it is of some interest 
to see what the patients had to say about it. 
The final ratings on total phobias made by the 
desensitized patients in both studies are quite 
similar; this despite the fact that the present 
groups of patients rated themselves as being 
initially more disturbed than those in the Marks 
and Gelder study had done. As mentioned 
earlier, our psychotherapy patients (and the 
external assessor) were significantly less satis- 
fied with the outcome of treatment than were 
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their psychotherapists. Nonetheless it is of some 
interest to notice that in the Marks and Gelder 
study, as in ours, patients who received psycho- 
therapy reported some slight reduction in their 
phobias when re-assessed at the termination of 
the treatment period (ie. three or nine months 
after the initial assessment). 

Our attempt to replicate the observations 
made by Lang et al. (1966) on a non-psychiatric 
population of fearful subjects regarding the 
importance or otherwise of the therapeutic 
relationship appears to have been moderately 
successful. They found that fearful subjects 
who received relaxation training and the other 
preliminaries of desensitization did not experi- 
ence a reduction in fear if they were given 
pseudo-therapy. We obtained a similar out- 
come. If we assume that some form of thera- 
peutic relationship was established during the 
conduct of the pseudo-therapy sessions, we can 
conclude (not surprisingly perhaps) that the 
development of this form of relationship does 
not of itself reduce fear. The likelihood that a 
therapeutic relationship of some degree was in 
fact established may be attested to by the fact 
that the majority of patients (7 out of 8) continued 
to attend a large number of therapeutic sessions. 
Presumably they would not have done so if they 
had not felt that if might be of some assistance 
to them. 


SUMMARY AND CONCLUSIONS 


1. The components of systematic desensitiza- 
tion were studied by treating multi-phobic 
patients by one of the following methods: 
(a) pseudo-therapy (Rp)—which combined 
relaxation and talking about items unrelated to 
the patients’ phobias; (b) hierarchies only (H)— 
desensitization conducted without training or 
instruction in relaxation; (c) systematic de- 
sensitization (SD)—conventional desensitiza- 
tion conducted with the assistance of relaxation 
training; (d) psychotherapy (P)—combining 
insight therapy with rational therapy. 

There were 8 patients in each of the above 
groups, making a total of 32. The groups were 
matched as far as possible on two clinical and 
two other variables. 

2. Treatment consisted of twice-weekly 
sessions lasting from forty-five to sixty minutes. 
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An upper limit of thirty sessions for desensitiza- 
tion was fixed in advance, and patients in the 
other groups were matched accordingly. This 
did not present any serious problem, as most 
patients needed between twenty and thirty 
sessions to complete their desensitization treat- 
ment. There were 6 replacement patients and 
2 failures. 

3. Assessment procedures included ratings 
made by the patients, therapists and an inde- 
pendent assessor. Personality tests, behaviour 
avoidance tests and psychophysiological assess- 
ments were also included. All the measurements 
were taken on three occasions—before treat- 
ment, after treatment and at a three-month 
follow-up point. 

4. Rating scales proved to be the most useful 
measure for providing information about clini- 
cal outcome. Overall, patients who received 
desensitization (with or without relaxation 
training) showed the best clinical outcome. 
Both forms of desensitization treatment appeared 
to give superior results to either psychotherapy 
or pseudotherapy results. 

5. The clinical results are similar to those 
reported by Gelder, Marks and Wolff (1967) in 
a comparable out-patient population. 

6. Avoidance test results were disappointing 
and provided only one significant result. The 
amount of time spent in the feared situation 
was longer for patients who had been de- 
sensitized than for those who had received other 
forms of treatment. The fear thermometer 
ratings obtained during the conduct of the 
behavioural avoidance test were consistent with 
this finding, i.e. desensitized patients expressed 
significantly reduced anxiety after treatment. 

7. On the fear thermometer ratings made 
during the presentation of fear items in imagina- 
tion, there were no significant differences 
between desensitization administered with or 
without relaxation. In both variations of the 
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treatment the improvements were superior to 
those observed in the pseudo-therapy group. 

8. Psychophysiological measurements, in- 
cluding those of habituation to auditory stimuli, 
failed to produce any significant results. 
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A Blind Evaluation of a Penile Ring—A Sex Aid for 
Impotent Males 


By ALAN J. COOPER* 


INTRODUCTION 


Of the many diverse treatments for impotence 
(Cooper, 1971) perhaps in some ways the most 
novel are the various mechanical devices which 
to date have never been adequately tested; 
although there are reasons to believe that they 
would be safer (even if no more effective) than 
many drugs in present use. A modern innovation 
of the penile splint (Lydston, 1908) is the 
Blakoe ‘Energise Ring which is made of 
ebonite, with five small metal plates on opposite 
inner surfaces. It opens on a swivel so that the 
lower half can be placed high up under the 
scrotum and when the upper part is swung 
around, closing the ring, the penis, scrotum 
and testicles are enclosed within it, but hang 
freely below. 

When the ring is in place a mild steady 
electrical current is set up by the metal plates 
making contact with the moist acid-containing 
skin of the penis and scrotum. The report of a 
test carried out by the Faraday House Labora- 
tories states: ‘that when the ring was immersed 
in a solution of urine, of a very mild acidity, and 
wires from the metal plates were connected in 
parallel to a sensitive voltmeter of 20,000 ohms 
resistance, a reading of 0-55 volts was recorded’. 
This current was constant over the test period of 
1$ hours. Since it is produced spontaneously no 
recharging of the device is ever required. In 
addition to these specific data, observation of 
some rings which had been used for varying 
periods of time revealed that some of the plates 
were slightly eroded, suggesting an electrolytic- 
like phenomenon. 

* Consultant Psychiatrist, Peterborough District Hospi- 
tal. Present address: Medical Director, E. Merck Ltd., 
Wokingham, Berks. 
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The aim of the investigation reported here 
was to test the. Blakoe Ring against a similar 
placebo (ic. the ebonite ring without the 
electrode plates) in a blind cross-over clinical 
trial in impotence. 


MATERIALS AND METHODS 

Forty men who presented concurrently with 
‘non-organic’? impotence formed the study 
population. Thirty-five were suffering from 
‘secondary’ (i.e. previously sexually competent), 
and five from ‘primary’ (i.e. never competent) 
impotence (Cooper, 1967). 

Clinically, the former varied between in- 
variable erectional incapacity and occasional 
failures. The majority, however, were successful 
on less than 50 per cent of coital attempts. At 
the time of referral the mean age of the subjects 
was 33°6 years (S.D. 7-2 years) and the mean 
duration of the condition was 6:25 years (S.D. 
6-12 years). Thirty-two of the subjects had 
previously undergone various treatments, in- 
cluding psychological procedures, and male 
hormones, without significant permanent bene- 
fit. At the time of entering the trial none of the 
patients had received any treatment within 
the previous six months. 


Design of trial 

The prospective blind cross-over trial was 
scheduled as follows, each patient acting as his 
own control. (A) an initial appliance-free 
period of four weeks, to establish base-line 
conditions. (B) a four-week period of either 
‘energiser’ or ‘placebo’ ring assigned randomly; 
(C) a four-week appliance-free period (to 
eliminate ‘carry-over’ effects; (D) depending 
upon the sequence in (B) a four-week period of 
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Täs I 
Means and standard deviations of 6 clinical variables during individual monthly phases (A-F) of the trial 
(n = 39) 
tA? P Cc k Di E 
Pre-trial Appliance 
period ‘Active ring’ free period Placebo ring Follow-up 
4w 4 weeks 4 weeks 4w 4 weeks 
Mean Mean Mean Mean Mean 
Variable ` no. of no. of no. of no. of no. of 
occur- S.D. occur- S.D. occur- S.D. occur- S.D. occur- S.D. 
rences rences rences rences rences 
Spontaneous daytime erec- 
tions experien I*50 2'50 3'40 585i 8 2°45 2'0 2'7 1-6 2'5 
Coital attempts 3'0 2'58 4'8 4°0 3'4 2'5 4°0 3°3 2'9 2'2 
Masturbation, to orgasm 
self and from partner uae 27 4'6 2'9 4°2 QI 3'47 «17 2'9 2'0 3°6 
Morning erections on 
awakening i 75 8-2 10-2 6°5 7'4 5'6 8-5 6-0 6:5 6+7 
Nocturnal emissions 0'3 Org o4 1o 0:36 rır 0'32 ©'9g4 o'20 o'r 
Successful coitus to orya 
and ejaculation o'2 o-5r 0-78 r2 0-62 o'98 o'o «1:19 o0o'30 0'65 
‘placebo or energiser ring’; and (E) a follow-up Side effects 


period of four weeks. 


Provision of rings 

At the initial examination each patient was 
given a graduated paper tape and instructed 
how to circumvent the scrotum, testicles and 
erect penis to arrive at a diameter measure for 
the rings. These measurements were then sent 
to the manufacturers who constructed 3 ‘active’ 
and 3 ‘placebo’ (i.e. the same ebonite ring 
without the electrode plates) appliances for each 
subject, which were duly returned to the 
investigator (A.J.C.) for allocation as per 
protocol. The makers also provided cleaning 
materials and instructions for changing the 
rings. 
Rating procedures 

Each patient was asked to assess himself daily 
and transcribe the data on to a specially con- 
structed but simple sexual rating scale at the 
end of every week. The items of this scale were 
designed to cover the two components of sexual 
response; the physical (i.e. penile erection, 
ejaculations, etc.) and the psychological (i.e. 
sexual desire, dreams, fantasies, etc.) (Cooper 
1967). For corroboration and amplification 
patients were seen by the investigator through- 
out the study. 


Appropriate examinations were conducted to 
assess the presence or absence of side effects. 
Initiation of trial 

At the end of the pre-trial period each patient 
was allocated randomly three ‘active’ or three 
‘placebo’ rings for the first four-week period; 
and following the four-week appliance free 
period the alternative three rings were dis- 
pensed. He was told to wear the device not 
only during coital attempts but continuously 
during the rest of his waking day. It was pointed 
out that if he was unable to tolerate the ring 
during non-sexual activity he should still use it 
during attempted intercourse, or masturbation. 
To minimize the possibility of bias, no other 
advice was given; each subject was simply told 
that he was taking part in the assessment of a 
‘new treatment’ for impotence. In no case was 
the female partner directly involved in therapy. 


RESULTS 
Out of a total of 52 patients who presented 
with impotence, 40 agreed to participate in the 
trial. The refusals were usually on ‘aesthetic’ 
grounds, the majority expressing the view that 
the device was ‘kinky, perverted’ and would 
not be tolerated by their sexual partners. It 
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seemed beyond any reasonable doubt they were 
merely reflecting their own reservations, since 
in no case had they been prepared to discuss the 
ring and the trial with their partners. In retro- 
spect it seemed likely that at least some patients 
had no intention of participating in treatment 
but were merely paying lip service to the wishes 
of a frustrated spouse who was insisting that 
‘something be done’ (Cooper, 1967). Out of the 
40 participants 39 provided sufficient data for 
analysis. The mass of clinical information was 
abstracted from the ‘self rating schedules’ (see 
Appendix), and those items considered most 
likely to reflect changes between treatments 
were submitted to statistical analyses. The more 
important of the findings are set out in Tables I 
and IT. Table I shows the means and standard 
derivations of six clinical variables during the 


Taste II 
Some statistical comparison of individual treatment 
phases* 





Phases Significance 

Clinical variable compared level 
Spontaneous caine A-B <orl 
erections B-E <o-r1 
Frequency of coital A-B <orr 
attempts .. ie A-E <orl 
D-E <or1 

**Successful coitus to A-B <0°05 
orgasm and ae A-D <o'l 

tion F B-E <0:05 
D-E <0'I 


* There was no ‘order effect'——-thus subjects 
receiving the ‘active’ ring first did not differ signifi- 
cantly in their treatment response from those receiving 
it second. 

** All other comparisons: p > ow. 
Phase A = Pre Trial. 

B = ‘Active Ring’. 

G = Appliance free. 

D = ‘Placebo Ring’. 

E = Follow up. 
individual phases (A-E) of the trial. Each phase 
was compared statistically with every other. 
Table II shows some pertinent statistical com- 
parisons between treatments on three clinical 
variables. Although there were undoubted 
trends towards improvement with both rings, 
and especially the ‘active’, significant improve- 
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ment was only seen in respect of ‘successful 
coitus to orgasm and ejaculation’ comparing 
phases A-B (pre-treatment against ‘active ring’) 
and phases B-E (‘active ring’ against follow-up); 
p < 0:05 in each case. 

No patient with primary impotence improved 

sufficiently to allow full penetration; this is in 
accord with the previously expressed view that 
it is the most difficult disorder of potency to 
treat successfully, irrespective of the approach 
(Masters and Johnson, 1970; Cooper, A. J., 
1967). - 
2 X2 Contingency tables were constructed* to 
show the number of patients during each phase 
of the trial (A-E) who experienced ‘improved 
erections’ and ‘no change or worse erections’ 
respectively. The ‘Fisher Test’ was used in each 
case to compute the significance levels. Some 
important findings are as follows: Erections were 
significantly improved on the ‘active ring’ as 
compared with (a) ‘the pre-trial period’ 
(p < -oor), (b) ‘the appliance-free period’ 
(p < -oo1), and (c) ‘the follow-up period’ 
(p < -oor). Although the ‘active ring’ was 
associated with a higher incidence of improved 
erections than the ‘placebo’ the difference 
failed to reach significance (p = 0:34). Erec- 
tions were significantly improved on the placebo 
ring as compared with (a) ‘the pre-trial period’ 
(p < ‘oo1), (b) the ‘appliance-free period’ 
(p < +002), and (c) the ‘follow-up period’ 
(p < -oor). 

Although the majority of the patients had 
agreed to wear the rings constantly, as the trial 
progressed, with few exceptions, their use 
became confined to coitus and/or masturbation. 
The main reasons proferred were that it was 
just too much trouble to wear the ring all the 
time, or they simply forgot to put it on in the 
morning. Unfortunately the data were insuffi- 
cient for any conclusions to be drawn as to 
whether continuous was better than occasional 
(i.e. confined to coitus and/or masturbation) use. 

The results indicated that both ‘active’ and 
‘placebo’ rings had a beneficial effect on the 
study population on the parameters measured. 
However, statistically significant superiority was 
only reached in terms of the ‘active’ ring on the 
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single parameter ‘successful coitus to orgasm 
and ejaculation’ compared with: the run-in and 
follow-up periods. Although improvement was 
more often seen with the ‘active device’, there 
was no difference statistically on any of the 
parameters compared between it and the 
placebo ring. This was also true in respect of 
‘improvement in erections’ during coitus, which 
improved with both treatments. There were no 
adverse effects of any consequence, although one 
or two subjects complained of ‘excessive moisture 
under the ring’ and a few more complained of a 
feeling of ‘constriction’. Three more complained 
of the ring slipping off the penis (when flaccid) ; 
this points to the necessity of having two sizes 
accurately constructed for the two situations if 
the ring is to be worn continuously. However, 
those who noted improvement felt that on 
balance the advantages greatly outweighed the 
drawbacks and that they would continue to 
wear the device. A few subjects who felt ‘un- 
easy’ at the outset because of the unconventional 
nature of the treatment rapidly habituated and 
became quite complacent as the trial pro- 
gressed. The fact that twelve subjects refused to 
co-operate suggests that there might be a size- 
able proportion, perhaps as high as 20 per cent 
of impotent males, who would be unable to 
accept what is obviously perceived as a highly 
unorthodox, even perhaps ‘not nice’ treatment. 
In my opinion this attitude reflects our generally 
inhibited mentality regarding sex and sexuality; 
this could perhaps change with time and/or 
education. 

The fact that there was very little difference 
between the ‘active’ and ‘placebo’ rings may 
suggest that the prime mode of action is other 
than ‘electrical’. In my view, the main benefits 
are likely to be due to mechanical factors, 
physical support of the penis and in particular 
the tourniquet effect which by constraining 
blood in the corpora would tend to encourage 
stronger and more durable erections. In addi- 
tion the interposition of the ring between 
opposing pudendal areas during coitus might 
provide enhanced frictional stimulation. Ano- 
ther point relates to an ‘adornment’ factor; 
which could give a psychological boost to some 
users, 
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It is perhaps worth commenting briefly on the 
patients’ opinion as to the efficacy of the rings 
as compared with previous treatments they had 
received. Although of course this is necessarily 
retrospective and anecdotal, the majority felt 
that it was as good as, or better than, the 
therapies they had received in the past. A 
common statement was that ‘it made them feel 
more confident when wearing it’, and most said 
that they would continue with it. (It is always 
possible, however, that as the novelty wore off, 
so would the efficacy.) 

Another clear superiority of the mechanical 
aid, whether ring or splint, is the absence of 
possible serious (pharmacological) sequaelae. 
Thus as compared with androgenic steroids, for 
instance methyl testosterone and various esters 
such as propionate, decanoate etc., which must 
be taken into the body by mouth or injection 
and which may cause cholestate jaundice, 
inhibition of endogenous testosterone synthesis 
etc. (Cooper, 1972), and with alleged aphrodi- 
siacs, i.e. yohimbine, strychnine, etc., which can 
be seriously toxic (Goodman and Gilman, 1965), 
there are obvious advantages. 

The present study suggests that the penile 
ring is quite safe and may help a worthwhile 
proportion of impotent men who are willing to 
wear it. I believe it is worthy of further trial. 


SUMMARY 


Forty impotent men participated in a double 
blind cross-over evaluation of a penile ring 
against a similar placebo. Sufficient data were 
available for analysis from 39. Both the ‘active’ 
and the ‘placebo’ rings were associated with 
significant improvement; although the ‘active’ 
ring showed a definite tendency to clinical 
superiority the differences between the two 
devices were statistically insignificant. No serious 
side effects were encountered throughout the 
trial, and it is suggested that the penile ring, 
which improved a worthwhile proportion of the 
impotents studied, should have wider study and 


usage. 
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APPENDIX 


WEBKLY SELF-RATING SCHEDULE 
Please complete every item each Sunday 


NAMB ag.) gale outta dd peace de DATE wee niron eee 
(1) Occurrence of spontaneous erection YES/NO 
No. of times ...... 
Duration of erection ...... mins 
Without/without sexual fantasies ...... 
Quality of erection: Strong Average Poor 
I 2 3 
Presence of sexual Strong Average Poor 
desire: 1 2 3 
(2) Occurrence of coital attempt (intercourse) YES/NO 


No. of times ...... 
Time of occurrence ...... a.m./p.m. 


A BLIND EVALUATION OF A PENILE RING——A SEX AID FOR IMPOTENT MALES 


With/without ejaculation ...... 


Degree of satisfaction: Satisfied Unsatisfied 
I 2 
Presence of sexual Strong Average Poor 
desire: 1 2 3 


(3) Masturbation by female partner 
No, of times ..... 


Quality of erection: Strong Average Poor 
I 2 3 
Duration of masturbation . ... mins 


Degree of satisfaction: Satisfied Unsatisfied 
I 2 


Presence of sexual Strong Average Poor 


desire: 1 2 3 
(4) Self masturbation 
No. of times ...... 
Quality of erection:  Sthong Average Poor 
I 2 3 
Presence of sexual Strong Average Poor 
desire I 2 3 


(5) Morning erections, on awakening 
Quality of erection: Strong Average Poor 


I 2 3 
Presence of sexual Strong Average Poor 
desire: I 2 3 


(6) Nocturnal emission (wet dreams) 
Sexual dreams 


(7) Anecdotes—brief descriptions of relevant 
happenings not covered in the above 
items. 


A synopsis of this paper was published in the November 1973 Journal. 


YES/NO 


YEBİNO 


YES/NO 


YEs/NO 


ves/No 
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Book Reviews 


PRISONS 
Medical Care of, Prisoners and Detainees, 
Ciba Foundation Symposium 16 (New Series). 
Amsterdam: Elsevier/Excerpta Medica/North- 
Holland. 1973. Pp. viiit+-230. Index 7 pp. 
Price Dfl. 30.50. 

This collection of conference papers describes the 
medical facilities, or lack of them, in prisons and 
detention camps in various countries. It is a mine of 
recondite information. Nowhere, it seems, are the 
United Nations Standard Minimum Rules for the 
Treatment of Prisoners (1955) wholeheartedly 
implemented. Professor G. O. W. Mueller, writing 
about the United States, describes the ‘deplorable 
conditions’ revealed in a survey of a Federal Deten- 
tion Headquarters in New York City. He comments 
on the ‘antediluvian theme of the “hands off” 
doctrine’, which prevents the courts from reviewing 
the policies of correctional institutions. ‘Such judicial 
passivity towards prisoners’ grievances, coupled with 
the present use of “outrageous” deprivation as a 
test of standard, indicates that the desirable Standard 
Minimum Rules have not yet been complied with 
by one of the most highly developed judicial systems 
in the world.’ 

Judicial control of abuses, and democratic control 
of prison policies, are everywhere hampered by the 
secrecy which detaining authorities invariably try to 
maintain. In political detention camps, as opposed 
to established prison systems, the situation is even 
more difficult on account of the obscurity of the 
criteria for detention and the uncertainty about 
duration, 

As individuals, doctors are likely to disapprove of 
the barbarity of prison regimes and deplore physical 
assaults on inmates, whether perpetrated unofficially 
or in the guise of legal punishment. It does not 
necessarily follow that ethical considerations should 
dictate withdrawal of medical services, since that 
could cause inmates to suffer an additional depriva- 
tion. The presence of doctors within the system can 
have an important humanising effect. Medical men 
who struggle on in unfavourable circumstances, and 
perform such distasteful tasks as the supervision of 
floggings or executions should not be condemned too 
hastily. 

The papers draw attention to the difficulties, even 
under relatively ideal conditions, of providing a 
normal medical and psychiatric service for prisoners. 
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Loss of liberty, and the restrictive environment of 
institutions, leads inevitably to stress, to self absorp- 
tion, to hypochondriasis and to the attempt to 
manipulate medical facilities to overcome boredom, 
dietary restrictions and other painful aspects of 
penal life. Prison medicine, and especially prison 
psychiatry, has to contend with the effect of an 
artificial and generally adverse environment upon the 
prisoner’s ordinary problems of physical and mental 
health. 

In closing the conference, the chairman, Dr. Storr, 
appealed to persons with knowledge of prisons to 
do their utmost, within the limitations of the Official 
Secrets Act and other rules, to produce well-informed 
books and articles. This could help promote an 
enlightened public opinion and thereby bring 
influence to bear upon governments to improve 
prison standards. 

D. J. Wesr. 


BRAIN ELECTROPHYSIOLOGY 
Evoked Potentials in Psychology, Sensory 
Physiology and Clinical Medicine. By 
D. Recan. London: Chapman and Hall. 1972. 

Pp. xv-+ 928. Index 10 pp. Price £6.00, 

The study of evoked EEG activity is of increasing 
interest in psychophysiology. Over the past decade 
intriguing associations have been established be- 
tween the properties of the stimulus used and the 
evoked cerebral response and also between the latter 
and certain characteristics of the subject’s state of 
mind, such as his level of vigilance, expectancy and 
attentiveness to the stimulus. These observations 
have nourished the hope that the technique might 
shed some welcome light on the neurophysiology of 
psychiatric disorders, 

However, the research worker entering the field or 
attempting to assess what it might have to offer is 
confronted by a disconcerting number of often con- 
tradictory reports. It is for such a reader that Dr. 
Regan has written this admirable guide. He devotes 
chapters to evoked potentials in relation to the 
electrical activity of single neurons, sensory informa- 
tion processing and psychological variables; in 
Chapter 5 he deals with experimental techniques and 
apparatus. The text is lucid, well ordered, meti- 
culously documented and full of authoritative infor- 
mation. His condensed review of the clinical applica- 
tions (Chapter 4) may leave some readers hankering 
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after a more generous account (he gives only half a 
dozen pages to psychiatric disorders); unfortunately 
this brevity is a realistic reflection of the paucity of 
well-conducted clinical research. The bibliography 
(953 references) and index are both excellent. 

The book is highly recommended to anyone work- 
ing with evoked potentials and should be available 
for perusal and reference to everyone interested in 


psychophysiology. Daves fous: 


Event-Related Slow Potentials of the Brain: 
Their Relations to Behaviour. Edited by 
W. CG. McCarium and J. R. Knorr. Elsevier 
Scientific Publishing Company. 1973. PPp. xi+ 
383. Index 5 pp. Price $51.90. 

Event-related Slow Potentials are changes in the 
electrical activity of the brain that may go on for 
several seconds after a stimulus or other recognizable 
neuropsychological activity. The term comprehends 
a number of changes of which by far the best known is 
that christened ‘expectancy wave’, more than ten 
years ago, by Grey Walter, and now usually known 
as ‘contingent negative variation’ (CNV). The present 
comprehensive volume is the report of an international 
conference held more than two years ago. There are 
sections on methodology, physiology and ontogenetic 
fimction and two sections of particular interest to 
psychiatrists; namely, behaviour and the clinical 
applications. There is finally a comprehensive biblio- 
graphy of the many hundreds of papers that have 
been published on this particular aspect of electro- 
physiology of the brain in less than ten years. 

The volume of work done attests the interest and 
importance of new methods of investigating electrical 
activity of the brain. The apparatus required is not 
expensive or sophisticated but differs significantly 
from conventional EEG recording, so that few labora- 
tories are equipped to carry out the necessary 
observations except on a research basis. ‘The develop- 
ment of a new investigatory technique from research 
to routine use will occur only if it can be shown to be 
of definite diagnostic or therapeutic value. The EEG 
itself would never have got beyond being a laboratory 
tool if its value in the diagnosis and management of 
epilepsy had not been early demonstrated. 

As a research technique the study of the CNV 
continues to hold out great promise in the areas of 
attention and conation which have been singularly 
neglected in general psychology, in contrast to 
emotion and cognition. There is much of interest to 
the physiologically-minded psychiatrist in this volume, 
but it must be regretfully stated that nothing has yet 
emerged of definite clinical value in diagnosis or 
treatment. Nevertheless, any psychologist or psychi- 
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atrist interested in the interaction between mental 
and neural processes would be well advised to see if 
the kinds of techniques described in this volume 
might not be relevant to his projected research. 


D. A. Ponp, 


CHILDREN 
Adaptive Learning: Behavior Modification with 
Children, Edited by Brarrice A. Asmem and 
Ernest G. Poser. Oxford: Pergamon Preas. 
1973. Pp. xx-+439. Price £6.50. 

This is a reasonably well selected collection of 
reprints describing the application of behaviour 
modification techniques to children’s disorders. 
Forty-one papers—two of them specially written for 
this volume—are grouped in four sections dealing 
with: I. Sub-optimal behaviours within the normal 
range; II. Emotionally disturbed children; TII. 
Autism and retardation; IV. Training parents and 
others. The book has a brief introduction to the field, 
written by the editors, and a concluding section 
raising issues for further research. 

The selection of papers illustrates desensitization 
and operant techniques with a variety of children’s 
problems. However, the section on mental retarda- 
tion ignores the important area of training in self-help 
skills. Another major omission is the lack of reference 
to the exciting work being done with aggressive and 
ER children and their families (e.g. Patterson, 
1973; Phillips et al., 1973). 

The compendium would have been even more 
useful if some papers on methodological issues and 
attempts at evaluation had been included. Even so, 
it will prove valuable to those who wish to have their 
own copies of published papers. 


REFERENCES 
Parrerson, G. R. (1973) Reprogramming the families 
of aggressive boys. In Behavior Modification in Education 
(ed. Thoresen, C.). 72nd Yearbook, NSSE. 
Pumurps, E. L. et al. (1973) Achievement Place: Behavior 
shaping works for delinquents. Psychology Today, 


WELLIAM YULE. 


Children Under Stress. By Sura WoLrF. Penguin 
Books. 1973. Pp. 283. Price 50p. 

In recent years there seems to have been a tendency 
to try to legislate out of existence the unpleasant and 
noxious influences to which mankind may be exposed; 
clearly a hopeless task whose attempt sometimes leads 
to worse consequences. Despite the lawmakers, illness, 
handicap, hospitalization, breakdown of marriages, 
unkindness, bereavement will continue, and the more 
exceptional they become the more stressful for the 
families and children involved and the more help 
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these will need to face and overcome the consequences. 

How this can be done in a variety of stressful 
situations is the major contribution of this work, and 
it should thus be helpful to all kinds of people who 
have to do with children. The work seems to be 
written at different levels of sophistication, and one 
hopes that the layman will not be deterred by patches 
of psychoanalytic and research jargon nor the pro- 
fessional by the more homely patches. There is some- 
thing for both. The book perpetrates one serious error: 
that separations from the mother before the age of 
six months do not matter. There is in fact good 
evidence that separations even in the first days have 
an adverse effect on relationship formation and 


development. CHRISTOPHER WARDLE. 


ABORTION 
Experience with Abortion: A Case Study of 
North East Scotland. Edited by Gorpon 
Horos. Cambridge University Press. 1973. 
Pp. xiv-+373. Index 5 pp. Price £7.00. 

This book details in a most comprehensive way a 
five-year study of abortions in the Aberdeen area. 
The period of survey spans the introduction of the 
Abortion Act and gives interesting information about 
attitudes towards termination of pregnancy in the 
Aberdeen area before the passing of that Act. Deter- 
mined efforts were made to include information 
about all the women who underwent abortion during 
the period of study. Local circumstances gave a high 
success rate in tracing patients and this adds greatly 
to the value of the information presented. Separate 
chapters are provided by the sociologists, gynaccolo- 
gists and psychiatrists who participated, making the 
book an important factual study for a variety of 
specialists in this field. 

A final chapter by the co-ordinator of the study 
raises the issues which will be in the minds of every- 
one, namely whether one can rely on the information 
provided by the patients who participate in a study 
such as this involving so many emotive features, and 
also how far the findings may be applicable in other 
areas, 

As far as the first point is concerned, the team have 
obviously been aware of the difficulties and have set 
out clearly the ways they have tried to overcome 
them. For the second point each reader must, of 
course, make his own judgement. It does seem likely 
that important general lessons can be drawn, but 
inevitably where human beings are concerned human 
considerations must be taken into account. I per- 
sonally have no doubt that this study is an important 
contribution to a field in which there are many 
opinions and relatively few facts. I suppose the only 
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somewhat paradoxical comment is that this book is 
now of less interest to the practising psychiatrist in 
that he is now much less often invited to offer opinions 
about termination of pregnancy than he was in the 
immediate post-Abortion-Act days. This does not 
imply that this book is not highly recommended. 

C. P. SEAGER. 


CULTURAL ASPECTS 
The Mind Possessed. By WuıLriam SARGANT. 
Heinemann, 1973. Pp. xii-+212. Index 8 pp. 
Illustrations 16 pp. Price £1.75. 

The publishers describe this new book as running 
parallel to Battle for the Mind. It does indeed, although 
somewhat more concerned with religious experience, 
but clearly the same ideas are there amidst the new 
examples. 

In the first half Dr. Sargant—our own psychiatric 
shaman—gives us a mixture of Pavlov, abreaction, 
historical background and many a personal anecdote. 
Part Two is referred to by the author as his ‘research’ 
but is really a world travelogue at lightning speed. 
He attends a conference, and then a distinguished 
acquaintance takes him off for a few hours’ observa- 
tion of some religious spectacle. Occasionally he 
borrows a private plane, sometimes he hands out an 
antidepressant to an unhappy ecstatic, always his 
camera is at the ready. Hazards abound; his camera 
fails, ceremonies are held when the light is bad, a 
voodoo ritual is halted whilst more money is de- 
manded from him, but he and his wife keep on filming 
and keep on travelling. 

This new book is characteristically personal and 
idiosyncratic, ignoring the vast amount of published 
anthropological work on possession and mysticism. 
However, we should at least be grateful to Dr. 
Sargant for so robustly publicising an area which most 
psychiatrists neglect. The photographs are splendid. 

Riawarp Mayou. 


The Psychology of Aboriginal Australians, 
Edited by G. E. Kearney, P. R. De Lacey and 

G. R. Davmson. Sydney, New York, London, 
Toronto: John Wiley and Sons. 1973. Pp. xti+ 

437 incl. biographical notes on the contributors, 
Index 8 pp. Price £6.50 (cloth); £4.40 (paper). 
This book consists of a series of articles (some 
previously published) contributed by over thirty 
workers, mostly psychologists, some medical practi- 
tioners (four of them psychiatrists), several educa- 
tionists, anthropologists (four with a formal training 
in addition to considerable field experience) and one 
sociologist. Generally, their academic background is 
impressive. The articles cover various aspects of 
aboriginal life and behaviour, psychology (including 
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intelligence testing), concept development, psycho- 
linguistics and motivation. Social aspects are discussed 
under culture contact and adjustment, and the many 
associated problems dominate the whole book, which 
concludes with sections on mental health and an 
account of the traditional culture of the aborigines. 

B. Nurcombe et al. contribute an interesting chapter 
on ‘petrol sniffing’ which the authors attribute to a 
‘hunger for stimuli’, a reaction to boredom and 
frustration in adolescent males arising from a rigid 
tribal taboo system by which the old men monopolize 
the women, whilst the young men may have to wait 
indefinitely for mates. The mental state induced by 
petrol sniffing is a toxic delirium with clouding of 
consciousness, euphoria and vivid visual hallucina- 
tions, together with a lowering of inhibitions. 

The contributions to this symposium are of a high 
standard throughout and in a short review it is 

. impossible to do justice to them. The book will 
certainly find a place in the library of specialists in 
transcultural studies of this kind, but it will also 
interest psychologists and anthropologists with more 
general interests. A feature which pervades the whole 
work is the element of ‘caring’ for the aborigine. 
E. W. ANDERSON. 


PLANNING A DISTRICT PSYCHIATRIC 
SERVICE 
Policy for Action: A Symposium on the Planning 
of a Comprehensive District Psychiatric Service. 
Edited by Rosert Cawrey and GORDON 
MocLaauLan. Oxford University Press. 1971. 
Pp. 187. Price £2.50. 

This excellent book is based on a symposium on 
the planning of a comprehensive district psychiatric 
service which was jointly convened by the Department 
of Health and Social Security and the Royal College 
of Psychiatrists. The editors are to be congratulated 
on their joint skills and also on their frankness in 
revealing differences of opinion. There is hardly a 
psychiatrist who does not welcome the concept of a 
service based on psychiatric units in a District General 
Hospital and assisted by the treatment and social 
facilities which will keep to a minimum the need for 
prolonged hospitalization. 

Collectively, these essays and discussions comprise 
a useful handbook which covers realistically perennial 
but important topics such as departmental policy, 
bed ratios, psychiatric staffing, nursing and the 
social services. Trainee psychiatrists will find this 
booklet a worthwhile introduction to the complexities 
of planning a psychiatric service. 

Many factors influencing the welfare of the chronic 
mentally disabled are beyond the scope of psychiatric 
intervention. The community resources available to 


BOOK REVIEWS 


help such patients are small compared with their 
needs. Moreover these needs may be suddenly and 
catastrophically exacerbated by national economic 
changes. The chronically disabled cannot compete 
adequately for jobs and houses at a time of national 
shortage. Many former mental hospital patients 
have exchanged hospital care for homelessness, isola- 
tion, vagrancy and imprisonment. The discharge of 
patients from mental hospitals should not outstrip 
either the ability of district services to provide pro- 
fessional care or the ability of the community to 
provide a reasonable way of life. Perger Nosre. 


OBESITY 
The Psychology of Obesity: Dynamics and 
Treatment. Edited by Norman Kwe. Illinois: 
Charles C. Thomas. 1973. Pp. xxi-+-444. Index 
14 pp. Price $13.95. 

I have a pet aversion to reading unedited proceed- 
ings of conferences; they seldom contain anything 
original, and even more rarely anything that qualifies 
for an accolade. Indeed, if they do, generally the good 
parts are not original and the original parts not good 
—to borrow an aphorism. I prefer spoken words to 
be ephemeral, and written ones, when of sufficient 
merit, to be published where they can be more 
readily available. 

Yet, there’s a rub—how to ensure straightforward 
access to current views on a specific topic? A develop- 
ment to be welcomed is republication of selected 
material in a compilation. More such anthologies 
would have the additional advantage of sparing 
revered authors from having to paraphrase what they 
have already published in another form. Indeed the 
publication of abstracts, such as those by the Institute 
of Living and the International Research Communi- 
cations System, are services for which many are - 
grateful. 

This book is such an anthology. As it is on an 
important topic related to disturbance of behaviour 
it should be of value to all who treat or research on 
obese patients. It cantains contributions by 47 
authors, all of whom have worked in the United 
States. Most of the papers have been published 
within the past five years. Though a personal selection 
would have been different, I have no reason to 
quarrel with that chosen by the editor, his being 
orientated towards the book’s subtitle. He has done 
his work thoroughly and expe ditiously,the biblio- 
graphy containing over a thousand references and 
the index a similar number of items. I can only 
wonder how long we will have to wait for a sister 
volume on anorexia—or even on depression, dementia 
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Tuomas S. Szasz. Routledge and Kegan Paul. Price £4. 

The Second Sin. By Tuomas S. Szasz. Routledge and 
Kegan Paul. Price £2.50 (cloth); £1.50 (paperback). 


PSYCHOTHERAPY, PSYCHOANALYSIS AND 
PSYCHOLOGY 


New Approaches in Psychological Measurement. 
Edited by P. Kume. John Wiley. Price £5.50. 

Psychodiagnosis: Selected Papers. By PauL E. Mzean. 
Oxford University Press for Minnesota University Press. 
Price £7.25. 

Separation and Depression; Clinical and Research 
Aspects. Edited by J. P. Scorr and E. C. SENAY. 
American Association for the Advancement of Science. 
Price $19.95. 

Anxiety Factors in Comprehensive Patient Care. 
Edited by W. Lavrorp Regs. Proceedings of the Sympo- 
sium held at St. Lucas Hospital, Amsterdam, March 
1973. Price $10.40. 

The Psychological Assessment of Mental and 
Physical Handicaps. Edited by P. MITTLER. 
Tavistock Publications. Price £4.50. 

A Primer of Jungian Psychology. By Carvin S. HALL 
and Vernon J. Norpsy. Croom Helm. Price £2.50. 

Psychopharmacology, Sexual Disorders and Drug 
Abuse. Proceedings of the Symposia held at the 
8th Congress of the Collegium Internationale Neuro- 
Psychopharmacologicum, Copenhagen, August 1972. 
Edited by T. A. Ban et al. North-Holland Publishing Co. 
Price $42.00. 

The Meanings of Fear. By STANLEY RACHMAN. Penguin 
Books. Price 45p. 


GENERAL MEDICINE 


Lectures on the Methodology of Clinical Research. 
By Max Hasmmron (second edition). Churchill 
Livingstone. Price £5.00. 

Bladder Control and Enuresis. Edited by I. Kotvin, 
R C. MaoKerrn and S. R. Meapow. Clinics in 
Developmental Medicine, Nos. 48-49. William 
Heinemann Medical Books for Spastics International 
Medical Publications. Price £6.20. 

Emotional Factors in Gastrointestinal Illness. 
Edited by A. E. Linpner. Excerpta Medica. Price 
$19.20. 


TRAINING 
Examinations and the Training of Psychiatrists. 
Edited by Paur O'FarreL. (Proceedings of the 
second symposium of the Association of Psychiatrists 
in Training, July 1973). Association of Psychiatrists in 
Training. Price 35p. 


DRUGS 

Existing Patterns of Services for Alcoholism and 
Drug Dependence: Report on a Study. W.H.0. 
Regional Office for Europe, Copenhagen. For free distribu- 
tion. 

Comparison and Evaluation of Methods of Treat- 
ment and Rehabilitation for Drug Dependence: 
Report of a Working Group. W.H.O. Regional Office 
Jor Europe, Copenhagen. For free distribution. 

Terminology and Criteria of Drug Dependence: 
Report on a Study. W.H.O. Regional Office for Europe, 
Copenhagen. For free distribution. 

Lithium: Its Role in Research and Treatment. 
Edited by SAMUEL GersHon and Baron SHOPSIN. 
Plenum Press. Price $22.50. 


ANNUALS 
Current Psychiatric Therapies, Vol. 13, 1973. 
Edited by Jutes H. Masserman. Grune @ Stratton. 
Price $15.75. 
The Annual of Psychoanalysis, Vol. 1, 1973. Edited by 
a committee of the Chicago Institute for Psycho- 
analysis. Quadrangle Press. Price $15.00. 


MISCELLANEOUS 

A Guide to Mental Health Services. By Epwarp T. 
Brox, ANGEL G. Gomez and Groroe L. ADAMS. 
Unwersity of Pittsburgh Press. Price $6.95 (cloth), 
$2.95 (paperback). 

Sexual States of Mind. By Donatp Me.rzer. Clunie 
Press. Price £4.00. 

Dreams and Dreaming: Selected Readings. Edited 
by S. G. M. Lez and A. R. Mayes. Penguin. Price 
£1.25. 

No Trespassing! Explorations in Human Terri- 
toriality. By Corneus B. BAKKER and Marianne K. 
BAxKER-RABDAU. Chandler and Sharp. Price $8.95. 

Poetry the Healer. Edited by Jacx J. Lugpy. Blackwell 
Scientific Publications, for J. B. Lippincott. Price £4.50. 


REPORTS 

Mental Illness in Kensington & Chelsea and Ham- 
mersmith: Report of a Research team. Psychiatric 
Rehabilitation Associaton. Price £1.50. 

Silver Jubilee Report, 1972, and NSMHC Guide to 
Regional and Local Society Services. Natonal 
Society for Mentally Handicapped Children. Price 30p 
each. 


Many of these books will be reviewed at a later date. 
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Correspondence 


Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, Chandos House, 2 Queen Anne Street, London, WiM gLE 


THE PLACE OF ETHOLOGY AND 
EVOLUTIONARY ANTHROPOLOGY IN 
PSYCHIATRY 


Dear Sim, 


We should like to call attention to the work of the 
ethologists and the evolutionary anthropologists, and 
its significance to the practice of psychiatry. In a 
surprising departure, the 1973 Nobel prize in physi- 
ology and medicine has been awarded to three 
scientists who have pioneered in the study of animal 
behaviour. The Nobel committee noted that ‘these 
first discoveries were made in insects, fishes and 
birds, but the basic principles have proved to be 
applicable also to mammals, including man.’ 

In our discussions with ethologists we have 
encountered again and again an exasperation with 
the psychiatric profession. Over about half a century 
ethologists have accumulated a wealth of data that 
are freely available, but psychiatrists barely take 
cognizance of this lode of information. The ethologists 
themselves, as well as some evolutionary anthro- 
pologists, are beginning to take the steps that psychi- 
atrists should have taken, and are now embarking on 
ethological studies of the species homo sapiens. In the 
-` preface of Early Childhood Autism—An Ethological 
Approach (in Advances in Ethology, vol. 10, P. Parey, 
Berlin, 1972), E. A. Tinbergen and N. Tinbergen 
make a renewed appeal to the psychopathological 
profession to take more notice of some developments 
in ethology. 

Here in England there are a few colleagues 
espousing such a view, but they form the barest 
trickle. How many papers have been published in our 
psychiatric journals on such topics? We should like 
to appeal to the academic heads of departments of 
psychology and psychiatry to consider seriously 
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including ethology in their curricula. 
A. Davip Jonas. 
Doris F. Jonas. 
24-B Wellington Court, 
Knightsbridge, S.W.1. 


TRANSCULTURAL PSYCHIATRY 
Dear Sm, 

The study of transcultural psychiatry has received 
relatively little attention in this country in the past. 
In recent years there is increasing recognition of the 
fact that we live in a multicultural society, and 
psychiatrists (even if they uever practise outside this 
country) must expect to see patients from many 
different countries and cultural backgrounds. In 
some cases it may be the conflict of cultural values 
that lies at the root of the psychiatric problem: in 
others, cultural differences will affect the way in which 
symptoms are presented and can be treated. 

Through your columns, may we invite any British 
psychiatrists who have an interest in this field to 
write to either of the undersigned at the addresses 
given below, with a view to an exchange of informa- 
tion and ideas. Depending on the response, it may 
seem appropriate to arrange a discussion meeting or 
conference at some appropriate centre, and this in 
turn might lead to the formation of a specialist group 
within the College. 

FarRuUKH Hasumi. 
All Saints Hospital, 
Lodge Road, 
Birmingham 18. 

Pure H. Rack. 

Lynfield Mount Hospital, 
Heights Lane, 
Bradford 9. 
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The International Journal of 
Psycho-Analysis 





Contents of Volume 55 Part 1 include: - 


A psychoanalytic perspective leading currently to the syndrome of the compromise of integrity 
by Leo Rangell 


A borderline case: Ego synthesis and cognition by Samuel Atkin Discussion: Janice de 
Saussure 


Depression, anxiety and affect theory by Charles Brenner Discussion: Paula Heimann 


Psychological conflict and the structural model: Some clinical and theoretical Implications by 
Joseph Sandler Discussion: Samuel Abrams 


Edited by Joseph Sandler Published quarterly Annual subscription £8.50 ($24.00) 


BAILLIERE {P TINDALL 


7-8 Henrietta Street London WC2E 8QE 


PSYCHIATRIC RESIDENCIES 
APPROVED RESIDENCY PROGRAM 


Applications are invited for residency appointments in psychiatry. Didactic work 
will be carried out at Columbia University and full clinical exposure will be given in 
all areas of adult and child psychiatry in the extensive facilities of Bergen Pines 
County Hospital situated in lovely countryside twenty minutes from New York City. 
This comprehensive program will also include assignments in community, drug 
abuse and alcoholism programs. Third year electives will include clinical administra- 
tion (chief residencies) and research. Vacancies in all years available. Starting time 
will be July 1, 1974. Salaries competitive. 


Please send applications to Dr. Nathan S. Kline, Director of Psychiatry, Bergen 
Pines County Hospital, Paramus, New Jersey 07652. 
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_ PAGE 


Management— 
The Mental Health Services: A Review of the Statistical Sources and a Critical Assessment 
of their Usefulness; by Alan Maynard and Rachel Tingle . . 


What shall we do with the Drunkenness Offender? by Howard I, Hershon, Tim Cook and 
Peter A. Folds . x ‘ ‘ . i ‘ ‘ ‘ ‘ 


Clinical Studies— 
Two Syndromes of Suicide; by Irens M. K. Ovenstone and Norman Kreitman P 
A Clinical and Family Comparison of Paranoid and Non-Paranoid Schizophrenics; 
by Richard C. Fowler, Ming T. Tsuang, Remi F. Cadoret, Edward Monnelly and Michasl McCabe 
The Stability of Psychiatric Diagnoses; by R. E. Kendell =. $ : : 
The Reliability of the Psychiatric Anamnesis; by M. R. Eastwood and H. E. Ross ra 
Personality Disorder: Part II. Follow-up; by Amos Welner, Jay L, Liss and Eli Robins . ‘ 


Treatment— 


A Token Economy Project with Chronic Janar Patients; X Roger Baker, a N. 
Hall and Keith Hutchinson . F 3 ‘: F 


Controlled Trial of Depot Fluphenazine in Saisi cas: by Robert pane 
and Alistair Forrest . ; 7 A ; i ‘ . : x 


An Experimental Investigation of Desenzitization in Phobic Patients; ji Patricia Gillan and 
S, Rahman . š . : . e 

A Blind Evaluation for a Penile ani Sex Aid for ae Males; oe Cooper . 
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Published Monthly 
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Individual numbers, £2.00, including postage (U.S.A. $6.00) 
Cheques to Headley Brothers Ltd., B.J.P. a/c. 


SPECIAL PUBLICATIONS 


No. 3. Studies of Anxiety 
Edited by M. H. Lange, including postage 75p (U.S.A. $2.00) 
For R.C.Psych. Members, W.P.A. Members and Journal Subscribers, as above. 
Cheques to Headley Brothers Ltd., W.P.A. a/c. 
Published January 1969. Reprinted for W.P.A, Autumn 1970 


No. 5. The Training of Psychiatrists 
Edited by G. F. M. Ruse. and H. J. Wanton, including postage £1.80 
S.A. $5.25) 
pecial price for R.C.Psych. Members and Journal Subscribers, including 
postage £1.35 (U.S.A. $3.90). Cheques to Headley Brothers Ltd., B.J.P. a/c. 
Published August 1970 


No. 6. Recent Developments in Psychogeriatrics 


A Symposium edited by D. W. K. Kay and Atexanper Wats, including 
postage £1.60 (U.S.A. $4.25). Special price £1.20 (U.S.A. $3.50) 
Published June 1971 


No. 7. Psychiatrists in Training: 
The Report of the R.M.P.A. Manpower and Education Project 
By PETER BROOK 


Price, including postage £2.00 (U.S.A. $6.00). Special price £1.50 (U.S.A. $4.50) 


No. 8. Genetic Studies in Mental Subnormality 
By B. C. C. Davison, P. F. Benson, P. N. Swrrr and J. D. Sruppy 
Prices as No. 7 


It is regretted that Special Publications Nos. 1, 2 and 4 are now out of print 


In course of preparation 
No. 9. Contemporary Psychiatry: Selected Reviews from the British 
Journal of Hospital Medicine 
No. 10. Studies in Schizophrenia 
No. 11. Families without Hope: A Controlled Study of 33 Problem 
Families 
Published by the authority of the 


Royal College of Psychiatrists by 


HEADLEY BROTHERS LIMITED 
Ashford, Kent TN24 8HH 





' Prothiaden 
quickly breaks 
the web of 

depressive 
illness 







Rarely does one encounter a depressed patient who does 
not also show definite signs of anxiety. A common 
problem for the prescriber. 
Tranquillizer? Anti-depressant? Or both? 
Prothiaden is the anti-depressant that not only treats 
drepression, but also quickly relieves the anxiety so often 
a feature of depressive illness. 
Fast-acting, exceptionally well tolerated, 
with Prothiaden your depressed patient is soon 
having a lot more ‘good’ days than bad ones. 


Prothiaden | 
the better anti-depressant: 
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ST. ANDREW'S HOSPITAL 
NORTHAMPTON 


Mepicar Direcror: JAMES HARPER, M.B, FLR.CLP.(Edin), F-R.C.Psych. 


St. Andrew’s Hospital is a private psychiatric hospital, situated in 130 acres of parkland in the 
county town of Northampton. In general, patients are admitted to Isham House, a recently 
opened luxurious reception unit in the grounds, which is equipped for the investigation and 
treatment of all forms of psychiatric illness. The accommodation consists entirely of private 
bedrooms, most of which have private bathrooms, ete, 

In addition, there are facilities in the main hospital for the care of longer stay and geriatric 
patients, chiefly in private bedrooms. 

The hospital’s amenities include Gloucester House, which comprises an occupational 
therapy department, a swimming pool, a squash court, and library, while in the grounds 
there are tennis courts, a g-hole golf course, etc. 

Subscribers to private medical insurance schemes, such as the British United Provident 
Association and the Private Patients’ Plan, may claim benefit in respect of fees charged. 

Further particulars, inchiding fees, may be obtained from the Medical Director, St. 
Andrew’s Hospital, Northampton (Tel. o604 (Northampton) 21411}, who can be seen in 
consultation by appointment at the hospital. 


AVERSION 
THERAPY 


a s a AN AUTOMATICALLY TIMED 
rane Rs a ELECTRIC SHOCK STIMULUS 


ome ma v UNIT FOR PSYCHIATRIC 
CONDITIONING 





Send for full details by return to: 


N. H. EASTWOOD & SON LTD. 


70 Nursery Road, London N14 5QH 01-886 5458 


Manufacturers of electronic and electro-medical equipment--suppliers to local authorities 


the prooem 
of the day 
permeate 
the night... 


.. when the elderly patient 
suffers from nocturnal 


confusion and/or agitation. 


HEMINEVRIN syrup rapidly 
induces a moderate level of sleep, 
which results in a normalised 
sleep pattern within a few days. 


Moreover, morning drowsiness 
and other side effects rarely 
occur. 


Heminevrin’ Syrup 


normalises sleep patterns in the 
elderly 


Chiormethiazole edisytate (ethandisuiphonate) 


Further information on request 


AS | ae AN | Astra Chemicals Limited Watford 








TRY, MA 
il 


AA 






YY 
í H Y 


S 5 ‘ us Vl 
Significantly 7 - 
-> superior to z E 


azepam. s 





„more 
2 effective than 
7 diazepam.” 


| 
i 
E 
More than 100 published trials confirm that 
ATIVAN is a more powerful and selective 
anxiolytic than previous benzodiazepines 
controlling a wider range of symptoms at 
an extremely low dose. 
ATIVAN* is presented as blue oblong tabi Á 
Wyetn 


med. Res. Opin. 1, 269. 2. paling « . . 
mia a aeee a for effective relief of anxiety 
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Despite anxiety. . . 
drawings done, deadline met 


Another example of 
Stemetil at work 










































































































































































































































































































































































































































































































































































































































































































































































A ety pO Hectal probe 
$) O WO 
GECA og 3 DY D $ 
fe i Ci g O18 Os J 
t A pTO ör Do 
alwa pa o capa 
t 
Because trea e : 
O07 8 id a tS big 
ame 
BON aisorder ang remeg 
0 av proguce at 1e 
ATTOrG TOF long e e 
DGIO par perno ance 
: ps 
ome ake goog 
Because ame OTE 3 
ermove t a apa a 
+ > a L BN 
ana atio 
i a > > EA B 
provides promp piete re 
Of a ety a 5 a 
pro 
AS one ent ca p 
ano : a 0 
Oia ‘7 i BF iJ 
Once ation oro g 
eme 0 e 
O alice è Gog 
$ er. Ang at OLNE 
ea = a a as good a 
0D 0 è a 
A Thet Ae 690 
å 405, 1959 
. 




















G 





















































vi BRITISH JOURNAL OF PSYCHIATRY, MAY 1974 








The British Journal of Psychiatry 


(The Journal of Mental Science) 


Published monthly; Price £2.00, including postage. 


Annual Subscription £20, including postage. 


Communications on general editorial matters, including MSS. for publication, printed 
matter, and books for review, should be sent to The Editor, R.C.Psych., Chandos House, 
2 Queen Anne Street, London W1iM 9gLE. 


Communications and inquiries regarding sales, from Vol. 122-123 (1973) onwards, to 
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All correspondence relating to advertisements should be addressed to The Advertisement 
Department, BAILLIERE TINDALL, 7-8 Henrietta Street, London WC2E 8QE. 














Royal College of Psychiatrists Publications 


From Tue Brrriso JourNAL or Psycutarry, Chandos House, 2 Queen Anne Street, 
London WiM 9LE, 


Reading List in Psychiatry (second edition). 
Drawn up by B. M. Barraclough and B. E. Heine for the Clinical Tutors’ Sub-Committee. 
Single copies top each; 40 copies £4.00; 100 copies £7.00. Prices include postage. 
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Handbook for Psychiatric Nurses. gth edn. 1964. Price £2.00, plus 15p postage. 
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many therapists have begun 
to use high dose or meganeuroleptic 
therapy for chronic 
schizophrenics who without 
such treatment would 
be prisoners of psychosis 
indefinitely.” 





Serenace can be used with confidence in 
doses of up to 90 mg day for the rapid 
control of the agitated psychotic and to 
achieve a therapeutic breakthrough in 
chronic schizophrenia. 


High doses of Serenace can liberate many 
schizophrenics from the treadmill of merely 
adequate control with minimal side effects, 
indeed it has been reported that “Those 
experienced with high dose haloperidol 
(Serenace) therapy testify that it is 


remarkably safe ...”"! 


1 Dis. Nerv. Syst., 1972, 3307) 459 


(Haloperidol) 
Further information is available on request. 
Searte Laboratories 


P.O. Box 53, Lane End Road, 
“LoHigh Wycombe, Bucks. HP12 4HL. 
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INSTRUCTIONS TO AUTHORS 


1. Articles must be typed on quarto or Aq paper with double spacing and generous margins, 
Please submit two copies, one on lightweight paper suitable for airmail. 
2. The title, with the names only of the authors, should be brief and to the point so as to give 


a clear idea of the nature of the work when it is later quoted by others. The names, degrees, and addresses 
of all authors should be given at the end of the paper. 


3. Each article should be accompanied by a synopsis up to 250 words long on a separate sheet, giving under 
its litle some indication of the nature of the article and the name and address of one author. As soon as the article is 
accepted for publication, this synopsis will be published in a special section of the Journal as a form of advance notice. 

4. It is best to write simply and directly, avoiding complex sentences and specialized technical 
words where possible, so that even non-specialist readers can hope to understand. Grcat importance is 
attached to conciseness and clarity in the assessment of papers. The Joursal cannot afford space for wide 
reviews of past studies when the reader can be referred to a book or a recent review elsewhere. Case 
histories, if indispensable, must be short and confined to the essential facts needed for the particular 
article. It is always wise to ask colleagues to read and criticize an early version of the manuscript, 
particularly to make sure it is unambiguous and clear in its meaning, orderly, and not repetitive. 





5. All measures must be expressed in the metric system, e.g. weights in kilogrammes; temperatures 
in °C; doses in grammes or milligrammes;: lengths in centimetres; volumes in litres or millilitres. 
6, A summary should be provided at the end of every article, 


7. Acknowledgements: Always indicate clearly where the work has been done and what post(s) 
the author(s) then held, if different from those given at the end of the paper. Then acknowledge any 
financial support and the special assistance of others, where appropriate. 


8. Tables should be typed. Diagrams, drawings and graphs must be drawn in black ink on white 
paper and properly lettered. Prepare them on quarto or Aq paper about 14 times the size they will be 
when printed. If they have to be re-drawn by the printer the cost, which may amount to several pounds, 
will be charged to the author. After printing, blocks are returned by the printers to the senior author. 


9. References should be listed alphabetically at the end of the paper, the titles of journals being 
given in full. Book titles are to be given with initial capitals for important words, and with place of 
publication. References to articles should include the names of all authors. The title of the article should 
be without initial capitals and without quotes; the last as well as the first page should be included. 
Chapters in books should be treated in the same way as articles in journals. For example: 

1, ABEL-SMITH, B. and Trrmus, R. M. (1956) The Cost of the National Health Service in England 
and Wales. Cambridge. 


i 


. ABenson, M. H. (1969) Drug withdrawal in male and female schizophrenics. British 
Journal of Psychiatry, 115, 961-2. 


3. APPEL, K. A. (1959) Religion, in American Handbook of Psychiatry (ed. Arieti). New York. 
In the body of the paper, references may be by author and date: ‘Abenson (16 69)’; or by reference 
y paper, may y (1909; Y 
number: ‘Abenson (2)’, as the author wishes. 





Please check the accuracy of all references in the manuscript before submission, to make sure there 
are no typing errors in dates and page numbers, and that dates and spelling of names correspond in text and 
reference List, 

Big corrections are too expensive to be allowed at the proof stage, but dates and other numbers should 
then be scrupulously rechecked. 


10. Reprints must be ordered from the printers, Headley Brothers Limited, The Invicta Press, Ashford, 
Kent TN24 8HH, at the same time as proofs are returned to the Editor. 
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She’ i rž 
hes averyintolerant woman. 

The paranoid fears which are symptomatic of schizophrenia 
make her intolerant of everyone. And everything. 

Only the phenothiazines are potent enough to control this 
disturbed mental state, but she finds these tranquillisers hard to 
tolerate too. And the extra-pyramidal reactions which result are 
indicative of drug-induced Parkinsonism. 

Artane* (benzhexol) has a history of safety and success in all 
forms of Parkinsonism. Unlike some of the newer forms of 
treatment, it is not contra-indicated with phenothiazine therapy 
and twenty-five years use have proved that it is free from 
unacceptable side-effects. 

Artane dosage can easily be adjusted to suit existing drug 
regimes and individual needs, so providing continued control of 


these distressing symptoms. And at 34p for a month’s supply of 
tablets, it’s a price that any budget can stand! 


ARTANE makes her treatment tolerable. 
Presentation: Tablets: 2mg and smg Sustets (for sustained release) 5mg 
e 
British Medicine 


Lederle Laboratories, A division of Cyanamid of Great Britain Ltd., Fareham Road, Gosport, Hants. 
Full information is available on request *registered trademark 
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Director 


Out-Patient Service: s29,400-s33,700 


Thistletown Regional Centre for Children and 
Adolescents, MINISTRY OF HEALTH, located 
in northwestern Metro Toronto, requires a 
Senior Child Psychiatrist to assume leadership 
of the Out-Patient and Community Services, 


The Centre provides in-patient, out-patient and 
day treatment services to emotionally disturbed 
children and adolescents and is affiliated with 
the Department of Psychiatry, University of 
Toronto, as a training centre in child psychiatry. 
The Out-Patient Department has been enlarged 
with a new wing with modern teaching facilities. 


Alternative professional contract engagement 
also available at $27,000-—$34,000 per annum, 


Qualifications: Licensed to practice in Ontario; 
certification by the Reyal College of Physicians 
and Surgeons in Psychiatry; considerable child 
psychiatric clinical experience, 


Please write to Clinical Director, Thistletown 
Regional Centre for Children and Adolescents, 
11 Farr Avenue, Rexdale, Ontario, M9V 2A5, 
Canada. 


This position is open equally to men and women. 


Ontario 
ontario Public Service 































NEW Mk.4 E.C.T. APPARATUS: 


DUOPULSE, ECTONUSTIM, 


ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. $G6 IAQ 


ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 
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Inthe spectrum 
of depression 


‘Concordin has : 
a special place 








Despondent, dejected and listless, the 
withdrawn depressive is the special case 
likely to derive most benefit from 
‘Concordin’, The è rapid e highly effective 
and e less sedating action of ‘Concordin’ is 
of especial value in treating these and 
similar symptoms in many retarded 
depressives. 


Concordin 


iptyline hyd 








‘Concordin’ is supplied as tablets containing 5 mg or 10mg protriptyline 
hydrochloride. Detailed information is available to physicians on request. 
R denotes registered trademark. 


€D Merek Sharp & Dohme Limited, Hoddesdon, Hertfordshire 
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GOVERNMENT OF MALAWI 
Ministry of Health 


require a 


PSYCHIATRIST 


Salary £4,572 (approx) Tax Free Gratuity 


Required to take full professional and admini- 
strative charge of the main Mental Hospital in 
Malawi, will also be Consultant to other hospitals. 


Candidates, aged 30-50, should possess a 
medical degree and should preferably have held 
a consultant psychiatric post. Alternatively a 
Diploma in Psychiatric medicine would be 
acceptable. Preference will be given to candi- 
dates with at least five years professional 
experience in Psychiatric Medicine. 


Generous paid leave with free passages and 
baggage allowance, Education allowances and 
subsidized housing. Loan for the purchase of a 
car. Free medica! attention. 


Please apply to MALAWI BUYING AND TRADE 
AGENTS, Recruitment Section, c/o Berners 
Hotel, Berners Street, London, W1A 3BE, for 
application form and further particulars quoting 
reference number 689/B. 


ROYAL POSTGRADUATE MEDICAL SCHOOL 


Applications are invited for the following course: 


MEDICINE & PSYCHIATRY 


29-31 May 1974 


The first two days of the course will be concerned 
primarily with clinical psychiatry and its relation- 
ship to general medicine and sociology. The third 
day will concentrate on the relationship between 
the law, politics and psychiatry. On each day there 
will be four sessions consisting of a lecture followed 
by a discussion. 





The course is intended for psychiatrists and 
others interested in psychiatry and will be suitable 
for candidates preparing themselves for the 
M.R.C.P., M.R.C.Psych, and D.P.M. examina- 
tions, Applicants may attend for the entire course 
or only for the third day. 


Course fee: £17. 
Applications to the Secretary, Royal Post- 


graduate Medical School, Hammersmith Hospital, 
Londen, W12 OHS 








HERTFORDSHIRE COUNTY COUNCIL 
Health Department 


CONSULTANT 
PSYCHIATRIST 


required for two sessions per week at 
Epping House School, near Hertford——a 
boarding school for maladjusted boys and 


girls aged 6 to i2- The School is 
situated near Hertford—-although it is a 
little in the country-~it is quite accessible 
from London. 


Payment will be at the B.M.A. rate for 
a Consultant—~£1 1.40 per session. 


Application forms from Staff Section, 
Health Department, County Hall, Hert- 
ford 5G13 8DG, to be returned within 
14 days. 





INSTITUTE OF GROUP ANALYSIS 
1 Biekenhall Mansions, Bickenhall Street, 
London W1rH 3LF. 01-487-5373 
‘The following courses will be run by the Institute 
of Group Analysis: 
ADVANCED COURSE SEMINARS 

Ar. Basic Supervision for those just starting their 
group/s 

Aa. Clinical Supervision detailed discussion of 
chnical material from ongoing Qut-patient 
groups. 

Ag. Advanced Seminar in Family & Marital 
Group Work for workers of all disciplines 
experienced in Family & Marital Group Work. 

Aq. Large Group Project to explore experientially 
the more specifically group dynamic processes 
in large groups as distinct from its psycho- 
dynamic aspects. 

All seminars start in the first week in October, 

Seminars 13-30 weeks, Ag—-4o weeks. 

COURSES OF TEN SEMINARS 

Introductory Course in Family Therapy 

Introductory Course in Marital Therapy 

Introductory Course im Principles of Training 
Support and Supervision 

Introductory Course in Large Group Experience 

All the Courses will be held on Thursday afternoons 

and a detailed programme will be available shortly. 











Please send all applications and enquiries to: 
Course Secretary at the above address. 





In depression or anxiety 


Triptafen-DA 





‘“*...often anxiety or agitation occurs in depressed patients treated with anti- 
depressant drug therapy. 

Serious depressive states can be uncovered when anxiety is treated by 
tranquillisers.”’ (Practitioner, 1972, 208, 511. 


Triptafen-DA treats the depression AND the masked anxiety. 
Triptafen-Minor treats the anxiety AND the masked depression. 


Triptafen-DA Tablets and Suspension, and Triptafen-Minor Tablets contain amitriptyline hydrochloride 
BP (as amitriptyline embonate in the Suspension) with perphenazine BP. 


Full information is available on request. ä $ 
Triptafen is a trade mark of ALLEN & HANBURYS LIMITED LONDON E2 6LA | & 
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Ospolot 


sathi 


First-line treatment in epilepsy, improves behaviour disorders 


Ospolot is a broad spectrum anticonvulsant with a high safety margin, effective 
when used alone or in combination. Ospolot is well tolerated without causing 
sedation or increased irritability. Ospolot also improves behaviour disorders. 


Further information is available on request from: Bayer Pharmaceuticals Limited, Haywards Heath, Sussex 
RH16 1TP. Telephone: Haywards Heath (0444) 2681. 0) Registered Trade Mark of Bayer Germany. 
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The Effects of Phenothiazines on Endocrine Function: I 


Patients with Inappropriate Lactation and Amenorrhoea 


By P. J. V. BEUMONT, M. G. GELDER, H..G. FRIESEN, G. W. HARRIS, 
P. C. B. MacKINNON, B. M. MANDELBROTE and D. H. WILES: 


INTRODUCTION 


Shortly after the advent of modern psycho- 
pharmacological agents in the 1950s it was 
noted that their clinical use led occasionally 
to galactorrhoea (Gäde and Heinrich, 1955; 
Winnik and Tennenbaum, 1955);:to menstrual 
disorders (Polishuk and Kulesar, 1956), and to 
false positive pregnancy tests (Foxworth and 
Lehman, 1957; Marks and Shackcloth, 1966). 
The drugs were also shown to have a profound 
effect upon the oestrous cycle (Cranston and 
Segal, 1960) and breast activity (Sulman and 
Winnik, 1956; Sulman, 1970) of laboratory 
animals. Most published reports incriminated 
the phenothiazines, especially chlorpromazine, 
and the literature pertaining to this drug was 
reviewed in detail by De Wied (1967); but 
similar effects have been noted with several 
related psychotropic substances (Shader and 
Di Mascio, 1970). These side effects are gene- 
rally accepted to result mainly from the action 
of the drugs on the hypothalamus (De Wied, 
1967), but the precise mechanisms involved are 
not fully understood. 

The demonstration of changes in prolactin 

© Jevels in human subjects has been delayed by the 
lack of a satisfactory assay of human prolactin. 
Since such assays have become available it has 
been shown that a single dose of a phenothiazine 
such as chlorpromazine produces a reproducible 
rise in circulating prolactin in normal subjects 
(Kleinberg et al., 1971; Friesen et al., 1972). 
Only a few reports have also been published of 
raised prolactin levels in patients receiving 
phenothiazines (Apostolakis et al., 19725 Frantz 
et al., 1972). The relationship between raised 
prolactin levels and breast activity is, however, 
not a simple one, because factors other than 
prolactin are involved in the initiation and 
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maintenance of lactation (Meites and Nicoll, 
1966). P am Be 

In the present communication we report the 
effects of phenothiazines, as used in clinical 
practice, on circulating levels of prolactin and of 
luteinizing hormone. We refer also to levels of 
oestrogens (oéstradiol) and of progesterone, so 
far as is necessary to elucidate our findings in 
regard to the pituitary hormones. Our subjects 
were female patients who had developed in- 
appropriate lactation (galactorrhoea) and a 
menstrual disorder (amenorrhoea) while re- 
ceiving treatment for psychiatric illness. A 
preliminary report of part of the findings has 
been published (Beumont etal., 1972). 


CumicaL MATERIAL AND METHODS 
The patients (see Table I) 


The psychiatric diagnosis of the 16 patients were: 
schizophrenia (g), atypical psychosis (5), manic- 
depressive psychosis (1) and personality disorder (1). 
All were receiving phenothiazines, either chlorpro- 
mazine, trifluoperazine, thioridazine, pericyazine, 
fluphenazine, or a combination of these, and 3 were 
also receiving haloperidol, All were receiving an anti- 
parkinsonian agent, either orphenadrine or benz- 
hexol. The only other drugs prescribed were amylo- 
barbitone (2 patients), nitrazepam (2) and chlor- 
diazepoxide (1). The amount of medication prescribed 
varied widely from patient to patient. At one extreme, 
patient 5 was taking haloperidol 18 mg., thioridazine 
600 mg., benzhexol 30 mg. and amylobarbitone 
sodium 400 mg. per day; at the other extreme, patient 
13 was receiving trifluoperazine 15 mg. and benz- 
hexol 6 mg. daily. Nine patients showed extrapyra- 
midal syndromes of the type commonly found in 
association with psychotropic medication. No clinical 
evidence of endocrine. disease was found in any 
patient. All had developed galactorrhoea or menstrual 
disturbance while receiving phenothiazines. 


t 
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Taste I 
Clinical findings 
Age of ee fo EY 
; youngest, * “Medication a Extra- Galactor- 
Patient* Age child EE a -pyramidal Menses rhoeat 
(years). Duration Current, dosage** signs p ” 
1, (G.J.) 38 8 13 years’... Haloperidol 4'5 mg. Mild Absent +++ 
i « Chlorpromazine 800 mg. 
2. (P.O. 48 — g years ‘“Thioridazine 300mg. Absent Regular ++ 
« Amitriptyline 150 mg. 
3. (B.G) 46 — 14 years, Trifluoperazine 15 mg. Absent Regular ++ 
Chlorpromazine 100 mg. 
4. BOAK) gı —- Yo years Trifluoperazine 15 mg, Absent Previously + 
š absent 
5. (D.F.) 48 “ne 13 years Chlorpromazine 300 mg. Absent Post- 
eg menopausal 
6. (R.C.) 32 2 2 years Fluphenazine Severe Absent +++ 
: decanoate 25 mg 
every two weeks 
7. (LEJ 39 6 4 months Trifluoperazine gomg, Moderate Absent + 
8. (G.D.) 35 10 8 years Haloperidol 4'5 mg. Severe Absent o 
l Thioridazine 800 mg. 
9. (G.T) 19 — 10 years Haloperidol o-5.mg. Absent Previously ++ 
F Thioridazine 6o00 mg. absent 
ro. (SH) 21 Ir 4years Chlorpromazine 450 mg. Severe Previously +++ 
absent 
n. (KK) 36 — 4 years Haloperidol 18mg. Moderate Absent + 
Thioridazine 600 mg. 
12. (J-W) 36 — 10 years Chlorpromazine 450 mg. Absent Regular -+ 
19. (R.B) 39 — 3 weeks Chlorpromazine 400 mg. Moderate Regular + 
Fluphenazine 
decanoate 25 mg. 
every two weeks 
14. (S.W) 33 3 2 years Fluphenazine Mild Previously + 
decanoate  12+5 mg. absent 
every two weeks : 
15. (T.J) 33 7 4 years Chlorpromazine 150 mg. Moderate Previously -++ 
Fluphenazine absent 
decanoate 25 mg. * 
every two weeks 
16. (F.K.) 18 — 4 years Pericyazine 30 mg. Absent Regular + 





* Initials are given to allow comparison with the data for individual patients given in the preliminary 


report (12). 


** meg, per day unless stated otherwise. . 

+ The amount of secretion expressed from the breasts of individual patients on different occasions was 
relatively constant. -+ -+-+ indicates that the regularity exceeded 10 ml.; +-+ that it was between 5 and 10 ml, 
and -+ that it was less than 5 ml. 


Clinical procedure 

Patients were observed for between one month and 
two years, at approximately weekly intervals. Data 
concerning mental state, the presence of extra- 
pyramidal signs, the occurrence of menstruation, and 
the severity of inappropriate breast activity were 
recorded. Galactorrhoea was assessed by massaging 
each breast manually for a standard period of three 


d 


minutes, and the amount of secretion was measured, 
In the first phase of the investigation a preceding dose 
of oxytocin and a breast pump were used, but these 
aids did not appear to influence. significantly the 
amount of secretion expressed, 

Blood samples (to ml.) for hormonal assay were 
collected between the hours of 9.00 and 11.00 a.m. 
Specimens. were centrifuged immediately, and the 
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plasma was frozen. At least three specimens a week 
were. collected. Sampling continued over a full 
menstrual cycle, or, in those patients who were 
-.amenorrhoeic, for at least five weeks. Two patients 
(B and 9) withdrew from the study before a complete 
collection had been made. 

“> Jt was clinically appropriate to withdraw medica- 
- tion from 7 patients because side effects (parkin- 
“sonism or galactorrhoea) were troublesome and the 


l ‘therapeutic effect uncertain. Drugs were withdrawn | 
“fora period ranging from five weeks to three months. © 


Four of these- patients were also investigated after 
medication had been restored. 


Methods of hormone assay 

Luteinizing hormone (LH) was estimated on all plasma 
samples by radioimmunoassay, using a double-anti- 
body technique (Midgley, 1966). The second inter- 
national reference preparation of human menopausal 
gonadotrophin (2nd IRP-HMG) and the Medical 
Research Council’s pituitary LH 68/40 were used as 
standards. Selected samples were also assayed for 
prolactin by radioimmunoassay, using a double- 
antibody technique (Hwang et al, 1971), for pro- 
“ gesterone by a competitive protein-binding technique 
(Johansson, 1969), and for oestrogens (oestradiol), 
by a radioimmunoassay technique (Hotchkiss et al., 
1971) but without chromatographic separation of 
the oestrogen fractions. The antiserum used in the 
oestrogen assay was relatively specific for oestradiol, 
with only a 5 per cent cross-reaction with oestrone. 
Levels of oestrogens by the method correspond 
closely with those obtained using a competitive 
protein-binding method specific for oestradiol (Corker 
et al., 1970). 


: Normal values” 

Normal values for the assays of plasma LH, 
oestrogens. and progesterone in our laboratory were 
similar to those reported in the literature by Midgley 

~ and Jaffe (1968), Abraham (1969) and’ Johansson 
(1969) respectively. With regard to the prolactin 
assay, we have found the mean plasma prolactin in 
normal non-lactating w women to be 10 ng./ml. (range 
0-25). 


Resuits 

Plasma prolactin 

The mean plasma prolactin value of 16 
patients during neuroleptic treatment was 
45 ng./ml., which is considerably higher than 
that found in non-lactating women (mean 
10. ng:/ml.; range 0-25 ng./ml,). All but two 
individual means were above the normal range. 


Taste IT 


_ Plasma prolactin values (NG/ML) under three conditions 
(Means and standard deviations, or mode; and 














number of specimens) 
: Drugs . Drugs 

Patient On drugs | withdrawn resumed 

1 66443 (4) 10+ 6 (3) : gobs OS 

2, 64413 (3) 6+ 2 (2) (1) 

3 54+33 is 26-14 (6) oak t7 (2) 

4 Fat 4 (2) 5 (4) ae 3 (3) 

5 98433 (3) It 3 (5) 

6 43-21 (3 14h 13 (11) T 

7 26t 7 (3) Ft 3 (6) » 

8 67451 (10 Drugs not ” 

9 G6a-+a1 (8) withdrawn ” 

10 -555::38 (3) » ” 

Ir 4342 (3) » » 

12 35410 (6) » » 

13 34-18 (11) ” ” 

14 26-+ 8 (3 » » 

15 Qt 7 (2) n 3$ 

16 17zŁ10 (3) ” » 
Mean B ci i 
(1-7) 49426 © tot 7 


(1-16) 45422 = 


In all 7 patients whose medication was with- 
drawn there was.a drop of plasma prolactin 
during the drug-free period. Low levels were 
found at the end of the first week without pheno- 
thiazines. The mean level of these 7 patients 
decreased from 49 ng./ml. to 10 ng./ml., and 
all but one individual mean were within the 
normal range. After medication had been 
resumed for 4 patients, their prolactin levels 
rose again. 


Plasma LH, oestrogens (oestradiol) and progesterone 
Preliminary results, including data from 
individual patients, have been published by 
Beumont et al. Findings from two additional 
patients are available. As these confirm the 
initial results the findings will be presented 
briefly. In the ten patients having regular menses, 
plasma LH levels were normal. Mean values 
for the various phases of the menstrual cycle 
were as follows: follicular phase, 14 m.i.u. 
IRP?/ml.; luteal phase, g miu. IRP?/ml.; 
mid-cycle peak, J0 miu, IRP?/ml. In those 
instances in which they. were assayed, plasma 
oestrogen and progesterone values were also 
within the normal range for the relevant phases. 
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One of these ten patients (No. 2) was later 
withdrawn from phenothiazines. Regular menses 
were not interrupted, and mid-cycle peaks of 
LH and of oestrogen were discernible both 
before and after withdrawal. 

One patient (14) “was post-menopausal. 
Plasma LH was consistently found to be around 
200 miu. IRP?/ml, 

The five other patients were amenorrhoeic. 
No single pattern of LH values was found: in 
two patients they were slightly elevated, in 
two normal, and in one reduced. There was 
no evidence of mid-cycle peaks in these patients. 
Plasma oestrogen (oestradiol) and progesterone 
were within the range found in normal women 
during the follicular phase of the cycle. 

Three of the amenorrhoeic patients were 
subsequently withdrawn from drugs. In two 
patients a normal hormonal pattern was re- 
established and menstruation started again. 
One of these patients continued to have regular 
menses over the ensuing six months, while she 
remained off drugs. For the other, phenothi- 
azines had to be reinstated immediately after the 
first menstrual bleed because of a deterioration 
in the mental state, and no further menses 
occurred during the 15 months that the patient 
remained under our observation. 

The situation in regard to the third patient 
was different. Plasma LH was very low while 
the patient was on medication, but withdrawal 
of drugs did not bring about any significant 
change. Menses did not resume during the 
following six months, even though phenothi- 
azines were not reintroduced. However, this 
patient suffered from ulcerative colitis as well as 
from schizophrenia, and her weight had fallen 
from 48 to 40 kg. over the four months preceding 
the onset of her amenorrhoea, 


Analysis of breast secretions 

This was given in detail in the preliminary 
report. Samples from an additional patient 
have been obtained which follow the same 
pattern. The expressed milk had a composition 
(fat 16 per cent, lactose 2-5 per cent, protein 
4:8 per cent) which differs both from colostrum 
(fat 3 per cent, lactose 3°6 per cent, protein 
7:6 per cent) and mature milk (fat 5-4 per cent, 
lactose 4'9 per cent, protein 1-8 per cent). 


U 
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The present study was undertaken in a 
clinical setting and involved patients whose 
medication had been prescribed before the 
investigation began. It is necessary, therefore, 
to be, cautious in ascribing the findings to a 
particular group of drugs. A milk-like fluid can 
be expressed from the breasts of many apparently 
normal multiparous women (Spellacy, 1972), 
although galactorrhoea in nulliparous subjects 
is probably always abnormal (Shearman and 
Turtle, 1970). Similarly, surveys undertaken 
before the advent of modern psychotropic drugs 
showed that a high proportion of female 
psychiatric patients, particularly schizophrenics, 
have disturbed menstruation (Gregory, 1957; 
Ripley and Papanicolaou, 1942). Nor are pheno- 
thiazines the only drugs which are known to 
cause inappropriate breast activity and amenor- 
rhoea (Sulman, 1979; Shader and Di Mascio, 
1970). Our selection of patients was restricted as 
far as possible to those who were receiving little 
other medication—although all were receiving 
antiparkinsonian agents. However, there is 
strong experimental evidence both in animals 
and in man that phenothiazines cause endocrine 
disturbances, and it is probable that when such 
disturbances occur in patients receiving drug 
treatment for psychiatric illness phenothiazines 
are the prime cause. 

The occurrence of galactorrhoea as a side 
effect of phenothiazine medication, as reported 
in the literature, is surprisingly common. 
Robinson (1957) found an incidence of 10 per 
cent; Plante et al. (1967) 57 per cent; and 
Apostolakis et al. (1972) 50 per cent. Rives and 
Rosier (1959) found the condition in 61 of 127 
women between the ages of 17 and ‘65 years who 
were receiving phenothiazines, but make the 
point that in only one-fifth of these patients did 
the secretion flow regularly and freely. In the 
majority, only one to two drops could be 
expressed, and in many cases only from one 
breast. Our phenothiazine-treated subjects, 
however, had a relatively plentiful amount of 
breast secretion (in six patients quantities 
exceeding 5 ml. could consistently be expressed), 
Moreover, eight of the patients were nulliparous. 
The high fat, relatively high protein and low 
lactose found in our subjects’ breast secretions is 
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in. keeping with the findings of Levine et al. 
(1962) in cases of persistent post-partum lactation. 

A single dose of chlorpromazine is known to 
cause: a consistent and reproducible rise in 
“circulating levels of prolactin in normal subjects 
(Friesen. et al., 1972), and there have been a few 
reports of prolactin levels in patients receiving 
phenothiazines for therapeutic reasons (Aposto- 
lakis et al., 1972; Frantz et al., 1972; Turkington, 
1972). In all but one of our subjects plasma 


prolactin levels were raised. The subsequent _ 


fall to normal levels on withdrawal, and the 
recurrence of raised levels in the few patients 
whose medication was resumed, incriminate the 
drugs as the cause of the disturbance. Plasma 
prolactin levels were not related either to the 
presence of disturbed menstrual functioning or 
to the severity of the galactorrhoea as assessed 
clinically. The latter finding is not unexpected 
in view of the multiplicity of factors that are 
known to be involved in the initiation and 
maintenance of lactation (Meites and Nicoll, 
»1966). It suggests that raised prolactin levels 
may be more common in patients treated with 
phenothiazines than the incidence of the symp- 
tom of galactorrhoea would suggest. 

In those patients who menstruated regularly, 
plasma levels of LH, oestrogens and progesterone 
were normal, despite the presence of galactor- 
rhoea and raised prolactin. In the amenorrhoeic 
patients, basal levels of LH were variable, mid- 
cycle peaks were absent, and values of oestrogen 
and progesterone were within the range found 
normally during the follicular phase of the 
menstrual cycle. That these effects were due to 
the drugs was shown in two of the patients by the 
resumption of menstruation and of normal 
cyclical hormonal changes on withdrawal of 
medication. The one patient whose menses did 
not resume on the withdrawal of drugs had, as 
has already been remarked, lost a considerable 
amount of body weight, and this factor, together 
with her low LH levels, suggests that in her partic- 
ularcase themenstrual disturbance may have been 
due to dietary factors rather than to medication. 

Phenothiazines probably cause endocrine 
side effects by acting on the hypothalamus 
(Sulman, 1970; De Wied, 1967). The raised 
prolactin values were presumably due to 
suppression of prolactin-inhibiting factor, but 


there is no evidence of a general suppression 
of luteinizing hormone-releasing factor. Rather 
it was the phasic variation in LH release that 
was affected. A peripheral mechanism may be 
involved in producing this; for example it has 
been suggested that high circulating levels of 
prolactin can inhibit the action of gonadotro- 


-phins on the ovaries, and thus interfere with the 
_ feed-back control on the hypothalamus (Arrata 


and Alvarez, 1972). 

A variety of factors may be postulated to 
explain why some patients develop endocrine 
side effects to phenothiazines while others do not. 
Dosage is important, but most of our patients 
were receiving relatively high doses. A combina- 
tion of phenothiazines has been found to be more 
likely to produce endocrine side effects than are 
drugs used in isolation (Plante, 1967); again, 
most of our patients were receiving a combina- 
tion of drugs. Duration of medication does not 
appear to be important, as several of our 
patients reported: that symptoms occurred soon 
after treatment started. Indeed there is good 
evidence that one patient had received pheno- 
thiazines for only 21 days. In laboratory animals, 
a strain difference in susceptibility to the endo- 
crine effects of psychotropic drugs has been 
shown (Tindall, 1960); in humans biological 
differences may also be important. Finally, 
individual susceptibility may be linked to the 
variations in plasma levels of phenothiazine 
which are known to occur in patients who are 
receiving the same dose of drugs. 

It appears that hypothalamic mechanisms 
regulating the secretion of these different hor- 
mones are not equally susceptible to neuroleptic 
treatment. This is particularly interesting in 
view of the evidence that the control of prolactin 
may be dependent on dopaminergic neurones 
in the hypothalamus (H6kfelt and Fuxe, 1972). 
It indicates the need for further studies in 
patients who do not show clinical evidence of 
endocrine disturbances, and for studies which 
relate alterations of circulating prolactin to 
disturbances of extrapyramidal function which 
also involves dopaminergic neurones, 


SUMMARY 


Fifteen female psychiatric patients developed 
inappropriate breast activity and/or amenor- 
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rhoea while receiving treatment with pheno- 
thiazines and related drugs. In the majority 
plasma prolactin was clearly elevated. In those 
whose menstruation had not been affected, 
circulating levels of luteinizing hormone (LH), 
immunoreactive oestrogens (oestradiol) and 
progesterone followed the normal pattern of the 
menstrual cycle. In amenorrhoeic subjects, 
basal LH values were variable, mid-cycle peaks 
were absent, and oestrogen and progesterone 


levels were similar to values reported during the _ 


follicular phase of a normal cycle. 

Medication was withdrawn subsequently from 
four patients. Breast secretion diminished and 
plasma prolactin fell to within the normal range, 
rising again when the drugs were reinstated. 
In two of three amenorrhoeic patients, with- 
drawal of medication led to a resumption of 
menstruation with a normal cyclical pattern of 
LH, oestrogens and progesterone, 
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INTRODUCTION 


There is ample evidence that high doses of 
phenothiazines and other neuroleptics depress 
the pituitary-gonadal axis in experimental 
animals (De Wied, 1967), but the effects of these 
drugs on sex hormones in human subjects are 
still controversial (Shader and Di Mascio, 1970). 
Literature concerning growth hormone (GH) is 
even more controversial, since phenothiazines 
have been found to inhibit GH release in rodents 
(Muller zt al., 1967) but to increase it in the 
rhesus monkey (Meyer and Knobil, 1967). 
In human subjects phenothiazines have been 
reported to depress both basal levels of GH and 
the response to hypoglycaemia (Sherman et al., 
1971), while others have found that this response 
is enhanced (Schimmelbusch, Mueller and 
Scheps, 1971). Studies of prolactin levels are 
more consistent, showing raised prolactin both 
in experimental animals and in human subjects 
following administration of phenothiazines 
(Apostolakis et al., 1972; Hwang et al., 1971; 
Kleinberg et al., 1971; Sulman, 1970). 

We have recently reported on circulating 
levels of luteinizing hormone (LH), prolactin, 
oestrogens and progesterone in women who 
developed inappropriate lactation and/or 
amenorrhoea while receiving phenothiazines 
for the treatment of a psychiatric illness 
(Beumont et al, 1972, 1974). The present 
investigation is concerned with the effects of 
long-term neuroleptic treatment on plasma 
levels of LH, oestrogens and testosterone and 
prolactin in patients who did not show clinical 
symptoms of endocrine disorder. We also de- 
scribe the response of circulating levels of growth 
hormone and cortisol to induced hypo- and/or 
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hyperglycaemia, in patients with and without 
lactation or menstrual disturbance. 


METHODS 
Patients 

A. Levels of LH, gonadal hormones and prolactin 
were studied in 12 chronic schizophrenic patients 
during neuroleptic treatment and following drug 
withdrawal. The group consisted of 8 men (aged 
34-59) and 4 post-menopausal women (aged 49-57), 
all of whom had been receiving continuous neuro- 
leptic treatment for at least ten years. None presented 
either galactorrhoea, gynaecomastia or any con- 
comitant physical illness. For several months before 
the investigation 4 patients had been receiving 
thioridazine (150-1,000 mg./day); 5 trifluoperazine 
(15 mg/day); 1 chlorpromazine (300 mg./day); 
1 chlorpromazine (400 mg./day) with haloperidol 
(4°5 mg./day) and fluphenazine decanoate (12-5 mg. 
weekly); and 1 fluphenazine decanoate (25 mg. every 
two weeks), All but one subject were also receiving 
antiparkinsonian drugs (benzhexol, biperiden). 

It was considered justifiable to withdraw medica- 
tion for the period of investigation, since in none of 
the patients was it clear that continuous administra- 
tion of neuroleptics had a beneficial effect, and many 
suffered side effects. Nine patients presented a mild 
parkinsonian syndrome, and four showed tardive 
oral dyskinesia. 

B. In 13 patients with diagnoses of schizophrenia 
(8), atypical psychosis (3) and gross personality 
disorder (2), the responses of GH, cortisol and pro- 
lactin to hypo- and/or hyperglycaemia were studied 
during neuroleptic treatment. The age of subjects 
ranged between 18-57 years. Ten patients had been 
receiving phenothiazines for several years, in three 
the duration of the treatment was 1~3 months. The 
phenothiazines involved were chlorpromazine, peri- 
cyazine, thioridazine, trifluoperazine, fluphenazine, 
or a combination of these. The dosage varied widely. 
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Eleven subjects were also receiving orphenadrine or 
benzbexol, Ten of the patients were women, and of 
these six showed evidence of galactorrhoea. Four of 
the patients were taken from Group A above. 


Clinical procedure 

A. Blood samples (ro ml.) for estimation of LH, 
gonadal hormones and prolactin were collected 
before the morning dose of medication under four 
conditions: (i) during the original treatment with 
neuroleptics and anti-parkinsonian drugs which had 
been prescribed for several months prior to the initia- 
tion of the investigation (‘1st chronic treatment’)— 
2-4 samples over one to two weeks; (ii) after with- 
drawal of medication—at weekly intervals over a 
six weeks period on placebo; (iii) during subsequent 
treatment with 300-600 mg. of chlorpromazine—at 
weekly intervals over five to nine weeks {in 7 patients) ; 
(iv) after a further six months of continuous treatment 
with phenothiazines (‘2nd chronic treatment’)—on 
three consecutive days. 

In addition, the levels of LH and testosterone were 
studied in two of these patients by sampling at 10- 
minute intervals over a period of four hours. Sampling 
was performed on four separate occasions: during the 
first chronic treatment, after six weeks of drug with- 
drawal and twice during chlorpromazine (CPZ) 
administration. 

The specimens were centrifuged and the plasma 
was stored at —20° until assayed. 


B. The response to hyper- and hypoglycaemia was 
assessed on different days during phenothiazine 
treatment. Patients were fasted overnight and the 
morning dose of medication was withheld. Hyper- 
glycaemia was induced in 11 patients by an oral 
dose of 50 G of glucose dissolved in water. Hypo- 
glycaemia was induced in all 19 patients by the 
intravenous administration of soluble insulin o.r 
units/ke. body weight. Initial samples were taken 30 
minutes after the insertion of a small needle into a 
vein in the antecubital fossa, and then the glucose or 
insulin was administered. Sampling continued at 
go-minute intervals up until 120 minutes, with a 
needle left in situ. 

Glucose values were determined on the same day. 
The samples for hormone estimations were centri- 
fuged and the plasma was frozen until assayed. 

Values of plasma prolactin were estimated from a 
minimum of three specimens taken on days prior to 
the tests (‘tonic levels’). 


Methods of assay 
Plasma luteinizing hormone (LH), testosterone, 
oestrogens and prolactin were estimated by radio- 


immunoassays. LH was measured by a double anti- 
body technique (Midgley, 1966), using the second 
international reference preparation of human meno- 
pausal gonadotrophin (and IRP-HMG) and the 
Medical Research Council pituitary LH 68/40 as 
standards. Testerosterone was estimated according to 
the method of Furuyama, Mayes and Nugent (1970). 
Total immunoreactive oestrogens were measured 
according to the technique of Hotchkiss, Atkinson and 
Knobil (1971), but without the chromatographic 
separation of the oestrogen fractions. The antiserum 
used was relatively specific for oestradiol, with 35 per 
cent cross-reaction with oestrone and 8 per cent cross- 
reaction with oestriol. A double-antibody technique 
was used for prolactin radioimmunoassay (Hwang, 
Guyda and Friesen, 1971). 

Glucose was estimated by the glucose oxidase 
method (Werner, Ray and Weilinger, 1970). Growth 
hormone was measured by a double antibody radio- 
immunoassay technique (Hartog, Gasfar, Meisser, 
Fraser, 1964), and the First International Reference 
Preparation of Human Growth Hormone (HGH- 
IRP*) of the World Health Organization was used as 
a standard. Cortisol was assayed by a competitive 
protein binding technique (Beardwell, Burke and 
Cope, 1968), modified for the measurement of plasma 
specimens (Marshall, Anderson, Burke, Galvao-Teles, 
and Fraser, 1972). 


} RESULTS 
Clini al changes following drug withdrawal 

In 4 of the 12 patients there was no change in 
mental state and behaviour during six weeks of 
placebo. Seven patients showed some degree of 
deterioration, with disorganization of behaviour, 
decrease in meaningful verbal communication 
and/or reactivation of hallucinatory and delu- 
sional experiences. In one case, a man, the 
placebo period had to be limited to four weeks 
because of more severe and progressive deteriora- 
tion. 

Parkinsonian symptoms disappeared or de- | 
creased in all patients but one (E.W.) who 
required benzhexol throughout the placebo and 
CPZ periods. Oral dyskinesias were not influ- 
enced by drug withdrawal. 


Hormonal results 

A. Gonadal hormones, LH and prolactin 

I. Male patients 

(a) Testosterone 

Table I shows mean plasma testosterone levels 
of 8 patients during different treatments. Means 
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TABLE I 


Plasma testosterone and leuteinizing hormone under various treatment regimes 
(Means, S.D. and number of observations per mean) 
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Testosterone (ng./100 ml.) 
Patients Treatment 
Chronic Placebo CPZ, 

H.M. 381-:100(5) 682+211 (6 

RH. 14a 67 (4 ae y 

L.M.  r1go+ 63(4) 358+ 83 (7 

HH. 179-+ 72 (4 ag2+ go (6 

O.W. 139 54(5) 253+ 48 4 293+ 6a I 
A.W. 5994212 (5)  64r-- 111 (5 681+ 162 (8 
E.W. 607-258 (5) 528-4323 (6) 6764225 (8 
M.P. 4214 72 (6) 467+ 97(6) 511142 (8 


from chronic treatment have been calculated 
by combining values found during the ist and 
and chronic treatment periods. 

Under chronic treatment the mean plasma 
testosterone levels were below 200 ng./100 ml. in 
4 out of the 8 subjects, and the mean for the 
group was low (332 +190 ng./1o00 ml.). Values 
from the placebo period were higher (mean 
452+147 ng./too ml.). The difference was 
positive in 7 out of the 8 patients (Fig. 1), 
being significant for the group at p < 0:05 
(sign-rank test of differences), Week-to-week 
testosterone values of these 7 subjects fluctuated 
irregularly during placebo period, but in 6 of 
them some rise of testosterone level occurred 
within two weeks and levcls from the last week 
were higher than from the first also in 6 cases. 
In all 4 patients with initial values below 200 ng./ 
100 ml., and in one other patient with a level of 
381 ng./roo ml., plasma testosterone rose con- 
‘siderably after drug withdrawal and returned 
to values close to initial levels after six months of 
reinstated neuroleptic medication (Fig. 3). 
In the 3 subjects with higher initial levels of 
testosterone the difference between levels under 
chronic treatment and placebo was smaller 
(2 patients) or negative (1 patient). 

Plasma testosterone levels of these three 
patients were investigated during GPZ treat- 
ment following the period of drug withdrawal. 
One subject with low initial testosterone values 
was studied in the same way. Testosterone 
levels from weekly samples showed wide fluctua- 
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Luteinizing hormone (m.i.u./ml.) 


Treatment 
Chronic Placebo CPZ 
20°0+7°3 (5) 24°0-4'9 (6 
5'224 (5) 782-0 (6 
18-0-+4°4 4} 16:744 (7 
205440 (4) 15'855 (6 
poet? 6) 7°340°6(4) 9°5+2°9 (5 
"t2°3(7) 7°04 8°7 (5) 10°74+3'5 (9 
5°8-1°6 (6) 4°74+2°6(6) got 3°28 
5'3:+112 (6) 3°841°6(6) 5'6+2'3 
CHRONIC 
TREATMENT 


TESTOSTERONE ng/100m1 


PLACEBO 





TESTOSTERONE ng/100 mi 


Fia. 1.—Mean plasma testosterone levels of 8 patients 

during chronic treatment and placebo. The dividing line 

separates means that were higher during placebo (below 

the line) from those which were higher during chronic 

treatment. The distance from the line shows the size of 
this difference for each subject. 


tions, with means slightly higher during CPZ 
than during placebo period. In two of the sub- 
jects (E.W. and M.P.) samples were also taken 
at 10-minute intervals, These showed a different 
pattern: in both patients a low level of testo- 
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Fic. 2.—Plasma testosterone under chronic;, placebo and chronic, treatments (results from 5 male subjects). 


sterone was found during the initial treatment, 
a substantial rise took place after drug with- 
drawal, decreasing again after 2 weeks of CPZ 
administration and reaching low values after 
8 weeks of CPZ treatment. This pattern is 
shown in Fig. 3. In contrast, samples from 
another patient, who was receiving continuous 
neuroleptic medication, showed a similar 10- 
minute pattern on three separate occasions. 


(b) Luteinizing Hormone (LH) 

The mean plasma LH value during chronic 
treatment was 11:4 m.iu./ml. (S.D. 6-2), which 
is within the range found by us for normal men 
(mean 12-0; S.D. 3-7 m.iu./ml.), It did not 
change significantly after drug withdrawal 
(Table I). Values obtained from 10-minute 
samples did not differ between the drug and 
placebo periods. There was no apparent relation 
between changes in testosterone and LH levels. 


(c) Prolactin (Table II) 

During the initial period of chronic treatment 
prolactin values of 5 investigated patients were 
within the normal range for the method (0-25 
ng./ml.), ie. 14-17 ng./ml. in 4 subjects and 
below 5 ng./ml. (just detectable) in 1 subject. 
Levels from the 4 subjects with measurable 
initial concentration fell during placebo period 
to below 6 ng./ml. Prolactin was measured 


during subsequent CPZ administration in 3 
patients: values rose in one individual and did 
not change significantly in the other. 


2. Female patients 

(a) Sex hormones (Table III) 

Plasma oestrogens (4°4-8-1 ng./100 ml.) and 
LH (22-96 m.iu./ml.) during chronic treat- 
ment were within the range found by us in 
untreated ovariectomized women (2°8-10°3 
ng./1oo mi. and 33-108 m.i.u./ml. respectively 
—unpublished data). Hormonal levels did’ not 
change significantly after drug withdrawal, and 
only in one subject (patient M.W.) could LH 
fluctuations be related to differences in treat- 
ment. 


(b) Prolactin (Table IT) 

During the initial chronic treatment mean 
prolactin levels were relatively high (above 
20 ng./ml.) in all 4 subjects, and in 3 of these 
exceeded the upper limit of the normal 
range. In all the patients, prolactin values 
decreased within one to three weeks of the 
placebo and remained low throughout the rest 
of the drug-free period. During the subsequent 
eight weeks of CPZ administration a consider- 
able rise of prolactin levels occurred in 2 out of 
3 patients. Fig. 4 shows details of prolactin 
changes in one of these subjects. 
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Fra. 3.—Plasma testosterone under four conditions in a male patient. 


Taste II 
Plasma prolactin (ng./ml.) under chronic treatment, placebo and GPZ administrations 
(Means, S.D., number of observations per mean <5 ng./ml. counted as 3 ng./ml.) 


Treatment regimes 
Patients 
Chronic Placebo Chlorpromazine 

Males: 

ELM. 14°00 —— (1) 6-06+3:90 (6 — 

R.H. 17700 ——— (I 3614-158 (7 — 

H.H. 3:00 Ž —— (I 3:33-0:80 (6 —— 

A.W. 15°66-+ 2:07 (3 3°00--0'00 (5 g°75t1-or (8 

O.W. 14°00  —— (I 3°00-+-0'00 8-o0-+7'05 (2 
Females 

KS. 2g3°16-+11°33 (3 5*20+3'16 (5 6-354338 (10 

F.G. 36-80 +1913 iS 3:00 0'00 (4 16-38+9°79 (7 

M.W. 52°50 4°34 (4 3°00--0°00 (4 5312-52 (3 

LH. 56-5041061 (2 8-7o+0-20 (2 — 
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Taste III 


Luteinizing hormone (LH) and total oestrogens in four female patients during various treatment regimes 
(Means, S.D., number of observations per mean) 





Luteinizing hormone (m.i.u./ml.) 


Total oestrogens (ng./100 ml.) 

















Patient Treatment regime Treatment regime 

Chronic (1+2) Placebo CPZ Chronic (1+2) Placebo CPZ 
LH. 64-5 9-2 (2) 55°6122°9 (7) = 5100+85 (2) 7:50+2-0 (6) = 
F.G. 67721-0 (6) 98-2+20ʻ0 (4) 92°44+22°8 (9) 7o12 5} 6-6+0°5 (4) 5°7-b0°7 (o) 
M.W. 35'9+10°3 (7) 721241910 (5) 47°6416-6 (7) 5:51:01 (5) 6-643°5 3} 581-9 (9) 
RS. 88:3- 6-5 (6) 8974+172 (5) Bg-o-rr-o(10) 70-40-76 (5) 8-64+3:2(5) 5°8+-0°8 (10) 





Plasma levels of the hormones which we 
measured changed independently of changes in 
the mental state and were not affected by the 
administration of antiparkinsonian drugs. 


B. Growth hormone and cortisol (Table TV) 


Basal levels of circulating GH (range 1-4 
uwiu./ml; mean 1:4+0:8 u.iu./ml.) were 
within the normal range of values in all 13 
patients, including subjects with galactorrhoea 
and/or elevated plasma prolactin. GH levels 
did not change during induced hyperglycaemia 
(mean rise in blood glucose 53 per cent), being 
initially low in all 11 patients tested. In three the 
response of prolactin was also assessed. In two 
of these tonic levels of prolactin were within the 
normal range, and the effect of hyperglycaemia 
was variable (a slight rise in one and a slight fall 
in the other). In the one patient whose tonic 
values were elevated, hyperglycaemia induced a 
marked fall in plasma prolactin. 

The response to hypoglycaemia was assessed 
in 12 patients. The mean percentage fall in 
blood glucose was 54 per cent (range 38-67) and 
the mean values of blood glucose at 30 minutes 
was 34 mg. (range 28-41). The response of 
growth hormone was at least adequate in all 
subjects tested, and in five instances it exceeded 
that usually seen in normal subjects. The 
response of cortisol was normal in the 7 subjects 
in whom it was assessed. In two patients, whose 
tonic levels of prolactin were elevated, hypo- 
glycaemia induced a marked rise in prolactin 


values. 


Discussion 


A broad spectrum of changes in sex hormone 
levels has been reported in patients receiving 
neuroleptic treatment. There are reports of 
oestrogen deficiency with decreased urinary 
excretion of gonadotrophins (Kline et al., 1968) 
and normal or raised FSH levels (Polishuk and 
Kulesar, 1956); however in some cases increase 
of oestrogen, androgen and gonadotrophin 
excretion has been observed (Sulman and 
Winnik, 1956). Several authors have questioned 
whether these hormonal changes are caused by 
medication and have related the hormone 
fluctuations to mental state rather than to direct 
effects of drugs (Brambilla and Penati, 1970; 
Shader et al., 1968; Suwa et al., 1966). 

In our male patients plasma testosterone 
levels during chronic treatment were below or 
within the normal range (336-930 ng./100 ml. 
for men 30-59 yr.). In all but one subject testo- 
sterone levels increased after drug withdrawal, 
as seen both from single samples and from 
investigation of the minute to minute pattern of 
testosterone levels. 

The rise of testosterone levels after drug with- 
drawal suggests their previous suppression. 
That the suppression was due to drugs was 
confirmed by the tendency of the hormone 


. concentration to fall again when treatment was 


reinstituted. Since this effect was observed in 
subjects whose clinical picture remained stable 
throughout the trial, changes in the mental state 
are unlikely to account for the differences in 
hormone levels under placebo and drug. This 
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Fic. 4.—Plasma prolactin under chronic treatment, placebo and CPZ in a female patient. 


Patient Sex Age 








Taste IV 
Hormonal responses to induced hyper- and hypoglycaemia 
Effects of induced Effects of induced 
hyperglycaemia hypoglycaemia 
Growth Growth 
Prolactin hormone Prolactin hormone Cortisol 
Duration Tonic*  (ng./ml.) (u.iu. (ng./rol.) (ui.u. (mg.] 
of levels of HGH/ml.) HGH/m1.) 100 ml.) 
neuro- pros — mauia 
leptic lactin Maxi- Maxi- Maxi- Maxi- Maxi- 


treatment (ng./ml.) Initial mal Initial mal Initial mal Initial malt Initial mal 
value res- value res- value res- value res- value res- 











ponse ponse ponse ponse ponse 
1. R.B. F 39 I month 34G — — I I 42 200 I iQ — 
2. D.F. F 48 19 years 8G — — I I 68 120 I 32 — — 
8. G.J. F 38 19 years 66G 68 19 I 1 — — — — — e 
4. B.CK. F 3I 10years 12G 8 5 I I — I 270 13 23 
5. F.K. F 18 4 years 17 6 17 2 1 — = I 45 o 24 
6. P.O. F 48 9 years 6&G —- — I I — = I 320 9 24 
7. JW. F 36, 10 years 2G — — I 1 — I 72 _—_ 
8 MW. F 57 10 years 52 — — 1 1 — — I 1490 14 24 
9. KS. F 54 16 years 23 — = I 1 — — I 29 6 20 
10. F.G. F 49 I1 years 37 — — I 2 — ~~ 4 198 12 27 
1. AW. M 43 16 years 16 — — I I — _ 1 280 9 21 
12, H.T. M 35 g3 months — — — — — — — 4 24 — oo 
1g. L.D. M 35 3 months — — — — — — — I 250 — _ 


* Mean from a minimum of g separate estimations. Range of normal values o-25 (H.C.F.). 
t+ Maximal response in normal subjects ranges from 25 to 150 uiu. HGH/ml. (J.C.M.). 


G Galactorrhoea. 
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finding is at variance with the general conclu- 
sion of those authors who have related changes in 
hormone output to mental state rather than to 
drug administration. However, their studies did 
not include the measurement of plasma testo- 
sterone, and this fact, together with differences 
in treatment, may account for the discrepancy. 

Our failure to find differences in plasma LH 
levels between drug and non-drug conditions 
corresponds to the findings of Shader et al. (1968) 
concerning FSH excretion in male patients. We 
also found an increase in testosterone levels after 
drug withdrawal without an attendant change 
in LH. Deficiency in gonadal hormones with 
normal gonadotrophin levels during neuro- 
leptic treatment might be due to a direct inhibi- 
tion of testosterone secretion by neuroleptics. 
Decreased response of the vesiculae seminales 
to gonadotrophins has been reported after acute 
administration of phenothiazines to lower 
animals (De Wied, 1967), and some authors 
have found a similar decrease of adrenocortical 
response to ACTH in psychiatric patients during 
neuroleptic treatment (Gold et al, 1960; 
Sloane et al., 1958). The reduction of plasma 
testosterone with unchanged LH values has 
been observed after small doses of a gonadal 
inhibitor (ethinyl testosterone analogue) and 
interpreted as due to direct inhibition of 
Leydig cells function (Sherins et al., 1971). 
The lack of compensatory changes in LH levels 
in response to testosterone changes could also be 
due to a deficient feedback mechanism resulting 
from neuroleptic treatment. It is also relevant 
that diurnal fluctuations of testosterone and the 
testosterone rise which follows physical exercise 
both occur without changes in LH levels 
(Okamoto et al., 1971; Sutton et al., 1973). 
Finaly, changes in sex-hormone-binding glo- 
bulins and in ratio of free to bound testosterone 
should perhaps be considered before hypotheses 
that are more speculative, 

Oestrogen deficiency, and the non-ovarian 
origin of oestrogens, could account for the fact 
that there was no difference in oestrogen levels 
between drug and non-drug condition in our 
post-menopausal women. 

The fluctuations of LH in female patients 
were as erratic as in the males, and in only one 
subject could they be related to differences in 


treatment. The normal levels of LH and the 
lack of their response to drug withdrawal are 
consistent with our previous finding of norma 
tonic concentration of LH in women with 
amenorrhoea during neuroleptic treatment 
(Beumont et al., 1972, 1974). 

The results of our investigation concerning 
plasma prolactin were unequivocal and con- 
sistent with reports in the literature. The rela- 
tively high values which were found during 
chronic treatment in our female patients who 
did not present with galactorrhoea correspond 
with reports by others (Friesen, 1972; Kleinberg 
and Frantz, 1971; Turkington, 1972a). In 
male patients receiving phenothiazines Friesen 
(1972) found that basal prolactin levels were 
within the normal range, while our results also 
show that after drug withdrawal prolactin falls 
in these cases as well. 

The fact that L-dopa prevents the prolactin 
release produced by chlorpromazine and de- 
creases prolactin levels in patients with galactor- 
rhoea and in those with Parkinson’s disease 
(Kleinberg et al., 1971; Friesen et al., 1972; 
Turkington, 1972b) raises the question of a 
possible relationship between the parkinsonian 
syndrome and prolactin increase in patients 
treated with neuroleptics. Our investigation did 
not help to resolve this question since mild 
parkinsonian symptoms were present in the 
majority of patients. 

Administration of CPZ for eight weeks after 
a period of drug withdrawal had a less con- 
sistent effect on plasma testosterone and pro- 
lactin than did the more prolonged initial 
neuroleptic treatment. 

Basal levels of growth hormone were normal 
in all patients tested, including subjects with 
galactorrhoea and/or elevated prolactin. There 
was a good response to hypoglycaemia in all, 
and in several instances values were recorded 
which exceeded those usually found in normal 
men and women. These findings were markedly 
different from those reported by Sherman ¢ al. 
(1971), but it must be noted that our subjects 
differed from theirs in several ways. They were 
all psychiatric patients, and most were receiving 
drugs in higher doses and had been taking them 
longer; moreover, many of our patients were 
receiving phenothiazines other than chlorpro- 
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mazine, and the majority also received an anti- 
parkinsonian drug. Finally, our patients received 
no medication on the morning of the tests (it is 
not clear from the report of Sherman et al. 
whether they adopted this procedure). 

A normal response of cortisol to induced 
hypoglycaemia was observed in our patients. 
Thus our results in regard to growth hormone 
and cortisol are generally in accord with those 
recently reported by Saldanha et al. (1972), 
who did not find significant differences in the 
maximal responses of these hormones in a 
group of schizophrenic patients before and after 
a week’s treatment with chlorpromazine 300 mg. 
daily. The results are also consistent with find- 
ings of Schaub et al. (1971), who obtained a 
normal response of GH to hypoglycaemia in 
schizophrenic patients during prolonged neuro- 
leptic treatment. However, their patients had an 
attenuated rise of cortisol. 

Two more general conclusions result from our 
investigation: First, the prolonged administra- 
tion of neuroleptics produces subclinical endo- 
crine effects, that is it leads to alterations in 
plasma hormone levels which are significant 
but often fall within the normal range of 
absolute values; consequently, the finding of a 
hormone level within the normal range during 
neuroleptic treatment does not exclude the 
possibility of a drug-induced change in hormone 
output in that individual. 

Secondly, the finding that changes in testo- 
sterone, LH, prolactin and GH were not inter- 
related suggests that the mechanisms regulating 
the secretion of these hormones are not equally 
susceptihle to alteration by neuroleptic treat- 
ment, In particular, increased prolactin levels 
and suppressed testosterone without attendant 
changes in LH suggest the possibility of selective 
effects of neuroleptic drugs on the hypothalamus 
(prolactin) and on the peripheral gland (testo- 
sterone). 


SUMMARY 
Plasma luteinizing hormone (LH), gonadal 
hormones and prolactin were studied during 
chronic neuroleptic treatment and following 
drug withdrawal in 12 schizophrenic patients. 
In male subjects plasma testosterone during 
treatment was low or normal and rose on with- 
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drawal of drugs, but there were no attendant 
changes in LH levels. In post-menopausal 
women plasma LH and oestrogens were within 
the normal range and were not affected by 
changes in treatment. 

Plasma prolactin during treatment was 
elevated in female patients and within the 
normal range for males. Following drug with- 
drawal prolactin levels decreased in both male 
and female subjects. 

The response of growth hormone (GH) and 
cortisol to induced hyper- and hypoglycaemia 
was normal in all 13 patients tested during 
neuroleptic treatment. The group included 8 
patients with galactorrhoea and/or elevated 
plasma prolactin. 

Increased plasma prolactin and suppressed 
plasma testosterone imply the possibility of 
selective neuroleptic effects on the hypothalamus 
level and on the peripheral gland respectively. 
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Drug Dependence and Sexual Dysfunction: A Comparison of 
Intravenous Users of Narcotics and Oral Users of 
Amphetamines 


By M. R. GOSSOP, R. STERN and P, H. CONNELL 


INTRODUCTION 

Diminished sexual activity among individuals 
dependent upon the opiate drugs (heroin, 
morphine, methadone, etc.) has been noted by 
Freedman (1967) and by Jurgensen (1966). 
A study of four populations of male patients 
(controls, abstainers, heroin addicts and 
patients maintained on methadone), suggested 
that although factors other than the specific drug 
effects may be important determinants of sexual 
difficulties, that the drug itself may act as a 
specific determinant (Cushman, 1972). This was 
supported by the fact that all patients claimed 
to have been normal before narcotic use, that 
heroin reduced sexual performance and desire, 
and that a reversal to normal sexual function 
rapidly occurred during enforced withdrawal. 
Other observations by Ding (1972), and Scher 
(1967) support these findings. Berzins ef al. 
(1971), and Mott (1972) have noted that 
drug-dependent subjects tend to have problems 
of sexual identity, and Hobi (1972) suggests 
that psychosexual immaturity is frequently 
seen in drug-dependent subjects. 

Bell and Trethowan (1961) investigated the 
effects of amphetamine upon sexual behaviour, 
and suggest that diminished sexual activity may 
be one result of amphetamine dependence, 
although it is suggested that the drug acts to 
produce changes in the direction of the pre- 
existing adjustment. However, another study 
by Connell (1958) suggests that, although the 
effects of amphetamine upon sexual behaviour 
may be variable, these effects may not be in 
the direction of the pre-existing behaviour. 

The present study compares the extent of 
sexual dysfunction, and the incidence of per- 


verted behaviour, in intravenous users of 
narcotics and oral users of amphetamine or 
amphetamine mixtures (e.g. Drinamyl, a mixture 
of dexamphetamine sulphate and amylobarbi- 
tone). Since most of the drug-dependent subjects 
in this study were multiple drug users, the drug 
mentioned is the main or preferred drug of 
abuse rather than the only one. Also, in Great 
Britain the vast majority of amphetamine users 
are now oral users, and the majority of heroin 
users are intravenous users. Since the unit at 
the Bethlem Royal Hospital is divided into two 
separate wards, one for oral users and inhalers 
and one for intravenous users, it was possible 
to study these two groups separately. Prelimi- 
nary experience has shown that these groups 
differ in aspects of their behaviour and in certain 
other respects (Teasdale, 1972), and Connell 
(1970) suggests that this distinction is an 
important one, 


SUBJECTS 

The two groups in this study consisted of 54 
subjects, with equal numbers of males and 
females represented in each group; all were in- 
patients at the Bethlem Royal Hospital. The 
first group consisted of 30 intravenous narcotics 
users, and the second of 24 oral amphetamine 
users. The two groups occupied entirely separate 
wards so that contact between the oral and 
intravenous drug users was prevented. The main 
drugs of abuse for each group were: for the 
intravenous group, heroin 77 per cent, metha- 
done 17 per cent, narcotics and barbiturates 
6 per cent; and for the oral group, amphetamine 
50 per cent, amphetamine-barbiturate mixtures 
29 per cent, and amphetamine with LSD 21 per 
cent. 
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METHODS 


A number of items thought to be related to 
difficulties in a broad area of sexual functioning 
were chosen. These were presented to 7 prac- 
tising psychiatrists and 3 psychologists, with 
instructions to place each item in one of three 
categories, which represented slight, moderate 
and severe disturbance of sexual functioning. 
The scores 1, 2 and 3 were assigned to these 
categories respectively, and the mean values for 
each item were calculated. These values are 
shown in Table I. The higher the score for each 
item the greater was the estimated disturbance. 

Details of the psychosexual histories of each 
patient were then obtained from the case notes. 
The presence of any of the six items related to 
sexual dysfunction (Table I) was noted for each 
subject. The score for the item or items present 
in the notes for each patient was then calculated, 
and these scores were summated for each group. 
In addition to this information, the presence or 
absence of sexually perverted behaviour was 
noted. This included flagellation, transvestism 
and homosexuality. Prostitution was not in- 
cluded, since this activity is often pursued for 
financial gain to provide money for drugs. 


RESULTS 
The intravenous narcotics users showed a 
greater amount of sexual disturbance than the 
oral amphetamine users (p < +001, two-tailed). 
This can be seen in Table II. Females as a group 


(i.e. intravenous plus oral users), were more 
disturbed than the males (p < +001, two-tailed). 


Tasriz I 


Items relating to sexual dysfunction and mean rated 
scores. Higher scores indicate estimates of greater 





dysfunction 
Mean 
Item score 
1. Menstrual periods absent ech three 
months . 1:8 
2. Lack of sexual desire 1°8 
3. Difficulty in attaining orgasm .. 2'0 
4. No pleasure from sexual activity 2'3 
5 No sexual intercourse or masturbation . 2'5 
6. Expresses aa age at the idea of sexual 
activity 2°9 


° 
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In this comparison of males and females, item 1 
was omitted in order to avoid any systematic 
bias. 

To clarify these results, comparisons between 
sexes within the groups of intravenous and oral 
users were made. Within the intravenous group 
there was no significant difference between the 
sexes, but in the oral group females were 
more disturbed than males (p < ‘02, two- 
tailed). Intravenous female and oral female 
users were not significantly different, but 
intravenous male users were found to be more 
sexually disturbed than oral male users (p < 
‘oI, two-tailed). Further comparisons were 
made between the incidence of perversions 
and the ages of subjects within the groups; 
none of these comparisons was significant at the 
-05 level. In addition, no correlation could be 
found between the length of dependence on the 
main drug and the severity of sexual disturbance. 
Indeed, although the male oral amphetamine 
users had been dependent upon drugs for the 
longest period of time they presented no evidence 
of deficiencies of sexual function. 


Discussion 


Although the use of retrospective data in this 
study allows only tentative conclusions to be 
drawn, Ball (1967) suggests that certain data 
obtained from narcotics addicts are highly 
reliable. Further, it must be recognized that there 
are special difficulties associated with the 
collection of data on sexual functioning and 
sexual disturbances. However, the results do 
indicate that the intravenous narcotics users 
were more sexually disturbed than were the 
oral amphetamine users in terms of the items 


Taste II 
Mean scores for the four groups 
Incidence Length of 
Sexual of per- drug 
Group dys- versions Age abuse 
function (%) (months) 
Intravenous 
Females 2'84 20 20°9 43 
Males 1'59 6 23°5 56 
Oral 
Females 1'27 25 Ki 3 45°4 
Males o 16 28-5 60-8 
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chosen. This finding may be a reflection of a 
greater personality disorder among the narcotics 
users, which manifests in several areas of 
behaviour. Gordon (1973) presents evidence to 
suggest that the incidence of larceny among 
narcotics users is higher than that among non- 
narcotic drug users. It is also suggested that 
differences between these groups can be demon- 
strated for the incidence of crimes of violence, 
and for the seriousness of such crimes. 

On the other hand, the greater sexual dis- 
turbance of narcotics users may be due to a 
specific physiological action of the drug. The 
oligomennorrhea and amenorrhea which are 
sometimes found in female narcotics users may 
be a result of the neuroendocrine effect of the 
drug (Cushman gt al., 1970). Similarly, the 
sexual disturbance associated with narcotics 
use is often a temporary, drug-induced effect, 
and Cushman (1972) suggests that upon 
abstinence, patients revert to normal levels of 
sexual behaviour. Mendelson et al. (in press), 
present evidence that heroin and methadone 
may have opposite effects upon the plasma 
testosterone levels of users, although the beha- 
vioural implications of this are not yet clear. 
Perhaps a more acceptable interpretation of the 
results of this study would be that some inter- 
action of both personality and the endocrino- 
logical and biochemical factors may be operative. 

Similarly, it is beyond the scope of this study 
to offer an explanation of the finding that 
females as a group show greater disturbance of 
sexual functioning than males. However, it is 
possible that drug dependence could be one 
manifestation of deviance among females. 
Disturbed female adolescents characteristically 
have sexual problems, and female offenders are 
often more psychiatrically disturbed than their 
male counterparts (Gibbens, 1971). In this 
context, it is interesting that males who were 
oral users of amphetamines showed no disturb- 
ance of sexual functioning on the measures used, 
despite having used drugs regularly for longer 
than the other groups. This may suggest that 
amphetamines, when taken orally, have a 
differential effect upon the sexual functions of 
males and females. It may be that those dose 
levels which produce changes in the sexual 
behaviour of males are greater than the doses 
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being taken in this sample. The incidence of 
perverted behaviour presented by this group of 
male amphetamine users, however, was not 
different from that of the other groups. 

The failure to demonstrate any differences in 
the incidence of perversions between the groups 
suggests that the direction of the sex drive is 
undisturbed or equally disturbed in these 
samples of drug users. The latter interpretation 
is perhaps the more likely when considered with 
the finding of d’Orban (1970), that half of the 
criminal female narcotics addicts in one study 
showed a homosexual orientation. It has also 
been reported by Stenback et al. (1971) that 
narcotics users tend to have a higher incidence 
of perversions than the normal population. 
There is also some evidence that amphetamine 
abuse may be linked to perverted sexual beha- 
viour (Connell, 1958). In the present study, the 
incidence of perversions was slightly higher 
for females than for males, although this effect 
was not statistically significant. This aspect of 
sexual behaviour might warrant further study 
with larger samples, and on a prospective basis. 

The findings of this study suggest that at 
educational, public health and clinical levels 
emphasis might be placed upon the disturbing 
influences of narcotics on sexual functioning, and 
of amphetamines upon the sexual functioning of 
female users. In terms of treatment, it would 
seem clear that to treat such abnormalities of 
sexual functioning separately from treating the 
drug dependence is contraindicated, and that 
from the diagnostic point of view complaints 
relating to sexual functioning should be con- 
sidered in terms of the possibility of co-existing 
drug use. 

Finally, recognizing that in many narcotics 
users there is a widespread basic lack of drive 
and motivation, and that after withdrawal from 
narcotics the sex drive may reassert itself, there 
is the challenge of considering how this re- 
emergence of the sex drive might be harnessed 
in terms of motivation towards a more fruitful 
and acceptable way of life, leading to employ- 
ment and to a more satisfactory social life than is 
provided by drug seeking behaviour. 


SUMMARY 
Psychosexual histories were obtained from 
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two groups of drug-dependent subjects, one of 
intravenous narcotics users and one of oral 
amphetamine users, The data were analysed 
for the incidence of perversions and for evidence 
of diminished activity in several areas of sexually 
related functioning. Intravenous users of narco- 
tics were found to have more disruption of sexual 
functioning than oral users of amphetamines, 
and female drug users were found to be more 
disturbed in this respect than males. No 
differences between groups could be shown for 
the incidence of perversions, nor was any 
correlation found between length of drug abuse 
and severity of sexual disturbance. Some 
implications of these findings for diagnosis, 
education, public health and treatment are 
noted. 
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Sedative or Tranquillizer? A Comparison of the Hypnotic 
Effects of Chlordiazepoxide and Amylobarbitone Sodium 


By RICHARD PERKINS and JOHN HINTON 


INTRODUCTION 


Lader and Wing (1965) compared amylo- 
barbitone sodium and chlordiazepoxide as day- 
time sedative drugs in anxious patients. Using 
a formal bioassay technique they found that 
65 mg. of amylobarbitone sodium was equi- 
valent to g mg. of chlordiazepoxide. Essential 
differences in the physiological and clinical 
actions of the drugs were not demonstrated, 
and the incidence of side effects, including 
drowsiness, was similar in each case. 

Our investigation is a next logical step of 
comparing the two drugs as hypnotics. If they 
do have similar actions, there should be the 
same dose ratio between them as hypnotics as 
when used as sedatives to relieve anxiety. 


METHOD ` 


Patients 

The subjects were in-patients suffering from 
insomnia associated with neurotic disorders in which 
anxiety or depression were prominent features. The 
group consisted of 2 men and 10 women aged 
between 20 and 60 years, They were in hospital for 
treatment of anxiety state (7), depression (3) or 
personality disorder with anxiety (2). During the 
investigation they received no medication except the 
trial drugs, nor electro-convulsive therapy. They were 
also asked not to drink alcohol throughout the trial. 


Drugs 

The drugs and a placebo were administered in 
identical capsules. Amylobarbitone sodium was used 
in doses of 130 mg. and 200 mg. and chlordiazepoxide 
in doses of 20 mg., 30 mg. and 40 mg. Each patient 
received each dose and the placebo on six successive 
nights according to a Latin Square sequence, thus 
using the patients as their own controls. Neither the 
subject nor the experimenter knew which drug was 
being administered on any occasion. 


Measurements 
Sleep was recorded for eight hours each night by 


EEG, using five channels of a polygraph recorder 
(three EEG and two REM channels). Paper speed 
was at 10 mm./sec. The polygraph was switched on for 
one minute periods at ten-minute intervals between 
11.0 p.m. and 7.0 a.m, Each one minute epoch was 
allotted one of the sleep stages described by Recht- 
schaffen and Kales (1968). However, their inter- 
nationally agreed criteria could not be followed 
exactly because these had been devised using epochs 
of shorter duration which were part of a continuous 
rather than an intermittent tracing. Also, electro- 
myographic recordings were not done in the present 
investigation. Total sleep time was defined as the 
total of all stages except ‘wakefulness’, based on the 
one minute in ten sample. Initial delay to sleep was 
defined as the period prior to the first sample showing 
Stage II. The results obtained were subjected to 
analysis of variance. When significant differences 
were found, relevant comparisons were made using 
‘t’ tests. 

The patients were asked to complete the following 
questionnaire each morning: 

‘Was your sleep—very sound, sound, fair, light or 
very light?’ 

‘Have you got a hangover?’ 

‘If so how does it affect you?’ 

For statistical purposes the quality of sleep was 
rated from 5 (very sound) to 1. 

The anxiety experienced by the subjects was also 
assessed, using a self-rating scale similar to that of 
Lader and Wing (1965). Patients listed symptoms in 
their own words when first interviewed. The symp- 
toms were entered on a special form designed so that 
the patients could record the severity of each symptom 
by placing a mark at the appropriate distance along a 
10 cm. line. The patients completed the forms each 
evening to indicate the symptom level for that day. 
The total anxiety level was calculated by separating 
out those symptoms clearly related to anxiety and 
totalling the distances. 


Experimental procedure 

The patients had their Jast meal of the day at 
6.30 p.m. and a last drink between 8.30 and g.0 p.m. 
At 10.15 p.m. they came to the rooms attached to the 
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ward where all recordings were carried out. The EEG 
electrodes were fitted. After a visit to the toilet the 
patient got into bed in a small quiet room adjacent 
to the polygraph room. The leads were connected and 
the capsule taken by the patient at 11.0 p.m. under the 
supervision of the experimenter or a nurse. A buzzer 
was available by the bedside in case the patient 
needed to go to the toilet or required attention. No 
drinks were given during the night. At 7.0 a.m. the 
patient was roused and after having a cup of tea 
got up and completed the sleep questionnaire. 

Two trial nights were conducted before the six 
experimental nights in order to make the routine 
familiar to the patient. The procedure was identical 
in every respect except that the patient was given 
triclofos 1 G. The records of these two nights were 
not utilized. 


RESULTS 


The sleep measurements given particular 
consideration were the total sleep, sleep stages, 
delay to sleep and sleep occurring in the first 
and second halves of the night. In the analysis 
of variance, for each set of results, the differences 
between patients were always significant to 
the level of o-1 per cent, in general greater than 
the differences between the various treatments. 
The position within the trial sequence of six 
nights made no statistically significant difference. 

The comparison of mean values for the 
various treatments is shown in Table I. All 
drugs showed a significant difference (P < +01) 
from placebo for the total sleep obtained, except 
chlordiazepoxide 30 mg. The table also shows 
that the total sleep with amylobarbitone sodium 
was, in general, significantly greater than with 
chlordiazepoxide. Different doses of the same 
drug, however, did not show statistically signi- 
ficant differences. 

The dose-effect curves for total sleep were 
plotted as shown in Fig. 1. The curves differ, 
with no apparent dose-effect for chlordiaze- 
poxide. It was therefore impossible to use a 
bio-assay technique for comparing the two drugs 
to establish a dose-equivalent ratio for hypnotic 
effect in the way that Lader and Wing had 
done for the day-time sedative effect. 

The dose-response line of the hypnotic effect 
of amylobarbitone sodium shows little more 
sleep with 200 mg. than with 130 mg. A pre- 
vious investigation had indicated a difference 
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0 S= Amylobarts tone 1% ng 200 ag 
sodtus 


X «= Chlordiazepoxide 20 ng 0 g 40mg 


Fig. 1.—Dose-response curves of effects of amylobarbitone 
sodium and chlordiazepoxde upon total sleep. 


between sleep induced by 100 mg. and 200 mg. 
respectively of amylobarbitone sodium (Hinton, 
1961), and it is probable that the present limiting 
of recordings to 8 hours has imposed an artificial 
ceiling on the possible sleep increase. This 
explanation is supported by the observations on 
the conscious state of the patients at 7.0 a.m. 
On the nights when amylobarbitone sodium 
200 mg. was given, 10 of the 12 patients were 
still asleep in the morning, whereas with 130 mg. 
8 were asleep. The comparable figures for chlor- 
diazepoxide were 3 of the 12 still asleep with the 
30 mg. and 40 mg. doses, and 4 of the 12 with the 
20 mg. dose. Only 2 of the 12 patients receiving 
placebo had not woken by 7.0 a.m. 

When total sleep is separated into the various 
stages (Table I) the following findings emerge. 
Compared with placebo, stages I and I of sleep 
were significantly increased by both doses of 
amylobarbitone sodium (P «< -or), but with 
chlordiazepoxide only the 40 mg. dose had a 
significant effect. Amylobarbitone sodium 200 
mg. produced significantly greater amounts of 
stages I and II than any dose of chlordiaze- 
poxide, and, parallet to this, amylobarbitone 
sodium 130 mg. produced significantly greater 
amounts of stages I and IJ than chlordiazepoxide 
20 mg. and 30 mg. 
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TABLE I 


Estimated total slesp and sleep stages expressed as means in minutes; quality of sleep and incidence of hang-over. 





Total Stages Stages 
sleep I&I II & 
IV 





Amylobarb. sodium fgo,40 20, 30, 40 
.. 437* 298* 


200 mg. 95 
r Soa (22%) 
30 20, 30 
130 mg. 432* 277" i 109 
E EET (64%) (25%) 
ordiazepoxide 
40 mg. 388* 246* 88 
; (63%) (23%) 
30 mg. 363 225 3 
(62%) (23%) 
20 mg. 393* 233 94. 
ere (59%) (24%) 
ce 319 194 
oe (61%) (25%) 
Analysis 
variance P< -oo1 P< -oo1 N.S. 





SI 
REM inıst Sleep in and Delay Quality Hang- 
sleep 4hr. 4hr. period to of over- 
period sleep sleep 
t30 20, 30, 40 
44 205* 232" 4°4 4 
(10%) 
tgo 
46 ari* 221* 40 3:8 I 
(11%) 
54  1go*  198* 59 87 8 
(14%) 
56 178 186* 69 grr 1 
(15%) 
67  193* 200* 58 3°8 I 
(17%) 
45,167 153 65 32 o 
(14%) 
N.S. P<-+o1 P< ‘oo1 N.S. N.S. 





(* = significant difference from placebo; t20, t30, t4o = significant difference from chlordiazepoxide 
20, 30 or 40 mg.) 


Comparison of the amounts of stages LIT and IV 
and of REM sleep did not show statistically 
significant differences. Table I shows the 
percentage of total sleep spent in the various 
stages. For REM sleep it may be noted that 
amylobarbitone sodium reduces the percentage 
as compared with placebo, and, indeed, in 
comparison with the benzodiazepine. Chlor- 
diazepoxide did not reduce the proportion of 
REM sleep as compared with placebo, and in 
the lower doses there was even a tendency for 
its increase, 

In Table I the hypnotic actions of both drugs 
seem more apparent in the second four-hour 
period of the night. For instance, sleep was 
increased more in the second half of the night 
than in the first by sodium amylobarbitone 
200 mg. (mean Ist four-hour sleep gain 38 mins., 
mean 2nd four-hour sleep gain 79 mins., t = 
2:48, P < +05); but the similar trend for 
chlordiazepoxide 40 mg. was not statistically 
significant. Using the one minute EEG samples, 
no significant differences were found between 
drugs or placebo with regard to delay from 
going to bed until falling asleep. 

The subjective assessments of quality of sleep 


shown in Table I were closely parallel to the 
total sleep measures recorded by the EEG, but 
the differences in subjective assessments were 
not statistically significant. The incidence of 
hangover for each treatment varied between 
1 and 4 in 12 nights (see Table I), numbers 
insufficient for a satisfactory statistical analysis. 
The hangovers were more frequent with the 
highest doses for each drug, and no patient 
recorded a hangover after placebo. There were 
individual differences, with 7 patients never 
experiencing a hangover. 

The anxiety scores of the 12 subjects were 
studied to note if there were any apparent 
differences in the hypnotic actions of the drugs 
in the presence of different levels of anxiety. 
There were 4 subjects showing consistently high 
anxiety scores and 4 with consistently low 
scores. These small groups were compared for 
amylobarbitone sodium 130 mg. and chlor- 
diazepoxide 20 mg., equivalent doses for the 
relief of anxiety. The high anxiety group had 
their sleep increased (compared with placebo) 
by 198 minutes with the barbiturate and 125 
minutes with the benzodiazepine. The low 
anxiety figures were 60 minutes with amylo- 
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barbitone sodium and 38 minutes with chlor- 
diazepoxide. These results are compatible with, 
firstly, the barbiturate having a consistently 
greater hypnotic action than chlordiazepoxide; 
and, secondly, with both drugs having a propor- 
tionally greater effect on the more severe 
insomnia which accompanied the high levels of 
anxiety. 


Discussion 


Claims have been made that drugs such as 
chlordiazepoxide differ from barbiturates in 
that they have an anti-anxiety action without 
producing significant sedation. Lader and Wing 
(1965) failed to demonstrate physiological 
differences in action between chlordiazepoxide 
and amylobarbitone sodium when used in the 
treatment of anxiety states. No specific anxiolytic 
action for chlordiazepoxide was demonstrated, 
and drowsiness was an effect common to both 
drugs. The intention of the present study was 
to compare the two drugs as hypnotics and 
attempt to work out a dose equivalent ratio for 
them when used for this purpose. If the dose 
equivalent ratio were close to that found by 
Lader and Wing it would suggest that the 
actions of the two drugs were very similar, i.e. 
that both relieved anxiety as a function of being 
sedative drugs. If, however, a relatively greater 
amount of chlordiazepoxide were needed to 
match amylobarbitone sodium as a hypnotic it 
would suggest that chlordiazepoxide has a 
specific anxiolytic action. 

The results of this study show that amylo- 
barbitone sodium does indeed have a greater 
hypnotic effect than chlordiazepoxide when 
compared in two doses found equivalent for 
the relief of anxiety. Amylobarbitone sodium 
200 mg. and 130 mg. should have had approxi- 
mately equivalent effects to chlordiazepoxide 
30 mg. and 20 mg. respectively, but this was not 
confirmed regarding their effect on sleep. The 
three dose-levels of chlordiazepoxide showed no 
trend towards a regular dose curve. This frustra- 
ted the hope of making a comparison of dose- 
equivalent ratio for hypnotic actions of the two 
drugs. Clinical evidence gives some support to 
this dose response in that even massive over- 
doses do not depress consciousness in the same 
manner as barbiturates, 


SEDATIVE OR TRANQUILLIZER ? 


The different clinical effects of these two drugs 
are likely to be associated with their known 
pharmacological properties. Animal work has 
indicated overlapping actions, barbiturates 
acting primarily in the reticular formation and 
benzodiazepines mainly in the hippocampus 
(Schallek, Schlosser and Randall, 1972). In 
the present clinical trial the drugs had different 
actions on sleep inasmuch as the barbiturate 
reduced the proportion of REM sleep whereas 
chlordiazepoxide did not have this action. The 
barbiturate effect upon REM sleep is now well- 
recognized, but reports on benzodiazepines are 
inconsistent in this respect. Oswald and Priest 
(1965) reported that nitrazepam reduced REM 
sleep, but Tissot (1965) found that diazepam 
and nitrazepam tended to increase REM sleep. 
Chlordiazepoxide itself has previously been 
found to cause little change in REM sleep 
(Kales and Scharf, 1973). Hartmann (1968) also 
reported that chlordiazepoxide increased total 
sleep without reducing ‘dreaming sleep’. 

At a different level of explanation, it is 
claimed that chlordiazepoxide reduces insomnia 
by alleviating anxiety, whereas the effects of 
barbiturates depend more on affecting mecha- 
nisms controlling the levels of consciousness. 
The small, crude incidental comparison made in 
this study of insomnia linked with high or low 
levels of anxiety revealed no tendencies for the 
drugs to work differently in this respect. 
Neither drug became proportionally more 
effective when anxiety was an obvious reason 
for insomnia, but no great weight should be 
placed on this particular negative finding. 

Incidental findings in this study were the 
confirmation that both drugs have a hypnotic 
action, the barbiturate being more effective; 
moreover the actions of the drugs were, if any- 
thing, more pronounced in the second half of the 
night, 4 to 8 hours after taking the capsules. 
This is consistent with the report that amylo- 
barbitone sodium and nitrazepam, another 
benzodiazepine, produce EEG changes as long 
as 18 hours after a single dose (Malpas, Rowan, 
Joyce and Scott, 1970). The incidence of ‘hang- 
over’ effects was roughly similar when the 
larger doses were given. 

In conclusion, it can be stated that in the 
doses at which the two drugs have been found 
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equally effective as agents in relieving anxiety, 
chlordiazepoxide is less effective than amylo- 
barbitone sodium in promoting sleep; more- 
over, the hypnotic effect of chlordiazepoxide is 
not clearly increased with greater dosage. 


SUMMARY 

Chlordiazepoxide and sodium amylobarbi- 
tone, which have a known dose-equivalent ratio 
for relieving anxiety, have been compared for 
hypnotic actions. In a double-blind trial, which 
included a placebo, the EEG effects and sub- 
jective ratings of sleep were measured in psychi- 
atric patients with insomnia; the subjects acted 
as their own controls. 

Both drugs were hypnotics, but sodium 
amylobarbitone had a significantly greater 
effect than chlordiazepoxide when compared at 
the doses found equivalent for relieving anxiety. 
The hypnotic effect of chlordiazepoxide was not 
clearly related to dosage. The barbiturate 
decreased REM sleep, as expected, but chlor- 
diazepoxide did not. 

The difference in actions of these two drugs is 
discussed briefly in terms of the site of action 
and the relief of insomnia by alleviating anxiety. 
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Serum Anticonvulsant Concentrations in Epileptic Patients 
with Mental Symptoms 


A Preliminary Report 


By E. H. REYNOLDS and R. D. TRAVERS 


INTRODUCTION 


The introduction of techniques for the 
measurement of the serum concentrations of 
anticonvulsant drugs has opened up new 
opportunities of studying epilepsy in many of 
its aspects. Until the present time authors have 
studied variations in, and factors effecting, the 
metabolism of the drugs, and the relationship of 
serum drug concentrations to seizure control 
and well known side effects (see Woodbury, 
Penry and Schmidt, 1972). In this paper we 
report some preliminary observations on drug 
concentrations in patients with and without 
marked changes in their mental state. 


PATIENTS AND METHODS 

We studied 118 epileptic patients attending 
the seizure clinics of the Yale New Haven 
Hospital and West Haven V.A. Hospital. Of 
these, 81 were male and 37 female. Mean age 
was 39°3 years (range 14—73 years). 

All patients were on various combinations of 
the three major anticonvulsant drugs: diphenyl- 
hydantoin (DPH) (200-500 mg. daily), pheno- 
barbitone (60-180 mg. daily) and primidone 
(250-1,000 mg. daily). Some patients were 
receiving other anticonvulsant or psychotropic 
drugs. 

Patients were evaluated during routine clinic 
visits. Relatives were interviewed when avail- 
able and the past medical records were reviewed. 

The following items were documented with- 
out knowledge of the serum anticonvulsant 
concentrations: type and frequency of seizure; 
type, dose and duration of anticonvulsant 
therapy; presence or absence of psychomotor 
slowing, intellectual deterioration, psychiatric 
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illness or marked personality change; presence 
or absence of nystagmus, dysarthria or ataxia. 

The presence of psychomotor slowing (of 
thought, speech or motor performance), intel- 
lectual deterioration, psychiatric illness or 
personality change was inferred from the 
history (including that obtained from the notes 
and relatives), clinical examination of the 
mental state, and supplemented in 50 per cent 
of the patients by detailed psychometric assess- 
ment. The clinical examination of the mental 
state consisted of standard questions concern- 
ing orientation; ability to remember a name, 
address and flower, subtract serial sevens, retain 
digits forwards and backwards, and interpret, 
proverbs and similarities; and subjective assess- 
ment of psychomotor slowing, concentration, 
level and appropriateness of affect. The psycho- 
metric assessment included the Wechsler Adult 
Inventory Scale, the Wechsler Memory Scale, 
the memory for designs, the Minnesota Multi- 
phasic Personality Inventory and the Beck 
depression scale score. On the basis of all the 
information available, changes in the mental 
state were rated as present or absent without 
regard to severity. When changes in the mental 
state were equivocal, or when there was any 
doubt in the examiner’s mind, mental changes 
were rated as absent. The clinical diagnosis 
under the category of psychiatric illness or 
personality change (Table III) is based on 
previous assessment by psychiatrists, and or 
present psychometric assessment. Where a 
diagnosis of ‘schizophrenia? had previously 
been made, this is listed in Table III as 
‘schizophrenia-like psychosis’ (see Slater, Beard 
and Glithero, 1963). 

At the time of the clinical evaluation venous 


BY E. H. REYNOLDS AND R., D. TRAVERS 


blood was drawn for determination of serum 
diphenylhydantoin and phenobarbitone by the 
gas chromatographic method of Travers, Rey- 
nolds and Gallagher (1972). 


REsuLTs 


The relationship of drug concentrations to 
the dose of medication, age and sex of the 
patients, seizure frequency and seizure control 
are considered elsewhere (Travers, Reynolds 
and Gallagher, 1972). 

In the analysis of the drug concentrations in 
relation to various aspects of the mental state 
the following three groups of patients were 
excluded: 

1. Six patients with clear clinical evidence of 

toxicity (nystagmus, dysarthria, ataxia). 

2. Six patients in whom mental changes pre- 
ceded the onset of epilepsy. All were men- 
tally retarded from birth. 

3. Thirteen patients with past or present 
evidence of a gross cerebral lesion, i.e. head 
injury, subdural haematoma, cerebral 
tumour, hemiparesis, alcoholism. 

Clinical details and blood drug concentra- 
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tions in groups I and 2 are summarized in 
Table I. There was no significant difference in 
the concentrations of either DPH or pheno- 
barbitone between these two groups. 

The mean DPH concentration in group 3 
was 8-6 pg/ml. (range 4-22 pg./ml.). The 
mean phenobarbitone concentration was 20°3 
pg/ml. (range 4-44 ug./ml.). 

The presence or absence of psychomotor 
slowing, intellectual deterioration, psychiatric 
illness or personality change was examined in re- 
lation to the serum anticonvulsant concentrations 
in those 57 patients who were taking only a 
combination of DPH and _ phenobarbitone 
(Table II). For each category of mental change 
those subjects with evidence of impairment had 
significantly higher concentrations of both DPH 
and phenobarbitone than those without such 
impairment, with the exception of phenobarbi- 
tone in relation to psychomotor slowing, where 
the trend was in a similar direction, although 
the difference was not significant. The diagnoses 
in the 20 patients with psychiatric illness or 
personality change are summarized in Table III. 

It was considered likely that patients with 


TABLE I 
Clinical features and drug concentrations in patients (1) with drug toxicity, and (2) with mental changes preceeding epilepsy 





Diphenylhydantoin Phenobarbitone 





Patients Sex Age Mental state concentration concentration 
(ug/ral.) (ug/rol.) 
1. Patients with clinical F 398 I.Q. deterioration: Old subdural 36 — 
evidence of drug M 44 1.Q. deterioration 15 (also on 
toxicity PEGANONE) 
(e.g. nystagmus, M 70 Mental retardation since birth 15 60 
dysarthria and ataxia) M 25 Mental retardation since birth 
trauma 51 55 
M 53 Psychomotor slowing: organicity 24 _ 
M 51 Post traumatic I.Q. deteriora- 
tion; alcoholism 60 16 
Mean 35° 5* 43° 6** 
2. Patients with mental F 50 Mental retardation since birth 3I 21 
symptoms preceeding M 54 Mental retardation since birth 20 18 
epilepsy (no evidence M 28 Mental retardation since birth 
toxicity) trauma 43 74 
M 19 Mental retardation and 
hemiparesis since birth trauma 29 21 
M 48 Mental retardation since birth 48 19 
F 21 Mental retardation since birth 25 55 
j Mean 32° 6* 34° 6** 





+*+ = no significant difference. 
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Tase IT 
Drug concentrations in relation to psychomotor slowing, intellectual deterioration, psychiatric illness or personality change 


Diphenylhydantoin Phenobarbitone 
concentration concentration 
Numb mean mean 
(ug/ml.) (ug/ml.) 
Psychomotor Present 19 14'5 — 16-8 N.S 
Slowing .. Absent 35 grt 7 183:7 zi 
Intellectual Present 8 18-0 or 19:0 wid 
Deterioration Absent 35 7:7 12°6 7 
Psychiatric illness Present 20 15°7 21-0 
or “Or “or 
Personality change Absent 24 7'0 12°0 
Tase IH infrequent seizures (less than one per month) 
Diagnosis in patients with dea illness or (Table TV). We again found significantly higher 
personality d concentrations of the drugs in patients with 
: R mental changes, with the exception of pheno- 
pea Number barbitone in relation to psychomotor slowing. 
Schizophrenia-like psychosis 4 
Schizoid or paranoid personality 8 Disaussion 
Severe depression .. 6 It is well known that toxic doses of DPH may 
Behaviour disorder .. a 3 ional] e b 
Immature hysterical personality a 3 occasionally precipitate an acute or subacute 
Obsessional and passve-dependant cerebral syndrome which has been variously 
personality ; I labelled as ‘psychosis’, ‘confusional state’, 


more frequent seizures would have a higher 
prevalence of mental changes. For this reason 
the same comparison of drug levels with mental 
state was undertaken in those patients with 


‘delirium’ or ‘encephalopathy’ (Finkelman and 
Arieff, 1942; Glaser, 1972). These syndromes 
are usually associated with other signs of 
toxicity (nystagmus and ataxia) and toxic 
serum concentrations of the drug (Kutt,{Winters 
Kokenge and McDowell, 1964; Glaser, 1972). 


Taste IV 


Drug concentrations in relation to psychomotor Piprspitcl intellectual deterioration, psychiatric illness or personality change 
in patients with stezure frequency less than one per month 





























Diphenylhydantoin Phenobarbitone 
concentration concentration 
Number mean mean 
(ug/ml.) (ug/ml.) 
Psychomotor Present 8 12°6 13°9 
Slowing .. Absent 25 8-2 08 13°9 ; NS. 
Intellectual Present 3 14°93 18-7 
Deterioration Absent 25 40 95 11-0 "08 
Psychiatric illness Present 9 13°6 19°6 
or "05 -08 
Personality change Absent 17 6'5 I2'I 
(] 
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However, since the introduction of techniques 
for measuring serum anticonvulsants there have 
been several reports pointing out that diphenyl- 
hydantoin toxicity may be overlooked because 
of the absence of typical features, such as 
nystagmus and ataxia (Husby, 1963; Frantzen, 
Hansen, Hansen and Kristensen, 1967; Patel 
and Crichton, 1968; Perlo and Schwab, 1969; 
Logan and Freeman, 1969; Lascelles, Kocen and 
Reynolds, 1970; Reynolds, 1970; Glaser, 1972). 
Changes in mental state, especially intellectual 
deterioration (‘dementia’, ‘pseudo-degenerative 
disease’, ‘subacute encephalopathy’) have been 
prominent in these reports. It is therefore of 
interest that the serum drug concentrations in 
our six patients who were mentally retarded 
from birth (but without the usual signs of 
toxicity) were similar to those in our six patients 
with definite signs of toxicity (Table I). This 
confirms (1) that in some patients factors 
additional to the blood level of the drug deter- 
mine the development of nystagmus and ataxia; 
(2) that in some patients with brain damage or 
long-standing mental retardation DPH toxicity 
may be overlooked, not only because of the 
absence of nystagmus and ataxia, but also 
because further changes in the mental state 
may not be readily recognized; (3) that mea- 
surements of drug concentrations are valuable 
in detecting unsuspected toxicity. 

The problem of the effect of chronic long- 
term anticonvulsant therapy in non-toxic doses 
on the mental state of epileptics has often been a 
matter of disputed opinion (see Guerrant, 
Anderson, Fischer, Weinstein, Jaros, and 
Deskins, 1962), but has been very little investi- 
gated. In this study we have found that after 
exclusion of patients with (1) clear clinical 
evidence of toxicity; (2) mental symptoms 
preceeding the onset of epilepsy; and (3) evi- 
dence of a gross cerebral lesion, epileptic 
patients with psychomotor slowing, intellectual 
deterioration, psychiatric illness or personality 
change have, as a group, generally higher 
concentrations of DPH and phenobarbitone 
than patients without such mental changes. 
These observations are not necessarily related 
to seizure frequency, as similar differences were 
found in patients whose seizures were relatively 
well controlled (less than one attack per month). 
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The meah serum values of the drugs in the 
groups with mental changes were within the 
therapeutic range (10-20 yg./ml.) recommen- 
ded by Buchthal and Svensmark (1971), 
although there was wide scatter above and 
below this range. 

The significance of these observations, which 
can only be regarded as preliminary as they 
are based in part on a subjective analysis, 
requires detailed evaluation, with long-term 
studies involving manipulation of drug levels 
and incorporating psychometric techniques. 
They are, however, consistent with published 
studies of folate levels in epileptic patients. 
Several investigators have reported signifi- 
cantly lower folate levels in serum, red cells and 
CSF in epileptic patients with intellectual deteri- 
oration and psychiatric illness than in epileptics 
with normal mental states (see Reynolds, 1972). 
Further it has been shown that there is a 
significant inverse correlation between folate 
and drug concentrations (especially DPH) in the 
serum and CSF of epileptic patients (Reynolds, 
Mattson and Gallagher, 1972). A possible rela- 
tionship between the ‘antifolate’ effects of the 
major anticonvulsants and some of their clinical 
effects is currently a subject of continuing 
investigation (see Reynolds, 1972). 

Rosen (1968), employing a battery of psycho- 
logical tests (but without drug concentrations), 
reported marked improvement in school or 
work performance in 20 epileptic patients 
following discontinuation of long term DPH 
therapy. There have also been two recent 
studies of psychological performance in relation 
to serum anticonvulsant concentrations in acute 
experiments in health volunteers. In a 24-day 
study, Hutt, Jackson, Belsham and Higgins 
(1968) found a correlation between serum 
phenobarbitone concentrations and impairment 
of perceptual-motor tasks involving sustained 
attention. Idestrom, Schalling, Carlquist and 
Sjoqvist (1972), in one-day experiments, found 
some correlations between DPH levels (below 
10 pg./ml.) and some measures or ratings of 
impaired concentration, psychomotor tests and 
‘sedative’ tests. 

Lennox and Lennox (r960) reported a rising 
prevalence of mental symptoms in epileptic 
patients in relation to the duration of the 
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disorder. This is generally considered to be the 
result of repeated seizures and their psycho- 
logical and social consequences, but it is 
possible that chronic anticonvulsant therapy at 
least contributes to this problem. 

Although many authors agree that changes in 
the mental state of epileptic patients are pro- 
bably multifactorial in origin, there is no general 
agreement as to the relative importance of (1) 
brain damage (either preceding or following 
seizures); (2) psychological factors; (3) social 
factors; (4) genetic factors, and (5) drug 
therapy. Although all these factors are im- 
portant to varying degrees in different patients, 
we have in this paper concentrated our attention 
on the possible contribution of long-term drug 
therapy, which may be underestimated in some 
patients. As long ago as 1942 Lennox com- 
mented that ‘the careful study of the effect of 
anticonvulsant drugs on the intellectual pro- 
cesses of normal and epileptic persons is long 
overdue’. This statement remains true today. 


SUMMARY 

In a preliminary study of out-patient epilep- 
tics it was found that after exclusion of patients 
with (x) signs of drug toxicity; (2) mental 
symptoms preceeding epilepsy; (3) evidence of 
a gross cerebral lesion, those patients with 
psychomotor slowing, intellectual deterioration, 
psychiatric illness or personality change had 
significantly higher serum DPH and pheno- 
barbitone concentrations than those without 
such mental changes, Similar differences were 
found when those patients whose seizures were 
relatively well controlled were analysed sepa- 
rately. The relationship between chronic anti- 
convulsant therapy and mental symptoms in 
epilepsy is briefly discussed, and the need for 
detailed study of this problem is emphasized. 
The value of serum anticonvulsant levels in 
detecting unsuspected drug toxicity, especially 
in brain-damaged mentally retarded patients, 
is confirmed. 
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Intelligence and Neurosis in Old Age 


By C. NUNN, K. BERGMANN, P. G. BRITTON, E. M. FOSTER, 
E. H. HALL and D. W. K. KAY 


INTRODUCTION 

In a previous study of old people living in the 
community, those with functional psychiatric 
disorders (usually neuroses) were found to have 
relatively low IQs on the Wechsler Adult 
Intelligence Scale (WAIS) (Britton et al., 1967). 
This observation required confirmation and was 
open to a number of interpretations. 

The association between neurotic symptoms 
and low IQ might in some cases have been due 
to the presence of an early (undiagnosed) brain 
syndrome, or the neurosis itself might have 
impaired test performance by interfering with 
concentration or motivation. On the other hand, 
both the neurosis and the low IQ could have 
had a common origin, for example in physical 
illness, poor social background, or female sex 
(in our elderly sample females were found both 
to be more often neurotic and to obtain lower 
test scores than males). A fourth possibility was 
that less intelligent old people might be more 
susceptible to neurotic illness. 

The aim of the present study is to re-examine 
the relationship between WAIS scores and 
neurosis in a larger group for which follow-up 
data are available. 


SUBJECTS AND METHOD 


Subjects for the psychometric assessment 
were selected at random from two surveys of 
people aged 65 years and over carried out in 
Newcastle upon Tyne (Kay et al., 1964, 1970). 
When, for miscellaneous reasons described in 
detail by Britton (1967), a subject could not be 
tested, another matched person was substituted. 
Eighty-eight subjects from the earlier survey 
have already been described (Britton et al., 
1967); to these are now added go subjects from 
the second survey. Since the second sample 
showed the same relationship between IQ, and 
neurosis as was previously observed, the two 
samples have been combined. 

Each subject was visited, usually in the course 
of a few weeks, by a psychologist (P.G.B.), a 
social worker (E.M.F.) and a psychiatrist 
(K.B.); the latter assessed physical health as 
well as psychiatric state. Those subjects found 
to be still alive about six years later were re- 
assessed by another psychiatrist (C.N.), and as 
many as possible were also re-tested on the 
WAIS (E.H.H.). Variables used in the present 
study are listed in Table I. 

The psychiatric diagnoses made at the original 








TABLE I 
List of variables 
Variable Grades 
Sex Male = 1, female = 2 
Age .. 65-9, 70-4, 75-9, 80-4, 85+ (1-5 
Social class I-II, III, IV, V (1-4, 
Living alone . No = 1, yes = 2 


Number of weekly social contacts . 

Recent close bereavement .. 

Visual impairment .. 

Deafness ag 

Damage to CNS 

Somatic illness (excl. sensory) ; Grade of disability 
Memory impairment 

WAIS score (short form) 

Initial diagnosis 
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Very many, many, several, few/none 
No = 1, yes = 2 

None, mild, moderate, severe 

None, mild, moderate, severe 

None, mild, moderate, severe 

None, mild, moderate, severe 

None, mild, moderate/severe 
Prorated full scale score (see text) 
Normal == 1, neurosis = 2 
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interviews are shown in Table II. The sample 
was later divided into two main groups, con- 
sisting of 100 normals and 62 ‘neurotics’. The 
latter included one subject diagnosed as endo- 
genous depression. Paranoid states, schizo- 
phrenia and organic brain syndromes were 
excluded. The types of neurosis in the survey 
material were described in detail by Bergmann 
(1971). Personality disorders were included in 
the neurotic group if neurotic symptoms were 
present, and in the normal group if they were 
not. 

The psychometric variable (WAIS score) is 
a prorated WAIS full scale score derived from 
the scaled scores on the four subtests, Com- 
prehension, Vocabulary, Block Design and 
Object Assembly, as described by Britton and 
Savage (1966). This short form of the WAIS 
has been found to be suitable for old people and 
to correlate highly with scores obtained from the 
complete battery. The prorated IQ, which gives 
an adjustment for age, and the individual sub- 
test scores were also examined, but appeared to 
give no advantage, in the context of this paper, 
over “WAIS score’. 


Statistical methods 

The significance of differences in the mean 
WAIS scores of the two groups and of various 
subgroups was tested by student’s ‘t’ test. 





Taste IT 
Psychiatric diagnoses at initial assessment 
% of 
Diagnosis N total 
Normal .. 89 50 ‘Normals’ 
Personality 100 (56%) 
disorder II 
Anxiety state 29 16 
Reactive 
depression .. 32 62 18 ‘Neurotics’ 
Endogenous (35%) 
depression .. I I 
Paranoid state/ 
schizophrenia 5 3 
Organic brain 
syndrome .. II 6 
Total .. 178 100 





Coefficients of correlation (r) between the 
variables were also calculated, and discriminant 
functions computed with the psychiatric diag- 
nosis as the dependent variable. The data were 
incomplete for seven subjects, who therefore 
had to þe omitted from the latter calculations. 
Four of these were normal, three neurotic. 
The mean WAIS score of six of these subjects 
did not differ significantly from that of the 
remainder, and the seventh did not complete 
all the subtests. 


RESULTS 


Table III shows the correlations between 10 
of the 13 items recorded at the initial inter- 
views. Three items, ‘recent close bereavement’, 
‘visual impairment’ and ‘damage to CNS’ are 
omitted because they do not correlate signifi- 
cantly with any of the others (except for ‘visual 
impairment’ with ‘age’, r = +26). 

It may be seen that WAIS score is significantly 
correlated with diagnosis, a low score being 
associated with neurosis. (For verbal subtest 
scores r = +32, for performance subtest scores 
r = +26). However, both WAIS score and 
diagnosis are also significantly correlated with 
sex (female), social class (low), weekly social 
contacts (few) and somatic illness. Table IV 
shows the mean WAIS scores of neurotics and 
normals when three of these variables are held 
constant in turn. There is a trend, in each sub- 
class, for the neurotic subjects to perform less 
well on the test than the normals; the difference 
is statistically significant in six of the nine sub- 
classes, 

In order to ascertain the relative importance 
of the selected variables in predicting diagnosis, 
a discriminant function was computed, with 
diagnosis as the dependent variable, and the 
remaining 12 items were recorded at the 
initial interviews as independent variables. 
The multiple correlation (-50) was highly 
significant. The WAIS score contributed the 
largest percentage of the predicted variance and 
had the largest beta-coefficient. Social contacts, 
sex, deafness and somatic illness also made 
contributions to the predicted variance, but 
social class did not. In order further to test the 
importance of the WAIS score, two additional 
discriminant functions were carried out using 

e 


e 
t 


448 INTELLIGENCE AND NEUROSIS IN OLD AGE 








Taste ITI 
Intercorrelations of certain initial assessment variables 

(N = 155) 
Age 6 is la a 10 
Social class (lower) .. RQ me TT 
Living alone +30 “10 18 
Weekly social contacts (fewer) “08 26 02 23 
Deafness .. .. ‘oB "22 “17 ‘12 +10 
Somatic illness... ae re 08 “15 “06 85 "II 
Memory impairment... re 47 i 23 “18 0g “15 ‘07 "25 
WAIS score (lower) a ve 24 “I4 "42 "QI +16 ‘07 ‘3I "39 
Diagnosis (neurosis) a oe RI OF "19 “13 +26 +18 "30 “14 “gt 


(22Mo]) sse epog 
suore Zum 
(m3) ggu Tepo APPM 
ymumedur Lowa 
(zamor) 21098 SIVM. 


= +16, significant at 5 per cent level, 
r = +21, significant at 1 per cent level. 











Taste IV 
Mean WALS scores 
Significance of 
Normals Neurotics different (t-test) 
N Score S.D N Score S.D t P 
Sex 
Male 47 94:3 33°9 17 73°6 29-0 2°42 o2 
Female 53 82° 26-6 44 67°5 20°2 3°22 005 
Social class 
I+ 26 116-0 g2’ 7 13°4 221 4°07 ‘OO1 
III 50 80°5 253 30 2'6 21'5 I N.S. 
IV II „9'6 18+3 12 72°8 28:2 o° N.S. 
vV 1g "9 18+ 12 54'8 174 2'17 ʻ05 
Somatic illness 
None 22 102°5 39°0 2 68+5 3'5 1°20 N.S. 
Mild OBA 86-7 26°8 28 95°79 25° 4 1°78 OI 
Moderate .. 20 78°6 224 gI 69°4 19°9 2°37 02 
Severe 4 83°5 46°8 ~~ e — — — 
Total .. .. 100 88-2 go°6 61* 69-2 22°9 4°21 ‘OOI 
* One neurotic did not complete all the WAIS subtests. 
° 
é 7 


6 
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Taste V 
Discriminant function analysis of variables significantly 
correlating (P < +05) with diagnosis (dependent 
variable) (N = 157) 


(1) Without WAIS score 


Independent variables r beta % p.v 
Somatic illness es *29 “18 g2 
Few) weekly contacts 26 "17 26 
aa sex ee *20 13 16 
ay “18 1g 13 
(Lowa). social class "19 "II 13 
R= -4062; R= +1654 


F ratio = 5'985; P < ‘o1 
(2) With WAIS score 


Independent variables T beta % p.v. 
WAIS score (lower) gi "19 gI 
Somatic illness ‘29 “I 2I 
ad iani social contacts 26 "I RI 

+18 “Ia 12 

Tanig sex ae *20 ‘Il II 

Lower) social class 19 ‘o4 4 


R = +4982; R? = -1921 
F ratio = 5:945; P < ʻor 
Fd (addition of WAIS scoreto independent 
variables) = 4'957; P < -05 


the five variables just named with and without 
the WAIS score. This showed (Table V) that 
the multiple correlation with diagnosis was 
significantly (p < +05) increased when the 
WAIS score was included as an independent 
variable. 


Follow-up 
Table VI shows the outcome after about six 


Tass VI 
Outcome at follow-up of subjects initially diagnosed 
as ‘normal’ and ‘neurotic’ 


Normals Neurotics 
N % N %&% 
Dead .. > 26 S 24 (39 
Same diagnosis 50 50 24 39. 
Change of diagnosis (i e. 
normal to neurotic or 
vice versa) 10 (10) xu (17) 
Developed organic brain 
syndrome 9 3 3 5} 
Lost trace 5 5) o ©) 
Totals . too (roo) 62 (100) 


years. Twenty-six per cent of the normals and 39 
per cent of the neurotics had died, and of the sur- 
vivors 12 per cent of the normals and 8 per cent 
of the neurotics had developed signs of an organic 
brain syndrome, The diagnosis in 74 subjects 
was unchanged, while ten normals had de- 
veloped neurotic symptoms and 11 neurotics had 
recovered. The original mean WAIS scores of 
these 95 subjects are shown in Table VII. It 
may be seen that the presence of a neurotic 
illness at any time, whether at the first or second 
assessment or at both, was associated with a 
poor test score in comparison with subjects who 
remained well throughout. 

The relationship between change in diagnosis 
and change in WAIS score is shown in Table 
VIII (27 of the 95 subjects could not be re- 
tested), There were considerable gains or losses 
in individual subjects, but overall there was 
little change. Those who were normal at the 
first interview still scored significantly higher 
on average, at the second test, than those who 
were neurotic. The subjects whose diagnosis 
changed obtained somewhat higher scores than 
at the first assessment, but this was irrespective 





Tastz VII 
Initial mean WALS scores of subjects grouped by sex 
and change of diagnosis at follow-up 
Original normals Original normals 
who remained who developed 
normal a neurosis 
Mean Mean 
N score N score 
Males 25 1017 o — 
Females 25 859 10 73'1 
Total 50 93°8 10 73°1 
Origi Original 
neurotics who neurotics who 
remained neurotic recovered 
Mean Mean 
N score N score 
Males 3 527 3 61-0 
Females 2I 708 72°8 
Total 24 68°5 11 69°6 
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Taste VIII 
Change in diagnosis and change in WAIS score at follow-up 


(1) Originally normal 


WAIS score WAIS score 
increased. decreased Total 
a ee Untested 
N Mean change N Mean change N Mean change N 
Became neurotic 3 +23°3 I —5'0 4 +16:93 6 
Unchanged .. 18 +17! 20 —19°5 3 —2'I 12 
Total .. a1 +18-0 RI —18-8 4i —0'4 18 
(2) Originally neurotic 
WAIS score WAIS score 
in decreased Total 
Se L Untested 
N Mean change N Mean change N Mean change N 
Became normal vs 5 +210 3 —193'0 8 +8-3 g 
Unchanged .. : 10 +150 8 —19°5 18 —0'3 
Total .. is i 15 +17°0 Ir —17'7 26 +2°9 9 


of the direction of change, and no consistent 
relationship can be shown to exist between 
change in psychiatric state and change in WAIS 
score. 

Only two of the variables (WAIS score and 
sex) found to be important in the initial diag- 
nosis of neurosis significantly predicted a 
change in diagnosis at follow-up. 


Discussion 

These results confirm the findings of Britton 
et al. (1967), that there is a highly significant 
correlation of WAIS score with diagnosis, a 
low score being associated with neurosis. This is 
unlikely to be due to early (undiagnosed) brain 
disease, causing poor test performance and a 
neurotic reaction, because unequivocal brain 
syndromes were found at follow-up just as 
frequently among the normals as among the 
neurotics. Moreover, Bergmann ¢ al. (1971), 
showed, in the total survey material, when as 
much information as possible was obtained 
about the mental state of those who died during 
the follow-up period, that neurotics did not 
develop brain syndromes significantly more 
often than normals. In any case, the WAIS score 
has not been found to predict the later develop- 

° 


¢ 
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ment of a brain syndrome (authors’ unpublished 
data). The explanation of the higher mortality 
of the neurotic subjects, compared with the 
normals, probably lies in the association between 
psychiatric symptoms and physical illness, as 
demonstrated by Kay and Bergmann (1966). 

The fact that those subjects who showed 
neurotic symptoms only at the second assess- 
ment had obtained low scores even before they 
became ill, and that the change in scores on 
retesting showed no consistent relationship with 
change in psychiatric diagnosis, does not fit in 
with the explanation that the presence of 
neurosis itself impairs test performance. Ken- 
drick and Post (1967), who repeatedly tested a 
group of elderly patients while they were being 
treated in hospital for depression, also found no 
evidence that cognitive function was impaired 
by the illness. 

The possibility that the correlation of WAIS 
score with diagnosis is simply a consequence of 
its correlation with other variables, such as sex, 
social class, weekly contacts and somatic dis- 
ability, which are also associated with neurotic 
illness, is not borne out by the discriminant 
function analysis. This showed that the WAIS 
score is important in discriminating between 
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normal and neurotic subjects independently 
of the other variables. The observation that the 
original mean WAIS scores of those who re- 
covered from their neurotic illness, those who 
remained neurotic throughout, and those who 
manifested neurotic symptoms only at follow-up 
were all similar and in the lower range, suggests 
that individuals with low scores are vulnerable 
to neurotic illness, even though some may be 
free from symptoms on one occasion and some 
on another. The fact that the verbal subtests 
were more highly correlated with diagnosis 
than the performance subtests supports the view 
that premorbid intelligence is involved. Savage 
et al. (1973) found that a group of elderly 
hospitalized patients with affective disorder 
(consisting of neurotics and depressives) ob- 
tained significantly lower IQs on the short 
form of the WAIS than healthy subjects of 
similar age, but did not comment on the reason 
for this difference. However, the difference 
between the normal and affective groups in 
their study was shown to be sustained during 
repeated testing over a seven-year period, which 
indicates that there was a real difference in 
intelligence between them. Their findings in this 
respect are similar to our own, and suggest that 
their patients probably represent a selection of 
the more severely ill from the same anxious 
and depressed population that we identified 
among old people living at home. 

Our conclusion is, therefore, that neurosis in 
the elderly is more likely to occur in the less 
intelligent. According to Slater and Roth (19609), 
intelligence of below average level can be a 
factor associated with the development of 
neurosis at any age. In our sample the WAIS 
score was independent of the age of onset of the 
neurosis; it was low compared with normals, 
whether the onset occurred before or after the 
age of 60. But why, in the elderly, do females 
appear to be less intelligent than males? A 
possible explanation, suggested by Kendrick 
and Post (1967), who made the same observa- 
tion, is that this is due to the differential mor- 
tality between the sexes. However, in the 
elderly, measured intelligence represents not 
only native or potential mental ability but, 
perhaps even more than in younger people, the 
actual mental resources available as a result of 
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‘past occupations, hobbies and acquired skills’ 
(Williams, 1960). This might explain why 
females, whether normal or neurotic, tended to 
score less well than males. It would also be in 
keeping with our interpretation of the findings, 
which is that less educated or intelligent old 
people are prone to neurosis because they are 
less resourceful and thus have greater difficulty 
in adjusting to the altered circumstances of old 
age and in seeking out any support and help 
made necessary by failing health or changing 
social or domestic conditions. 

Of course, neurosis has multiple determinants, 
and other aspects of personality as well as 
intelligence are important (Bergmann, 1971). 
But it is not unreasonable to suppose that poor 
mental ability, whether mainly innate or 
environmentally determined, may impair the 
capacity to adapt, and that this ought to be 
taken into account when attempting to define 
the characteristics of old people at high risk of 
becoming psychiatric casualties. It is known that 
ascertained subnormals often have serious 
difficulties when they grow old, but our findings 
suggest that they are only a special case of a 
more general association between low intelli- 
gence and poor adjustment to ageing. 


SUMMARY 


178 people aged 65 or over, who were living 
in the community, were tested on a shortened 
form of the WAIS by a psychologist, and their 
physical, social and psychiatric state assessed 
independently by a psychiatrist and a social 
worker. After excluding paranoid illnesses and 
organic brain syndromes, the relationship be- 
tween neurosis and a number of other variables 
was examined in the light of a six-year follow-up. 

Evidence was found that below-average 
intelligence is one of several factors which inde- 
pendently contribute to the development or 
persistence of neurotic illnesses in old age. 
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Are There Two Maternal Age Groups In Down’s Syndrome? 


By P. A. P. 


: Penrose and Smith (1966) have reviewed the 
| ee on Down’s syndrome in great detail, 

and this has been followed by an important 

: recent review by Richards (1973). In Chapters 


| tọ and 11 of Penrose and Smith’s book they 


‘discuss the remarkable frequency distribution of 
the ages of mothers of patients, compared with 
that of the general population at the corre- 
sponding place and time, and they summarize 
the large number of studies made on this 
subject. The mean age of the mothers is shifted 
upwards by amounts which vary in different 
countries from about 6 to 8 years. The remark- 
able feature, however, is that there appear to 
be two bumps in the curve. These are usually 
(but not always) not large enough to make the 
curve bimodal, and J. B. S. Haldane therefore 
coined the term ‘bitangentiality’ for this pheno- 
menon, which appears in most published studies 
and in the group ofall sample cases (9,441) given 
by Penrose and Smith, Fig. 76. Collmann and 
Stoller (1962) make a complete survey of all 
mongol births in Victoria, Australia, from 1942 to 
1957 and here there is a distinct bimodality. 

This is shown in Table I, which presents their 
results. The second column gives the average 
percentage, over the period of observation, of 


Taare I 
Maternal age in Down's syndrome (Collmann and Stoller) 
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the age groups of mothers in the general popula- 
tion averaged over the period, whilst the third 
column gives the similar percentages for mothers 
of mongols. The mean ages are 28-0 and 33-7. 

The fourth column gives ‘the actual number of 
mongols, totalling 1,119, and the last column 
the rates per hundred births, Similar results for 
other countries are given in Table 72 of Penrose 
and Smith. 

Although the first maximum (208) is not 
significantly larger than the immediately follow- 
ing minimum (194), there is no doubt that the 
effect is real. Any statistician confronted with 
these figures would consider it highly likely that 
the distribution is a mixture of two different 
distributions, one identical with that in the 
general population . and having no mean age 
shift, and one which is displaced well to the 
right. These two distributions are probably not 
very well fitted by the normal distribution, and 
a better fit might be obtained by supposing 
that the logarithms of the mothers’ ages are 
normally distributed. The resulting distribution 
would then be a mixture of two normal distri- 
butions and would have five parameters, the 
fifth being the relative proportion, p and 1—p 
say, which each normal component contributes 
to the mixture. Since the mean and variance 
in the general population. are known, only three 
parameters have to be estimated, and this 
would not be very difficult. 






% in %in Sone H Rite Penrose and Smith make a reasonably good 
Age popula- mothers mothers per empirical estimate, and divide the mothers into 
group tion of of 100 two classes, A and B, with relative percentages 
patients patent of about 40 per cent and 60 per cent in Collmann 
ob 4°36 13 15 0-043 and Stoller’s data, and possibly different pro- 
2o- 26-65 14 128 0'062 portions in other countries: In class A there is 
25- 32°49 18-6 208 0°083 no shift in maternal age, and in class B there is 

30> - 21-gt 17°3 194 01115 a large shift. 
Caen ee ae, o ao It is known that Down’s syndrome is associa- 
a : Bice ae a pated ted with a number of different types of cyto- 
logical abnormality, the most common of which 
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is autosomal trisomy G in 94 per cent of patients, 
and D/G translocation, G/G translocation and 
mongol mosaicism in the remaining 6 per cent. 
It is clear from these proportions that we cannot 
simply identify class B with trisomy G. A further 
complication is that it is known that mongolism 
is sometimes caused by a carrier parent. In such 
cases one would not expect a maternal age shift. 

Penrose and Smith therefore attempt to 
identify the two groups with two possible other 
groupings of chromosomal abnormality. In 
class A they put secondary non-disjunction, 
anomalies of the critical chromosome in a 
parent, the influence of some specific gene which 
produces non-disjunction, and environmental 
influences such as the influence of infective 
hepatitis (as suggested by Collmann and Stoller 
in later papers). In a lengthy discussion they 
suggest that each of these causes might con- 
tribute about 10 per cent to the total number of 
cases in class A, the remainder in class B being 
due to some form of oocyte deterioration de- 
pendent on maternal age. Although they bring 
plausible arguments for the causes in class B, 
their estirnation of frequencies is very conjectural 
and not conclusive. 

The purpose of the present paper is to suggest 
that the attempted division of the maternal age 
distribution into the sum of two different 
distributions is not logically necessary, and that 
if the probability of a normal mother producing 
a child with Down’s syndrome increases 
smoothly but sufficiently fast with the age of 
the mother bimodality can easily result without 
there being two separate causes. This does not 
imply that there may not also exist relatively 
infrequent causes such as carrier parents in 
which there is no maternal age shift. 

Suppose that the ages, x, of mothers in the 
general population have a unimodal proba- 
bility distribution f(x). Let the probability of 
an affected mother producing an affected child 
be g(x), a function which increases slowly at 
first and then rapidly after a certain age. For 
example, we could take g(x) to be the smoothly 
increasing rate given in the fifth column of 
Table I. This slightly less than triples between 
the groups x < 20 and 30 <x < 35, and then 
roughly triples in every successive interval (the 


last value being based on a very small sample). 
° 
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ARE THERE TWO MATERNAL AGE GROUPS IN DOWN’S SYNDROME ? 


Then the observed distribution of ages of 

affected mothers will be 

FOOU Oed 

This can easily be bimodal. If g(x) is fixed we 
would expect this to be more likely when the 
average age of the mothers is low, provided 
that the spurt in the increase of g(x) occurs 
somewhere about the age of 30. To illustrate 
this, we take the rates given by Collmann and 
Stoller and apply them to the population 
distribution of mothers in England and Wales 
in 1901-1905 (average age 30°04), and that in 
1963 (average age 27°35). The former are 
taken from Goodman (1957), and the latter 
from p. 136 of Part II of the Registrar Generals’ 
Review for England and Wales for 1963. In the 
latter the groups 40- and 45- are separated, but 
not in the former, so the figures in Goodman’s 
table have been divided in the same proportion. 
Note also that the rates in the groups <20 and 
45-, as calculated from Collmann and Stoller, 
are rather insecure since they are based on small 
numbers. A similar calculation for 1964 alone 
is given by Penrose (1967). Note that his results 
are independent of the assumption that classes 
A and B really exist. 

The third and fifth columns give the expected 
number of patients with mothers in the relevant 
age group, per ten thousand births. The bi- 
modality in the second case is very clear and is 
due to the youthfulness of the mothers in 1963 
compared with those in 1901-1905. It is not 
suggested that the age-specific rate is in fact 
the same at different places and times and thus 
Table II is merely illustrative of the possible 








Taste I 
England and Wales 
Expected Expected 
% in number % in number 
Age popula- patients popula- patients 
group tion per tion per 
1901-1905 10,000 1963 10,000 
<20 2°3 oro 70 0°30 
20- . 20:7 1°98 BIg 1°94 
25- 30°6 2°54 32-2 2°67 
30~ 24.°3 2°Bo 18+5 2'13 
35- 15°8 5°53 8-5 2°97 
40- 6:0 5196 2'3 2°33 
45- o4 0-88 Orr ogi 
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effect. In fact from Table 72 of Penrose and. 


Smith the age-specific incidence does vary 
5 between countries and possibly also with time. 
> The above calculations do not prove that 
a Pearose’s division into classes A and B is not 
valid, but does show that it is not necessitated 
-o by the bimodality, and that the latter could be 
_ the result ofa rate of incidence which is smoothly 
_ increasing with age. The decision as to whether 
or not there really are two groups will have to 
result from a much more detailed analysis in 
_ which the various mechanisms are identified 
in each case and separate distributions of 
“maternal age obtained for each type of cause, or 
alternatively from the discovery of some relevant 
biochemical change which takes place in women 


and accelerates rapidly past the age of about 
thirty. ` 









SuMMARY 


It is shown that the fact that the maternal age 
distribution of mothers of patients with Down’s 
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syndrome shows bitangentiality and occasion- 
ally bimodality does not necessarily imply that 
there are two different classes of causes operating 
of comparable frequency in the manner postu- 
lated by Penrose and Smith (apart from a small 
group which does not give a maternal age shift). 
The establishment of the existence of two such 
classes must await further r Anyestigation. 
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ABSTRACT 


Prolactin and Mental Illness 


By D. F. HORROBIN 


It has not previously been suggested that prolactin 
may be involved in mental illness. Yet virtually 
every drug used in psychiatry either stimulates or 
suppresses prolactin secretion (Fluckiger, 1972). 
Prolactin causes renal sodium, potassium and water 
retention (Horrobin, 1973). It is bound to cerebral 
tissue and alters hypothalamic activity (Turkington 
and Frantz, 1972; Clemens, Gallo, Whitmoyer and 
Sawyer, 1971). Prolactin levels up to 100 ng./ml. 
potentiate the responses of smooth muscle cells to 
noradrenaline, while higher levels inhibit the re- 
sponses: preliminary studies suggest that nerve cells 
behave in asimilar way (Manku, Nassar and Horro- 
bin, 1973). Emotional stress, surgery and drugs such 
as phenothiazines, reserpine and methyldopa can 
elevate human plasma prolactin levels into the 50-200 
ng/ml. range (Frantz, Kleinberg and Noel, 1972; 
Friesen, Belanger, Guyda and Hwang, 1972). 

Prolactin secretion is controlled by the hypo- 
thalamus which secretes prolactin-inhibiting factor 
(PIF), TSH-releasing hormone (TRH) and possibly 
prolactin-releasing factor (PRF). TRH is as effective 
in stimulating prolactin as TSH secretion (Bowers, 
Friesen and Folkers, 1972). 

TRH has a rapid effect on mood in some de- 
pressed patients (Kastin, Ehrensing, Schalch and 
Anderson, 1972). Prolactin injected into humans 
may produce lethargy and irritability (Horrobin, 
1973). Because of these observations and because of 
the effects of psychotropic drugs on prolactin secre- 
tion, I believe that prolactin and the hypothalamic 
factors which regulate its secretion may play key 
roles in mental illness. The main suggestions are: 

1. Prolactin may be responsible for the neurotic 
behaviour which may be seen during periods of 
stress and in some women in the premenstrual period. 
Prolactin could account for the premenstrual changes 
in fluid and electrolyte balance (Horrobin, 1973). 

2. Depression may be associated with elevated 
prolactin setretion and low levels of hypothalamic 
PIF, PRF and TRH. Prolactin is unusual among the 
anterior pituitary hormones in that its secretion rises 
when deprived of hypothalamic influences. Reserpine 
and methyldopa, which may both cause depression, 
both deplete the hypothalamus of PIF and elevate 
prolactin secretion, 
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3. Mania may be associated with low levels of PIF 
and high levels of either PRF or TRH, with conse- 
quent very high levels of prolactin. Mania and 
depression would thus be bipolar with respect to 
PRF or TRH but monopolar. with respect to pro- 
lactin. The hypothesis could thus resolve the conflict 
between monopolar and bipolar models of mania 
and depression. 

4. Schizophrenia may be associated with high levels 
of PIF and low prolactin ‘secretion. This is com- 
patible with the effectiveness of phenothiazines, 
which deplete PIF and elevate prolactin levels. 

The hypothesis has been presented in bare outline.* 
It is not necessarily inconsistent with the various 
amine hypotheses, since the amines exert at least-part 
of their psychological effect by controlling secretion 
of hypothalamic factors. The main virtue of the 
hypothesis is that it is testable in humans, using 
established methods. I admit that it is unlikely to 
be true, but, as Popper has explained, provided that 
a hypothesis is testable, improbability is a virtue. 
When an improbable hypothesis turns.out to be true 
the advance is much greater than when a probable 
hypothesis is proven. 

Plasma prolactin levels can be accurately measured 
in human plasma by means of radioimmunoassay. 
The response of prolactin secretion to test injections of 
chlorpromazine can be used to obtain. an indication 
of the rate of hypothalamic PIF secretion. In the 
presence of high levels of PIF the secretory response 
to chlorpromazine which depletes PIF is exaggerated. 
When PIF is depleted the response to chlorpromazine 
is depressed (Friesen, Hwang, Guyda, Tolis, Tyson 
and Myers, 1972). If the hypothesis is correct the 
following findings would be expected in the major 
psychoses: 

1. Depression, Moderately elevated plasma prolactin 
levels with a depressed response to chlorpromazine. 

2. Mania. Very high plasma prolactin levels, with 
a response to chlorpromazine similar to that in 
depression, 

3. Schizophrenia, Subnormal plasma prolactin levels, 
with an exaggerated response to chlorpromazine. 


* There is an abundance of supporting data, which have 
had to be omitted here, but are available on request. 
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ABSTRACT 


The Role of Conflict in the Genesis and Treatment of 
Neurosis 


By M. B. SHAPIRO 


One of the earliest and best replicated findings 
resulting from the experimental investigation of 
animal learning is that conflict can produce 
disordered behaviour (Pavlov, 1927). These 
conflicts vary in kind, ranging from a conflict, 
as in the-circle and ellipse discrimination experi- 
ments, between responding and not responding, 
to a conflict between approach and avoidance 
as in the pairing of electric shock with food. 
As Kimmel (1971) points out, whether or not 
a conflict produces disordered behaviour is a 
function of the animal’s previous history. An 
ellipse has already to be clearly associated with 
‘no food’ and a circle with food for disorder to 
be produced by presenting a circle and ellipse 
which are very similar to each other. Similarly, 
special conditions of training can be found 
which enable a dog to salivate and wag his 
tail in response to an injury severe enough to 
draw blood. 

One of the central elements of Freudian 
theory is the role of unresolved conflict in the 
development and maintenance of neurotic 
disorder. Thus we may say that both controlled 
experiments with animals and scientifically 
uncontrolled listening to the talk of neurotic 
patients have pointed to the importance of 
conflict. Such conflicts need not only be pro- 
duced by the simultaneous evocation of antago- 
nistic responses such as love and hate; they 
could also be produced by competition between 
responses of the same valence, such as the desire 
to pursue simultaneously a number of strong 
pleasurable interests when there is not sufficient 
time for all of them. The concept of polyvalence 
may be more useful than the concept of 
ambivalence. 

Those of us who see clinical psychology as an 
applied science (Shapiro, 1967) have as yet done 
little to explore the application of the concept of 
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conflict to the investigation and treatment of 
neurotic disorders, Up till now we have been 
mainly concerned with stimulus-response (SR) 
connections. Disordered behaviour has been 
largely seen as being mediated by either over- 
strong or over-weak SR connections. Behavioural 
models such as those of counter-conditioning, 
operant conditioning, and modelling (Bandura, 
1971) have provided a basis for developing 
methods of modifying disordered SR connec- 
tions, resulting in the production of a variety of 
promising treatment procedures, 

SR connections are, however, not the only 
mediators of behaviour. Drive strength, however 
conceived, is also important. In fact, some 
psychological disorders could be largely con- 
ceived as chronic states of intense affective 
arousal. This is suggested by the results of 
routinely applying, in the author’s clinical 
work, a standardized interview (Shapiro, 1961) 
to chronic neurotic patients. The interviews 
usually elicit, among other states, symptoms of 
tension, a variety of somatic disorders (e.g. 
tremors, disorders of visceral function, sleep 
disturbance and headaches), and disturbances 
of cognitive function which could be caused by 
intense autonomic arousal (e.g. difficulties in 
concentration, thinking and recall). Similar 
findings emerge from the questionnaire re- 
sponses of neurotic patients in a large-scale 
survey conducted by Shepherd et al. (1966). 

Chronic intense arousal of autonomic func- 
tions could be the result, at least partially, of 
chronic unresolved conflicts. The possibility of 
such a relationship is suggested by Lauterbach’s 
(1972) findings of correlations in individual 
subjects of from -6 to +g between fluctuations 
over time of the amount of conceptual conflict 
and of the intensity of such feelings as tension 
and depression. 


BY M. B. SHAPIRO 


It follows that among the aims of the clinical 
_ psychologist should be: (i) the determination of 
- the extent to which each patient is subjected to 
<c chronic unresolved conflicts; and (ii) the 
development of methods of resolving such 
conflicts. 
- The first aim requires the development of 
validated techniques of exploration. The obvious 
candidates are the interview and the question- 
naire. Possible interview techniques are the 
standardized enquiry (e.g. Goldberg et al., 1970) 
and the use of accurate empathy (Truax and 
Carkhuff, 1967). A possible questionnaire tech- 
nique might consist of an adaptation of Lauter- 
bach’s (1972) method, of assessing the intensity 
of conflict between personal beliefs and between 
attitudes, We would presumably aim at obtain- 
ing both the patient’s self-report and reports 
about him by ‘significant others’. 

The resolution of a patient’s conflicts will 
= probably require the harnessing of both cogni- 
‘tive and behavioural processes, and these would 
have to be applied to both the patient himself 
and to ‘significant others’. The cognitive 
procedures might be aimed at enabling the 
patient to become aware of the nature of his 
conflicts and to arrive at solutions of the 
problems these conflicts present to him. Thus 
a tense and depressed woman may realize, 
mainly as a result of empathic interviewing, 
that she both loves and resents her young 
children. The information that other women 
also find the full-time care of young children 
frustrating might lead to some reduction of 
autonomic arousal. At the same time she might 
arrive at a solution which involves finding part- 
time work which uses her skills. Finding such a 
solution may require counselling and specific 
information. However, a solution might. also 
require the modification of the husband’s 
attitudes. This necessity might make the patient 
experience great anxiety, which could be 
reduced by assertive training and by coun- 
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selling on how to deal with the husband. Finally, 
discussions might be held directly with the 
husband himself in order to produce an effective 
modification of his attitudes. 

Whatever the doubts about the validity of 
some of the specific: suggestions, there seems to 
be little doubt of theneed for clinical psychology 
to explore the application of the concept of 
conflict to the investigation and treatment of 
neurotic disorder. | 

‘SUMMARY 

This paper poinis out that clinical psycho- 
logists who see themselves as applied scientists 
have as yet made little systematic use of the 
well validated theory of conflict as a cause of 
psychological disorder. Possible methods of 
investigation and treatment based on adding this 


theory to current behavioural methods are 
discussed. 
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Suicidal Feelings in the General Population: 
A Prevalence Study 


By E. 8S. PAYKEL, J. K. MYERS, J. J. LINDENTHAL, and J. TANNER 


INTRODUCTION 

Feelings that life is not worth living and 
thoughts of suicide are common in psychiatric 
patients, particularly in depressives (Beck, 
1967). Very little information is available, 
however, regarding the occurrence of suicidal 
feelings in the general population. In contrast, 
the epidemiology of completed suicide has 
received extensive study (Dublin, 1963), and 
there have been some epidemiological studies of 
attempted suicide (Shneidman and Farberow, 
1961; Mintz, 1964; Parkin and Stengel, 1965). 
However, this information cannot automatically 
be generalized to suicidal feelings. It has been 
emphasized in recent years that suicidal pheno- 
mena are diverse, and that completed suicide, 
suicidal attempts, and suicidal feelings should 
not be equated (Stengel and Cook, 1958; 
Neuringer, 1962). 

In this paper we shall present data obtained 
from a survey of a general population sample. 
As part of.a detailed interview, inquiry was 
made as to the experience in the last year of five 
suicidal phenomena, four of them suicidal 
feelings of differing intensity, the fifth a suicidal 
attempt. We shall report on the prevalence of 
these suicidal phenomena and their relationships 
to other data, including demographic charac- 
teristics, psychiatric symptoms, somatic illness, 
social adjustment, and life stress. 


Mernops 

Subjects and sampling 

The sample comprised 720 subjects in the second 
interview phase of a general population survey study 
of psychiatric. epidemiology. Methods of sampling 
and interview have been described in detail pre- 
viously (Myers, Lindenthal, Pepper and Ostrander, 
1972). The subjects were residents in a psychiatric 
catchment area of 72,000 in New Haven, Connecticut, 
U.S.A., representative of the community’s popula- 
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tion, and including all racial; ethnic and social 
groups. In the first phase of the study, carried out in 
1967, one adult, aged 18 or over, was selected by 
randomization from each ofa systematic sample of 
households, and was interviewed. The present study 
was carried out as part of a re-interview in 1969. 
Apart from the absence of those under 18 due to 
inclusion criteria, the subjects interviewed were 
representative on demographic characteristics of the 
area from Which they were drawn, and were reason- 
ably typical of the wider general population. 


Interview j 

Information was collected by research interviewers 
using a structured interview lasting a mean of 1} 
hours (range }-3} hours). Altogether 28 interviewers 
were ernployed, the majority of them being under- 
graduate or post-graduate students. They were given 
careful training and supervision. The interview 
included detailed questioning in a variety of areas. 
Much of the content was a repetition and elaboration 
of questions which had been asked the subjects two 
years before. The questions regarding suicide, which 
were not used in the earlier phase, came during the 
second half of the interview, immediately following a 
series of questions concerning psychiatric symptoms. 

Five questions were asked: 1. Have you ever felt 
that life was not worth living? 2. Have you ever 
wished you were dead ?—for instance, that you could 
go to sleep and not wake up? 3. Have you ever 
thought of taking your life, even if you would not 
really do it? 4. Have you ever reached the point 
where you seriously considered taking. your life, or 
perhaps made plans how you would go about doing it? 
5. Have you ever made an attempt to take your life? 

Questions were asked in the above order. Responses 
to each question were made separately and were not 
mutually exclusive. In ‘order to preserve consistency 
with the format of other questions in the interview, 
the subject was given the choice of four possible 
responses to each question—-often, sometimes, hardly 
ever, never, Wherever the response was other than 
‘never’, the subject was. immediately asked further 
whether this had occurred in the past week, in the 
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past year, or earlier than the past year. More recent 
-responses were given preference. 

. All-anformation was recorded immediately on a 
as form precoded for key-punching and computer 
analysis. For data analysis, positive responses other 
_ than ‘never’ were pooled, and prevalence was exa- 
mined primarily over the last year (pooled responses 
_ for last week, and last year prior to last week). Life- 
time prevalence was also examined. 





Additional information 

Additional information obtained in the interview 
and used to examine the correlates of suicidal feelings 
included the following broad areas: 1. Demographic 
characteristics: Age, sex, race, marital status and 
religion were recorded, Social class was assigned 
according to the Hollingshead Two-Factor Index 
(Hollingshead, 1957). 2. Psychiatrie symptoms: Items 
reflecting psychiatric symptoms in the last year were 
derived from a number of epidemiological studies 
(MacMillan, 1957; Gurin, Veroff and Feld, 1960; 
Srole, Langner, Michael, Opler and Rennie, 1962). 
In particular the 20-item symptom list developed by 
Gurin and colleagues was used as a measure of total 
pathology, scores being summed to a total score 
ranging from 24 (maximum impairment) to 8o (total 
absence of symptoms). 3. Somatic illness: Information 
was also collected regarding occurrence in the last 
year of a variety of somatic symptoms and illnesses, 
and of medical, psychiatric and other treatment. 
4, Social adjustment: Detailed information was obtained 
regarding social role function, social contacts, friend- 
ships, and social isolation. Variables were modified 
from the work of Myers and Roberts (1959), and 
others. 5. Life stress: The occurrence in the last year 
was recorded of 62 life events. 


RESULTS 

Prevalence 

Set out in Table I are frequencies of positive 
responses for the five questions. They were 
examined with respect to two time periods: 
(a) the last year, obtained by pooling positive 
responses for the last week, and the last year 
prior to the last week; (b) lifetime, obtained 
from all positive responses. For both time periods 
the responses ranged in descending order, with 
frequencies diminishing by something of the 
order of one-half with each step to the next 
question. One year prevalence ranged from 
7:8 per cent for thoughts that life was not 
worth living to 0-6 per cent for a suicide 
attempt (based on four cases). Lifetime pre- 
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Tase I 
Prevalence of suicidal feelings* 





Last year Life time 


N % N % 








Felt life was not worth 


living .. 56. 778 83 rg 
Wished you were dead . = 3 50 59 Se 
Thoughts of taking life . SOI 23 35 g'g 
Seriously considered 

taking life .. moms 19 26 
Made a suicidal attempt 4 ob 8 nra 





* Total N == 720 subjects, Responses to the five 
questions were not mutually exclusive. 


valence ranged from 11-5 per cent for feelings 
that life was not worth living to 1-1 per cent 
for a suicidal attempt. 

Lifetime prevalences: for each question were 
approximately twice one year prevalences. 
This relationship would suggest either a chronic 
and repetitive condition or else under-reporting 
for the life time prevalences; there was not 
enough evidence to distinguish these two 
possibilities. Detailed examination of lifetime 
response patterns did ‘suggest chronicity in that 
the two least intense feelings were in more than 
50 per cent of cases reported as occurring often 
or sometimes, rather than as hardly ever. How- 
ever, it would not be surprising if lifetime 
reporting of minor phenomena were subject. to 
poor recall. The remainder of this paper will 
therefore concern rates for the last year; in fact, 
analyses of lifetime data showed closely similar 
patterns. 


Inter-relationships of suicidal feelings 

The stepwise dropping of rates in Table I 
with increased intensity of feelings suggested a 
continuum whereby the more intense feelings in- 
cluded the less. intense. Inter-relationships 
between the five questions were therefore 
examined by cross-tabulation; this confirmed 
the suspected relationship. The majority of the 
subjects reporting one of the more intense 
feelings also reported those that were less 
intense. Working from less to more intense, 
about half the positive responders to any 
question reported the feelings or behaviour on 
the next level, and half did not. 

® 


. 
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In view of the graded nature of these responses, 
a new variable. was derived for each subject, 
consisting of the maximal feeling he reported. 
Table Il shows the frequency of these maximal 
responses for the last year. Altogether 64 subjects, 
comprising 8-9 per cent of the total, acknow- 
ledged some degree of suicidal feeling in the 
past year. Maximal responses ranged down- 
wards from 3-5 per cent for feelings that life 
was not worth living to 0:6 per cent for a 
suicidal attempt. 


Relationships to demographic characteristics 

The remainder of the analyses concerned 
relationships of reporting of suicidal feelings to 
additional data. For the analyses to be reported 
here the 64 subjects reporting suicidal feelings of 
any degree in the last year were treated as a 
single group. Responders to each of the five 
questions were, however, also examined sepa- 
rately, and for the most part findings appeared 
consistent across all questions. 

Cross-tabulations were first examined in the 
full sample of 720, against age, sex, race, social 
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Tasit If 
Maximum degree of suicidal feelings reported in last year 
N % 
None... = . 656 greed 
Felt life not worth living s +. 25 BH 
Wished oneself dead oa .. 20 28 
Thoughts of taking life : a, ro 
Seriously considered taking life . 8 mer 
Suicidal attempt i a 4 ag 
Total .. 


w+ 720 100-0 


class, marital status and religion. Findings are 
shown in Table III. For only one variable, sex, 
was there a significant relationship. Suicidal 
feelings in the last year were reported by 11-4 
per cent of females but only 5-7 per cent of 
males. 

In view of the sex differences, and also of 
marked imbalance in frequencies between 
suicidal and non-suicidal subjects which might 
impair validity of significance testing in cross- 
tabulation analyses, subsequent analyses were 


Taste HI 
Relationships of suicidal feelings in the last year with demographic characteristics 


enemies 





°% of subjécts reporting suicidal 


























Classification Group Total feelings of any degree in Significance 
N last year (by chi square) 
Age 18-39 303 g6 
40-59 260 Or N.S. 
60 or more 156 go 
Sex Male 318 57 <-or 
Female 402 I4 
Social class I, U, WI 167 qe 
Iv 237 4'5 N.S. 
Vv 216 mr 
Race n Negro 84 LS N.S. 
White 636 ag 
Marital status Single 70 roo 
Married 542 79 N.S. 
Separated, widowed, 
divorced 108 13°0 
Religion Catholic 451 a9 
Protestant 213 ag N.S. 
Jewish 45 rri 
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carried out on matched groups. Each of the 64 

subjects reporting suicidal feelings was matched 
with one non-suicidal subject for sex, age, 
_ marital status, race, social class. and religion. 
_ Comparisons were then made between the two 
groups of 64 subjects. Relationships were 
examined only where the phenomenon under 
_ consideration was reported by at least 13 (10 per 
cent) of the total 128 subjects. Significance was 
tested by chi square, using Yates’ correction 
where appropriate, with the 5 per cent level 
accepted throughout. 





463 


Relationships were first examined to 28 
symptoms used in previous surveys (Mac- 
Millan, 1957; Gurin et al; 1960; Srole et al., 
1962). Most were minor neurotic phenomena 
or somatic symptoms. Findings are shown in 
Table IV. There were significant relationships 
with 23 of the symptoms. All were in the direc- 
tion such that more symptoms were reported by 
the subjects with suicidal feelings. The strongest 
relationships were with feeling in poor spirits, 
feeling on the verge of a Renahdown, feeling tired 






Taste IV 
Psychiatric symptoms and suicidal feelings in last year 





Psychiatric symptoms* 





Feel in poor spirits 

Wonder if anything is worthwhile 

Feel you are going to have a nervous breakdown 
Feel tired in the morning ; 
Feel no one understands you 

Feel weak all over 

Loss of appetitite .. 

Nervousness 

Can’t take care of things ‘because can't set going 
Prefer to be alone y 

Hands tremble 

Headaches ` 

Difficulty keeping thoughts organized . 
Bothered by upset stomach a is 
Hands sweat excessively . 

Difficulty concentrating . ; 

Tli health affects amount ‘of work done 

Heart beating hard eg s 
Bothered by all sorts of pains .. 

Lose weight when Soe bothers you 
Trouble sleeping . 3 

Spells of dizziness i 

D getting up in morning 

Nightmares 

Shortness of breath ‘when not over-exerting 
Cold sweats k ss F 

Smoking in last year 


Don't feel healthy enough to carry out things your wouldliketo do 


Any health problems 








Number of subjects 








reporting symptoms 
Subjects with Non- Significance 

suicidal suicidal 

feelings controls 

(N= 64) (N = 64) 
49 15 <00 
Fy 16. <-o0or 
abe. 2 <0} 
45 20 <-001 
36 13 < QOI 
go 9 <-00r 
gr 10 < "00I 
48 26 <-001 
34 13 «Z tOO 
37 16 <+001 
19 3 < “oi 
33: 13 <'oği 
2go 6 < 'O0I 
gi i4 <O 
ig. 5 <01 
2g 8 <'0l 
26. ut <-o1 
18 5 <-ot 
yp 5 <-ot 
12 2 <05 
28 14 <05 
23. 10 <-05 
32° 19 <05 
17 7 < 105 
7 8 N.S. 
1i 5 N.S. 
4t 33 N.S. 
14 9 N.S. 

5 N.S. 





* Symptoms listed are abbreviated representations of actual survey questions. 


t By chi square, with Yates’ correction. 
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in the mornings, feeling no one understands, 
feeling weak all over, loss of appetite, inability 
to get going, feelings of nervousness, preferring 
to be alone, trembling, and headaches. These 
suggested a cluster of symptoms related to 
depression. The relationship was not highly 
specific, however, since it extended over most 
of the minor symptoms analysed. 

Twenty of these symptoms were added 
together to give the total score employed by 
Gurin et al. (1960). Subjects were divided into 
three groups on the basis of these scores, using 
the cut-off point of Myers, Lindenthal and 
Pepper (1971). Relationship to suicidal feelings 
is shown in Table V. The relationship was very 
strong; §3 per cent of subjects with suicidal 
feelings scored in the impaired range of the 
Gurin scale, in contrast to 12 per cent of the 
controls. 


Soctal isolation 

Relationships were examined with a group of 
23 variables concerned with social role function. 
There were significant findings for seven of these. 
Subjects with suicidal feelings had fewer 
neighbours who were close friends, fewer 
neighbours whom they visited, had visited 
friends less, and had friends in to visit less in the 
last month. They were also less likely to 
acknowledge belonging to any church or reli- 
gious group, to attend religious services, or to 
pray. There were no significant differences on 
a group of variables reflecting dissatisfactions 
with various specific role functions. 

The social variables that distinguished the 





Taste V 
Gurin symptom scale 
Subjects 
reporting Non-suicidal 
suicidal controls 
Total symptom score feelings 








N % N % 
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subjects. with suicidal feelings thus appeared 
primarily to be those reflecting social isolation 
and absence of group activities, including 
absence of religious group affiliation. Set out in 
Table VI are the findings for a combined index 
of social isolation obtained by adding scores on 
five separate variables measuring contacts with 
friends or neighbours. The findings confirm that 
the subjects experiencing suicidal feelings were 
significantly more isolated. 


Life events 

Table VII shows the total number of life 
events reported by the two groups in the year 
before the interview. Subjects with suicidal 
feelings reported significantly more life events, 
Thus 43 per cent of suicidal subjects reported 
two or more life events, but only 21 per cent of 
controls did so. 

Most individual events were reported too 
infrequently for individual analysis. Events were 
grouped into categories used in previous studies 
(Paykel et al., 1969; Myers et al., 1971). Most of 
these were also reported too infrequently for 
reliable analysis. There was, however, a 
statistically significant relationship with events 
categorized as undesirable, in keeping with 
previous work on depression (Paykel et al., 1969). 


Somatic illness and medical treatment 

Detailed inquiry was made for a large number 
of somatic complaints and illnesses, mostly 
minor, in the last year, but most of these were 
reported too infrequently for separate analysis. 
There was a highly significant difference in the 





Tase VI 
Social isolation index 
Subjects 
reporting Non-suicidal 
sulci controls 


Social isolation scale feelings 











Impaired -- 34 53 8 12 Few contacts .. 46 72 30 47 
Semi-impaired . 23 36 33 52 Moderate contacts .. 13 20 23 36 
Unimpaired we OY II 23 36 Many contacts © 5 8 H 17 

Total A .. 64 100 64 roo Total ia 1. 64 100 64 100 








Chi square = 26-41 with 2 d.f., p < -oo1 
° 


Chi square = 8-46 withe df, p< +05 
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Tasis VIL 
Number of life events reported in last year 
Subjects 
reporting Non-suicidal 
ne suicidal controls 
:: Number of life events feelings 
N % N % 
‘None .. ai .. 19° go 26 g 
One .. i . 17 27 25 39 
Two .. is .. 22 34 10 16 
Three or more n 6 9 3 5 
Total “3 .. 64 100 64 100 





Chi square = 8+11 with 3 d.f, <-05 


total number of illnesses reported by the two 
groups. Three or more illnesses were reported 
by 58 per cent of subjects with suicidal feelings, 
as opposed to 23 per cent of non-suicidal 
controls (p < -oo1). 

‘Suicidal subjects were also significantly more 
_ likely to have been admitted to hospital in the 
last year, to have taken tranquillizers or sleeping 
tablets, and also to have been admitted to 
hospital prior to the last year for emotional 
disturbance. These variables appeared mainly 
to reflect treatment for psychiatric disturbance 
related to suicidal feelings. Overall, however, the 
majority of the subjects with suicidal feelings 
had not had treatment. Only 20 (31 per cent) 
had received treatment from any source. The 
proportion varied with the severity of the 
feelings, being less for the less intense degrees, 
more for the more marked. 


-< Multivariate analysis 

From the preceding analyses three elements 
appeared particularly related to the occurrence 
of suicidal feelings in the general population. 
These were minor psychiatric symptoms, social 
isolation, and life stress. These three major 
elements were themselves moderately inter- 
related. In order to determine the relationship 
ofeach to suicidal feelings with the others held 
constant, a multiple regression analysis was 
carried out. The dependent variable in this 
analysis was presence or absence of suicidal 
feelings. The three independent variables were 
Gurin scale score, score on the combined index 
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of social isolation, and the number of events 
reported. 

Table VIII shows the findings of this analysis. 
All three variables showed significant simple 
correlations with ‘the dependent variable. A 
multiple correlation of 0*54 was obtained, 
significant at the 1 per cent level. The highest 
partial relationship | ‘was with Gurin scale score 
reflecting minor ‘psychiatric symptoms. The 
regression coefficient for social isolation was 
lower, but was also significant. The relationship 
for number of events was weaker and was not 
significant. 


Symptom patterns 

The Gurin scale gave a measure of total 
symptoms. However, within symptoms suicidal 
feelings might be expected to show a particular 
relationship to feelings of depression. The 
findings for individual symptoms shown in 
Table IV, although they weakly suggested this 
tendency, indicated more strongly that most 
symptoms were experienced more frequently 
by the suicidal group. It was possible that the 
differences on overall symptom severity were 
obscuring more specific patterns. To explore 
this possibility, a further matching was carried 
out in which the 64 subjects reporting suicidal 


-Tame VIH 
Multiple regression analysis against reported presence or 
absence of a suicidal feelings in last year 





Simple 
Regression t-Ratio of correlation 
coefficient. regression with 
coefficient dependent 


Variables 











variable 
Social isolation 
Gurin scale score} 0-40 4°93*** ogg 
Social isolation 
score} iY DY ge 69** Or go*** 
Number of life ` iy 
events e. iu OTR 1°52 0:23* 
Multiple correlation. . 07 4a ee 
Standard deviation of residuals =0 "43 
Regression constant .. =2 +99 
t Gurin score and social isolation score: high score 


indicates less pathology. 
*E# p < ooon © 
** p< oor 

* p< 0-05. 
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feelings were re-matched with a new set of 
controls, who, in addition to matching on 
demographic variables, were equated for 
severity on Gurin scale total scores. The suicidal 
subjects and these new matched controls were 
compared as to frequency of reporting of the 
28 individual psychiatric symptoms. Many of 
these ceased to show significant differences in 
the new comparison. Eight variables still 
distinguished the two groups significantly. 
Subjects reporting suicidal feelings more often 
reported (in descending order of strength of 
association) feeling in poor spirits, feeling near 
a nervous breakdown, feeling no one under- 
stood them, difficulty in keeping their thoughts 
organized, difficulty in concentrating, preferring 
to be alone, and inability to take care of things 
because they could not get going. This pattern 
emerging with severity equated was more 
suggestive of depression, and resembles a factor- 
analytically derived dimension of depression 
reported by Benfari, Beiser, Leighton and 
Mertens (1972) from a similar survey question- 
naire. A large group of variables related more 
closely to anxiety and to its somatic concomi- 
tants now ceased to distinguish the two groups. 


Discussion 
Prevalence 

The findings of this general population survey 
suggest the existence of a continuum of suicidal 
feelings. The combined one-year prevalence for 
these feelings was 8-9 per cent, with the minor 
degrees most prominent. These figures depend 
on the adequacy of reporting. The subjects were 
in the general population, and the interviewers 
used a structured interview; these circumstances 
might inhibit responses. On the other hand, the 
interview was an unusually probing one, and 
included many other sensitive areas before 
coming to the suicidal section. Moreover, the 
subjects had all had a probing interview two 
years before, so that fairly frank acknowledge- 
ment would be encouraged. 

There are few epidemiological studies of 
suicidal feelings with which these findings can 
be compared. Poor recall might be an important 
factor in lifetime reporting, and we have there- 
fore relied primarily on reports relating to the 
last year, However, Swanson et al. (1971) 
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obtained a life-time rate of 15-5 per cent, close 
to our rate of 13-3 per cent for feelings of any 
degree. 

Although comparable reports are lacking 
for suicidal feelings in the last year, they are 
available for suicide attempts. Our finding of 
4 attempts in 720 subjects was, however, too 
low for any reliable estimate. It would give us a 
rate of about 560 per 100,000. An age-corrected 
rate of completed suicide for this population, 
using U.S. National suicide rates for 1964, would 
be 17 per 100,000. This would give a ratio of 
about 33 : 1 for reported attempts to expected 
completed suicide; published rates lie in the 
range of eight to ten attempts to one completed 
(Parkin and Stengel, 1965; Shneidman and 
Farberow, 1961). Although the bases for the 
calculation are clearly unreliable, the ratio of 
33 : 1 is of approximately the expected order 
and would not suggest major under-reporting. 
For lifetime rates our attempt rate of 1-1 per 
cent falls short of that of 3+9 per cent obtained 
by Mintz (1964). 

This was an interview survey study, and 
although the feelings admitted by our subjects 
appear similar to those reported by depressed 
psychiatric patients they may not necessarily 
have the same quality. Survey responses cannot 
be equated directly with clinical phenomena. 
The majority of these subjects were not receiving 
any treatment, and most reported only the 
more minor degrees of suicidal feelings. We are 
dealing here largely with subclinical disturb- 
ance, in the general population. It is, however, 
not unlikely that these subjects comprise a pool 
from which patients showing more overt clinical 
disturbances are derived. They probably also 
overlap with clients of such organizations as 
the Samaritans, many of whom are not psychi- 
atric patients. 

There were hints that some of these general 
population subjects showed a relatively chronic 
disturbance, This was suggested by the detailed 
patterns of responses to the more minor ques- 
tions, and by the fact that life-time rates were 
only approximately double those for the last 
year. The strong relationships: to other indices 
of pathology also indicated that suicidal feelings 
were only a facet of multiple disturbances. 
Chronicity was also suggested by the weak 


. 
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relationship with life events, pointing to pheno- 
mena which were not highly situational and 
might be more characterological. 


. Relationships to attempted and completed suicide 

In contrast to the scanty epidemiological 
literature on suicidal feelings, there have been 
many studies of suicidal attempts and com- 
pleted suicides. This literature contains two 
broad contrasting tendencies. In many aspects 
attempted and completed suicide can be re- 
garded as two distinct and separate kinds of 
act, differing in quality and occurring in 
different populations (Stengel and Cook, 1958; 
Shneidman and Farberow, 1961). On the 
other hand completed suicide can to some 
extent be regarded as a more severe version of 
attempted suicide; the two phenomena overlap, 
and suicide attempters have a moderately high 
risk of ultimate suicide (Tuckman and Young- 
man, 1963). The same sort of questions arise as 
to the relationships with suicidal feelings, and, 
indeed, among the different degrees of suicidal 
feelings. 

*. Five separate questions regarding suicide 
were incorporated in this study. However, cross 
tabulations showed that, at least for the four 
lesser questions on feelings, they related to 
each other in the form of a continuum ranging 
from mild to severe, in which subjects reporting 
the more severe feelings usually also reported 
the milder ones. Within suicidal feelings, differ- 
ences appeared of degree rather than kind. In 
the analyses against additional data the indi- 
vidual questions were also examined separately 
and relationships appeared consistent across 
them. Their pooling, therefore, appeared justi- 
fied. However, only four subjects responded to 
the fifth question on a suicidal attempt in the 
last year, and neither series of analyses could 
therefore throw much light on the relation to 
attempted suicide. 

Some clue as to the relationships with both 
attempted and completed suicide may be 
obtained from the demographic associations. 
Completed suicide is commoner in males, older 
persons, whites, single, widowed and divorced 
persons, and Protestants (Dublin, 1963). Suicide 
attempters differ from completed suicides in 
being younger and predominantly female 
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(Shneidman and Farberow, 1961; Mintz, 1964). 
It is probable that they share some other charac- 
teristics, such as unmarried status, with com- 
pleted suicides. 

Relationships of suicidal feelings to demo- 
graphic characteristics in this study were sur- 
prisingly weak. Subjects with suicidal feelings 
were more likely to be female. In this respect 
they resembled suicide attempters. However, 
they were not of younger age, and they showed 


` no other specific demographic features. This 


would suggest that they are not identical with 
either attempters or completers. 

There were, however, strong relationships to 
other indicators of psychiatric and social disturb- 
ance, Most of these additional pathologies were 
consistent with deseriptions.of high-risk groups 
for completed suicide. The resemblance was | 
striking in that most of the data on suicides 
depend on studies of death records, clinical 
studies and follow-up studies, differing substan- 
tially in method from the present general 
population interview survey. 

The most marked relationship was with minor 
psychiatric symptoms and within these with a 
cluster suggesting symptoms of depression. The 
rate of completed suicide is likewise higher in 
persons with a history of psychiatric disorder; 
and within this group the highest rate for any 
diagnosis is that for depression (Temoche, 
Pugh and McMahon, 1964; Pokorny, 1964). 

The next group of variables reflected social 
adjustment. Within this most important ele- 
ment was that of social isolation, which is a well 
recognized association of completed suicide 
(Sainsbury, 1955). A second element was 
absence of participation in religious activities. 
There were no. differences with regard to 
religious denomination; what was involved was 
strength of affiliation in terms of acknowledging 
any religion, going to church and praying. 
Although completed suicide is related to 
religious denomination (Dublin, 1963), it is also 
related to strength of affiliation; this relation- 
ship to strength of belief and practice, and to 
integration in a religious community, was also 
described by Durkheim (1897). 

The third major area related to suicidal 
feelings was life stress. Once again stressful 
events often precede suicide (Litman and 
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Farberow, 1961). Lastly, suicidal feelings were 
correlated with somatic illness, also a recognized 
association of suicide (Litman and Farberow, 
1961). 

Thus the correlates of suicidal feelings in the 
general population in this interview survey 
Closely parallel the clinical and social associations 
.of completed suicide. However, in demographic 
characteristics subjects reporting suicidal feel- 
ings resemble neither completed suicides nor 
suicide attempters. Epidemiologically, the feel- 
ings reported here appear to bear the same 
partially overlapping relationship with the 
suicidal acts as the two acts bear to each other. 
In so far as such quasi-clinical conclusions can 
tbe drawn from a general population survey, 
the feelings appear in part to represent minor 
_ degrees of what may culminate in the suicidal 
acts, but to some extent they are different. 
A whole host of factors, such as cultural pro- 
thibitions, personality, impulse control and 
social support may intervene between the 
suicidal thought and the act, and also determine 
the quality of the act. Indirectly some of these 
may be reflected in the specific demographic 
characteristics shown by typical attempters and 
completers. The absence of these characteristics 
in the present subjects might suggest that 
suicidal feelings are more universal responses to 
distress than are suicidal acts. Ultimately, 
however, the precise relationship between these 
suicidal feelings in the general population and 
suicidal acts could only be determined by 
dongitudinal and follow-up studies. 


SuMMARY 


Seven hundred and twenty subjects from a 
general population survey were interviewed as 
to the occurrence of suicidal feelings of five 
different degrees. A total of 8-9 per cent re- 
sported suicidal feelings of some degree in the 
past year. Responses ranged along a continuum 
such that subjects reporting more intense feelings 
also reported the less intense. For 3-5 per cent 
the maximum intensity consisted only of feelings 
that life was not worthwhile; 2-8 per cent 
reached the point of wishing themselves dead, 
1 percent the point of having thought of taking 
their lives, r per cent seriously considered 
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suicide or made plans, and o-6 per cent made 
an actual suicide attempt. 

Subjects experiencing suicidal feelings in the 
last year reported more minor psychiatric 
symptoms, particularly of depression, were 
more socially isolated, less religious, and to a 
lesser extent had experienced more stressful 
events and mere somatic illness. In these 
respects they resembled descriptions of com- 
pleted suicides. Unlike suicides, however, they 
were more likely to be female and did not 
show any other specific demographic charac- 
teristics. 
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The B.B.C. ‘Befrienders’ Series and its Effects 


By T. A. HOLDING 


The organization known as The Samaritans 
was established in 1953 in London by the 
Rev. Chad Varah as a suicide prevention ser- 
vice, but there is still an absence of data regard- 
ing the impact of this service on parasuicide 
(‘attempted suicide’). If it is hypothesized that 
the Samaritan organization does prevent para- 
suicide, it follows that an increase in Samaritan 
referrals would be associated with a decrease in 
parasuicide, other factors being equal. The 
recent B.B.C.1 programme based on the 
Samaritans afforded a natural experiment for 
testing this hypothesis. 

‘The Befrienders’ was an _ eleven-episode 
weekly series screened at peak viewing times on 
Saturday evenings from 19 February 1972. 
Each episode portrayed a predicament leading 
to a suicidal situation; one episode ended with 
a suicidal death. The opportunity was taken to 
monitor the effect of this series on new client 
referrals to the Edinburgh Samaritans—a 
branch founded in 1959--and on parasuicide 
admissions to the Regional Poisoning Treatment 
Centre (R.P.T.C.) at the Royal Infirmary. 


METHOD 

Three periods were studied in relation to the 
‘Befrienders’ series: the four weeks before the 
series started, the ten weeks for which it con- 
tinued and the subsequent four weeks, For each 
period the number of new client referrals to the 
Edinburgh branch of the Samaritans and the 
number of parasuicide admissions to the 
R.P.T.C. were compared. Comparisons were 
also made for both groups with three corre- 
sponding periods in 1969, 1970 and 1971. The 
sexes were combined, 

For each of the four years and for both 
groups the average weekly numbers have been 
calculated for the three periods. They are 
expressed as. percentages, using as a baseline 
for 1972 the average number for the four weeks 

» 
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before the series; for earlier years the corre- 
sponding weeks of January and February for 
each year provided the baselines. In addition 
to monitoring the number of admissions, a 
random sample of parasuicides during the 
three periods in 1972 were interviewed and 
asked whether they had heard of the Samaritans, 
whether they knew what the Samaritans did, 
and, for those admitted after the ‘Befrienders’ 
had started, whether they had watched the 
series and been influenced by it. Twenty-two 
admissions were interviewed before the series 
started, 35 during the series, and 39 over the 
following four weeks. 


REsuLtTs 
New client Samaritan referrals 
During the ten weeks of the ‘Befrienders’ 
series in 1972, the average weekly new client 
referrals to the Edinburgh branch of the 
Samaritans increased by 112 per cent com- 
pared with the baseline four weeks. This con- 
trasts with small decreases over the comparable 
periods in 1969 and 1971, and a small increase 
over the comparable period in 1970. For the 
four weeks following the series in 1972, the 
average weekly increase was 140 per cent, 
compared with increases of 30 per cent, 23 per 
cent and 18 per cent in the corresponding 
periods in the three comparison years (Fig. 1). 
The numbers of new client Samaritan referrals 
for the three periods in 1972 and the comparison 
years is shown in Table I. 


Parasuicide admissions to the R.P.T.C. 

The average weekly parasuicide admissions 
to the R.P.T.C. in 1972 increased by 13 per cent 
during the ‘Befrienders’ and by 22 per cent 
during the subsequent four weeks. Parasuicide 
admissions for the corresponding periods in 
1969 and 1970 showed similar small increases 
for the ten-week middle period and rather 
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-greater increases for the subsequent four weeks. 
_'The changes for corresponding periods in 1971 
were different—a g per cent decrease for the 
| comparison weeks of the series and a 14 per 
_ cent decrease during the subsequent four weeks. 
_ The numbers involved are shown in Table II, 
_ but Fig. 2 shows the changes more clearly. 


| Knowledge of the Samaritans 

Amongst the random sample of parasuicides 
interviewed, 31 per cent during the series had 

watched one or more episodes compared with 

5i per cent in the subsequent four weeks, 
There was no increase, however, in the per- 
centages of parasuicides who said they had 
heard of the Samaritans as the series progressed 
-B2 per cent before the series started, 86 per 
cent during and 87 per cent after the series. 

When. asked whether they knew what the 


20 71972 





Before During After 


Fig, 1.—Average weekly Samaritan new clients. 


Taste I 


New client Samaritan referrals 
4 weeks... 10. weeks 4 weeks 
Year before during after 
‘Befrienders’ ‘Befrienders’ ‘Befrienders’ 
1969 80 1 104 
1970 88 226 108 
1971 110 259, 129 
1972 100 530° 240 
Taste II 
Parasuicide admissions to R.P.T.C. l 
4 weeks ~ ro weeks 4 weeks 
Year before: “during after 
‘Befrienders’ “Befrienders’ ‘Befrienders’ 
1969 B2 212 95 
1970 go 234 105 
1971 152 347 131 
1972 129 364 158 


1971 


A A 4 


Before During After 
Fio. 2,—Average weekly parasuicides. 





Samaritans did, 68 per cent before, 63 per cent 
during but only 51 per cent after the series 
were able to describe its role. No parasuicide 
was influenced by watching an episode during 
the series, but one admission after the series 
claimed to have been influenced by what he 
had viewed; nonetheless, he completed a para- 
suicidal act. 
e 
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Discussion 


The “Befrienders’ dramatised the role of the 
Samaritans as a suicide prevention service and 
was associated with marked increases in new 
client referrals in Edinburgh. No client cases 
were studied, and one cannot say how many of 
these clients were suicidal risks. The number of 
parasuicides admitted to the R.P.T.C. provides 
no evidence that the ‘Befrienders’ had any 
preventive effect either during the series or 
in the subsequent four weeks. Two of the three 
comparison years show similar rises in para- 
suicides, the possible reasons for which are 
immaterial in the present context. Were the 
Samaritan client and parasuicide populations 
similar, a fall in parasuicides might have been 
recorded. It has already been shown, however, 
that amongst Edinburgh Samaritan clients only 
a minority can be regarded as potential para- 
suicides (Chowdhury and Kreitman, 1971). 
Presumably the increase in new client Samaritan 
referrals indicates the success of the ‘Befrienders’ 
in making people more aware of a service from 
which help is available at times of crisis, but 
evidently this had no prophylactic effect. 
Among a random sample of parasuicides no 
significant increase in awareness of the existence 
of the Samaritans was recorded during and 
after the series, and indeed there was an un- 
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explained decrease in the. numbers who were 
able to describe the role of the Samaritans. 


SuMMARY 


The effects of “The Befrienders’—a B.B.C.1 
series portraying the Samaritans as a suicide 
prevention : service--was monitored on new 
client Samaritan referrals and parasuicide 
admissions to the R.P.T.C. in Edinburgh. 
There was a marked increase in the numbers of 
new Samaritan clients, but no preventive effect 
on parasuicides known to the hospital services 
was observed. The evidence supports the view 
that in Edinburgh the Samaritans function 
more as a crisis intervention service rather than 
as a parasuicide prevention service. 
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A Method of Psychotherapy Based on Relaxation Techniques 


By R. P. SNAITH 


INTRODUCTION 

In his review of psychotherapeutic practice 
today, Marks (1971) has pointed out that there 
is a decreasing tendency to make dogmatic 
assertions of universal applicability of one or 
other form of psychotherapy to all neurotic 
states. There is an increasing readiness among 
psychotherapists of different schools to recognize 
that genuine therapeutic potential may be 
found in a variety of techniques with widely 
differing underlying assumptions about the 
nature of neurosis. It seems increasingly pro- 
bable that psychotherapists of the future will 
need to be conversant with many techniques 
= and the clinical indications for each, for it is 
becoming unrealistic to expect all neurotic 

problems to be solved by one technique alone. 
=o Jt is inevitable, and probably profitable also, 
that there will be an intermingling of the tech- 
niques by individual psychotherapists; the 
aspiring therapist who has a chance to look 
around the therapeutic scene will select from 
the many techniques those aspects which are 
most meaningful to him, which suit his per- 
sonality and with which he therefore develops 
most confidence; and hence through his own 
self-confidence are most likely to help his 
patient. Franks (1961), in his masterly survey of 
American psychotherapeutic practice, leaves us 
in no doubt that the therapist who most helps 
his patient is the one who has confidence in 
what he does, and the patient who is most 
likely to be helped is the one who in fact believes 
the therapist knows what he is doing. He also 
quotes Lewis Carroll to advantage: ‘What is it 
you want to buy?’ the Sheep said at last... 
‘I don’t quite know yet’, Alice said very gently. 
‘I should like to look all around me first, if I 
might.’ 

It is in order to help those who would ‘look 
around’ that the author here presents the parti- 
cular combination of elements of psychotherapies 
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which he has found most helpful over a decade. 
There are elements of at least three systems of 
psychotherapy in the approach presented, i.e. 
behaviour therapy, hypnosis and Autogenic 
Training. The last procedure seems to be little 
known in Britain though widely used on the 
continent of Europe and in Japan. The other 
two are more familiar, although one, hypnosis, 
is widely regarded as defunct or discredited; this 
is arguable, and at least elements of hypnotic 
techniques are worth preserving. 

The author makes no pretence of universal 
applicability of this particular amalgam of 
techniques. In fact patients subject to it are 
rather carefully selected by him on the follow- 
ing grounds: they should present with pre- 
dominant anxiety, preferably focused to some 
extent on situations; they should be beyond 
childhood, and should show evident signs of 
preparedness to co-operate in the joint exercise. 
There are, however, some distinct advantages; 
the procedure is relatively brief, most patients 
being satisfactorily treated in under twelve 
15-minute weekly sessions; and a large part of 
the responsibility for improvement is placed on 
the patient himself, a responsibility which many 
patients in fact welcome once they are shown a 
positive method of overcoming their difficulties. 


PRELIMINARIES 


There are techniques of psychotherapy in 
which a clear exposition of the nature of the 
process is deliberately avoided. The patient 
has no understanding of how the treatment will 
help him, nor is he encouraged to enquire in 
just what way he will experience improvement 
or when to expect alleviation of his distress. 
This inscrutability may be part of the thera- 
peutic process, for, as Franks (1961) has pointed 
out a propos of this approach, confusion increases 
suggestibility, ambiguity arouses unpleasant 
emotions such as anxiety and resentment, and 
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these in turn heighten the patient’s desire for 
relief and thus the degree to which he is subject 
to influence by the therapist. 

In contrast, the method of therapy outlined 
here seeks to afford the patient an explanation of 
the nature of his disorder and one which he can 
readily understand even if quite unsophisticated 
in psychological terminology. The process and 
plan of treatment are explained to him in broad 
outline, and he is given to understand what 
part he himself must play and what is the role of 
the therapist. The patient and therapist work 
out, before treatment commences, what are the 
realistic and acceptable goals of symptom relief. 

A simple outline of how neurotic or morbid 
anxiety differs from normal anxiety is given; this 
is important, for the patient gains confidence 
from the knowledge that his therapist is fully 
aware that he in fact suffers from an abnormal 
condition for which he requires help, and is not 
merely acting in a foolish way for self-interested 
or other ends; he has doubtless heard enough 
of the latter viewpoint from relatives and 
friends. "The genesis of a persistent phobic state, 
or situation-linked anxiety is likewise explained 
in very simple terms: how, having once experi- 
enced anxiety in a particular situation, he came 
to expect a repetition of this unpleasant experi- 
ence when the situation was again encountered, 
and this expectation alone was enough to 
increase the likelihood of a further attack of 
anxiety. Severe anxiety being a most un- 
pleasant experience, situations likely to produce 
it came to be avoided, and in time this avoidance 
itself strengthened and perpetuated the anxiety 
state. The patient should be allowed time and 
opportunity to express his own views, to say 
whether he feels the explanations fit the facts 
of his case, and if not where he thinks he differs. 
In this way the imposed, and so perhaps re- 
sented, approach to his problems is avoided and 
co-operation is likely to be increased. 

The next stage is to explain to the patient 
that he can learn quite simply a technique by 
which he can control his anxiety. At this point 
three fundamental ideas are firmly instilled: 
First, that it is the patient who learns (and must 
therefore make the effort) and the therapist does 
no more than induct him into the method of 
learning which will require persistent and serious 
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application on his part; as an encouragement at 
this stage it can be added that the process of 
learning anxiety control is both enjoyable and 
interesting. Secondly he is not to expect sudden 
dramatic relief, for if he sets out with such 
expectation he will probably be disappointed 
and become discouraged; he is told instead that 
improvement will come gradually and perhaps 
barely perceptibly; that it may not be until he 
looks back over a period of time that he will 
realize that he has indeed made progress. The 
third point is that the technique he will be 
given to learn is basically simple, completely 
natural and does not depend for its success on 
his being particularly adept at it, or require 
special skills or traits of personality. This last 
statement, bold though it seems, is at least 
substantially true; in the treatment of over a 
hundred patients by the method the author 
recalls very few who reported any difficulty in 
carrying out the standard exercises of the 
Autogenic Relaxation Training programme, 
Furthermore it is the author’s experience that 
patients selected for this approach to therapy 
respond positively to the idea of self-help 
rather than to submission to a process controlled 
entirely by the therapist. This, of course, will not 
be so in those who have such marked secondary 
gain from their symptoms that they do not 
really wish for their removal; for such patients 
either no treatment, or a different therapeutic 
approach to the one here described, is indicated. 


Hypnosis. DESENSITIZATION. 
INDUCTION INTO RELAXATION TRAINING 


These preliminaries over, and possibly at the 
next therapeutic session relaxation is induced 
by the therapist. Some discussion about this 
process is first necessary to allay any anxiety or 
suspicion that the patient may have. Sometimes 
it is asked if the process is the same as hypnosis; 
this affords an opportunity to clear away any 
misconceptions, for frequently the word is 
associated with stage demonstrations in which 
the subject ‘came under the will’ of the hypno- 
tist and was made to act in a foolish or dramatic 
manner. The authors practice is to explain 
that on account of these connotations hypnosis is 
a word he rarely uses, but that the term signifies 
nothing more than a preparedness to co-operate 
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and to be influenced by suggestion. The patient 
is assured that no attempt will be made to 
“make him do anything he does not wish to do, 
and that indeed without his wilful co-operation 
relaxation will not be induced at all. This is 
followed by an explanation that most people 
find it easier to commence self-training in 
relaxation if they have first experienced deep 
relaxation, and that this state is easier to 
“achieve initially in association with a therapist 
than on one’s own. 
< Patients may also worry that they will prove 
‘to be bad subjects or that on account of their 
tension they will not be able to relax. They can 
be confidently assured that in due course they 
will relax, that some people find the process 
easier than others, but that in the end they will 
do it because the process is extremely simple. 
The author finds it helpful to stress the sim- 
plicity of the procedure, and this is in accord 
with the experimental findings of Barber (1969) 
that subjects attained significantly higher scores 
“on a suggestibility scale if they had first been 
given information that it is ‘easy to respond’ (to 
hypnotic suggestion). 

The induction of hypnosis by the therapist 
has a function beside that of initiation into 
relaxation training. In the suggestible state the 
patient can experience himself in situations sug- 
gested to him with a far clearer sense of reality 
than if he had not first been hypnotized. This 
of course is an aid to desensitization, which may 
be incorporated into the therapeutic procedure. 

The author finds it preferable to induce 

hypnotic relaxation in his own office or clinic 
room. The patient may by this stage have 
become accustomed to the room, and find 
transferral to another situation slightly disturb- 
ing. Furthermore, absolute darkness and quiet 
are generally to be avoided rather than sought; 
for most patients such protection from sensory 
experience is unnatural and in no way an aid 
to relaxation. The room should: probably be 
slightly dimmed by the use of a window curtain 
if available, since this in itself has a suggestive 
effect of relaxation; it is also well, at least in the 
early sessions, to reduce noise exterior to the 
room as far as reasonable, but even much un- 
welcome noise is more likely to disturb the 
therapist than the patient. 
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No special equipment is required apart from 
a comfortable chair or couch; if a chair is used it 
should be one with a head support, and the 
ideal chair is one which is adjustable with 
extending leg support, so that the patient can 
assume a recumbent or semi-recumbent posture 
as he chooses. If a couch is used it should not be 
so narrow that the patient’s arms hang over the 
edge. It is well to ask the patient whether any 
adjustments, such as a pillow under the knees, 
would make him more comfortable; by so doing 
he is encouraged to ‘assume some sense of 
responsibility for his own state of relaxation. 
The therapist should sit-just behind the line of 
forward vision of the patient, at a point where 
he can closely observe. the patient without 
causing him to be self-conscious by awareness of 
scrutiny. The patient is now informed that all he 
must do is concentrate on the therapist’s voice. 
As an aid to concentration the author requests 
the patient to fix his eyes on a spot on the 
opposite wall (if the wall.is blank some mark 
can be placed there in preparation). 

The exact form of words now employed by 
the therapist is a matter of individual choice; 
the formula described by Yorkston and Ser- 
geant (1969) is entirely satisfactory. The content 
should be repetitious, delivered in a confident, 
slightly monotonous, though not unnatural, 
voice; it should guide the patient through 
thoughts of muscular relaxation of each part 
of the body in turn, Having progressed from 
arms to legs, abdominal muscles, neck and face 
muscles the therapist notices whether the eyes 
of the patient are still open; in most cases they 
will be, for he commienced with instructions to 
keep his eyes open, but in a few the eyes spon- 
taneously close at an early stage. If they are 
open, the patient is now quietly told to close 
them so as ‘to enjoy’ even deeper relaxation. 
At all stages of the process the author avoids 
the challenging statements.comnion to time- 
honoured hypnotic formulae. For instance, the 
statement: ‘Your eyes are so heavy, you can’t 
keep them open’ is followed ‘by satisfaction to 
both therapist and patient when the eyes do in 
fact close at this point; when they do not 
however, the therapist may feel irritated, and 
the confidence of the patient in- the process may 
be shaken: both of these are poor states of 
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mind for the optimal induction of relaxation, 
and are to be avoided. 

After some ten minures of the procedure, 
and when the eyes are closed, the author’s 
practice is to inform the patient that he now 
sees a calm scene, that he feels himself to be 
there, and is very aware of all the details of the 
scene, No attempt should be made to impose a 
scene on the patient, he should be advised to 
find his own fantasy of calmness; in this way he 
is more likely to find a scene which will, for 
him, induce a deeper sense of relaxation. 
Following a few seconds of this, the patient 
should be told to consider his own present state 
of relaxation and calmness. He can be told that 
he is now more relaxed than when he arrived 
at the therapist’s office; this statement will cer- 
tainly be true and so enhance the effect of 
further suggestion. He can be informed that he 
is probably more relaxed now, both in body 
and mind, than at any time in the past week (or 
month), and that this is the state of calmness 
and self-control which he will learn in time to 
bring about for himself. The patient’s state of 
hypnotic suggestibility can be capitalized to 
effect; he can be told that at the next session he 
will find it even easier to relax, even more 
deeply. The session can now be brought to an 
end by a clear statement, e.g. that the therapist 
will now count backwards from six to one, 
and that when he reaches one, the eyes will 
open, the patient will take a deep breath and 
stretch a little, and that the intense feelings of 
heaviness of limbs will pass away. This state- 
ment is important: some very susceptible 
subjects may experience limb heaviness all day 
unless they are given a clear indication that 
effects induced by the process are at an end. It 
is however beneficial, and will increase subse- 
quent co-operation, if the patient is left with the 
idea that he will be somewhat calmer following 
the session. ‘No statement need be given as to 
how long this state of calm can be expected to 
endure. 

Hypnosis is a process of communication, and 
the therapist must be aware that the hypnotized 
patient is dependent on him for clear statements 
so to how he should act. For instance, if a tele- 
phone. should ring the therapist may get up to 
answer it, but should first say that while he is 
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speaking on the phone the patient should 
continue to concentrate on his relaxation, his 
calm scene, or whatever other stage he has 
reached. 

After one or two such sessions the patient 
should be encouraged to experience anxiety; he 
can be informed that he need not be alarmed by 
this thought for he will be able to bring the 
anxiety to an end by just returning to the 
thought of his calm scene. It is now necessary 
to arrange a clear signal of the experience of 
anxiety. The author’s practice is to inform the 
patient that his hand, the hand nearest the 
therapist, will twitch or move slightly so soon as 
he feels anxious. The patient can be told that 
he need not deliberately concentrate on moving 
his hand, for this will happen automatically. 
The author has not known this manoeuvre to 
fail as an anxiety-detecting device; it is more 
reliable than watching the respiration rate, and 
is probably quite as reliable as a device moni- 
toring psycho-galvanic reflex or forearm blood 
flow. All that is necessary is that the therapist 
should watch the hand very closely indeed. 
Sometimes there is the merest quiver of a finger 
but this is enough for the therapist to respond 
appropriately with some such words as: ‘You 
now feel some anxiety but you do not find the 
experience too distressing, and you know that 
you can easily control it at will by simply 
switching to your calm scene.’ It is reassuring 
to the patient, especially in the early stages of 
treatment, to know that the therapist is closely 
in contact with how he feels. 

The author makes no attempt to impose an 
anxiety-provoking scene on the patient, but 
invites him to select his own scene as he did with 
the calm scene. By doing so, valuable informa- 
tion can be gained. If the patient suffers from a 
relatively clear-cut phobic neurosis it is sur- 
prising how frequently he will select a scene 
which would come near the top if a deliberate 
attempt had been made to construct a hierarchy 
of anxiety-provoking situations as described by 
Wolpe (1958); in. other words the patient may 
opt for an implosion approach to his problem 
rather than an approach through gradual 
desensitization. If the patient does not suffer 
from a clear-cut phobic state, this method may 
allow useful insights into the particular triggers 
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of anxiety provocation which may not have been 
gained at initial history taking. For instance, the 
woman with severe asthma described below 
always selected scenes of interpersonal conflict 
within the household, as to which she had 
previously withheld information. 

In subsequent sessions the patient is given 
increasing opportunity to practise anxiety 
control, moving to more intense anxiety- 
provoking scenes as necessary. Again the state 
of suggestibility is continually used to give the 
patient forceful suggestions that he is beginning 
to learn to cope with anxiety, that he will be 
able to do this increasingly well and more 
effectively as time goes on, and that he will find 
the process extending automatically from his 
sessions with the therapist to real life situations. 
Following the principle of learning theory, it is 
not good practice to allow the patient to continue 
to control his anxiety by ‘escaping’ back to his 
calm scene. Instead he is instructed to stay for in- 
creasingly long periods with his anxiety scene 
and to practise anxiety control while in it. 
When the patient finds this difficult the author 
has found the following a useful procedure: the 
patient is instructed to visualize his calm scene, 
to become completely calm with the help of it, 
and then, keeping the calm scene in the back of 
his mind, to re-enter the anxiety scene; to 
impose, as it were, one scene on top of the 
other. With the help of this method, the patient 
soon discovers that the calm scene acts as a 
mental anchor which prevents him being swept 
away on a flood of anxiety, and so he rapidly 
gains confidence to enter his anxiety scenes. 

Finally the suggestible state induced by the 
therapist can be used to help the patient over 
any difficulties in the Autogenic Training 
exercises that he may encounter. If he finds any 
aspects of these exercises difficult he can be 
instructed to visualize himself carrying out the 
exercise while the therapist slowly repeats the 
words of the particular exercise. A confident 
suggestion is then given that he will find the 
exercise easier next time he tries it. Bearing in 
mind the findings of Edwards (1963) that even 
in some deep trance subjects post-hypnotic 
suggestibility may decline rather rapidly, the 
patient is advised to practise that particular 
exercise again on the same day. Once the patient 
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has succeeded with the exercise he rarely 
experiences further difficulty. 


AUTOGENIO TRAINING 


Schultz devised a therapeutic approach to 
neurotic and psychosomatic cases based on 
autosuggestion. He attributes his interest in this 
approach to the work of Oskar Vogt, and he 
himself began experimenting with it in 1905. 
The first edition of his book Das Autogene Training 
was published in 1932, and an English language 
version of this work, revised and updated, was 
produced in association with his colleague Luthe 
in 1959. In this work are described the standard 
exercises based upon psychophysiological sensa- 
tions, later to be followed by meditative exer- 
cises. The authors acknowledge the related 
approaches of E. Jacobson’s Progressive Relaxation 
and G. D. Read’s Childbirth Without Fear. 

In the therapeutic programme here outlined, 
the present author has confined himself to the 
standard exercises alone, which are appended, 
in a slightly modified form (see Appendix). 
Some time is spent in explaining to the patient 
that if these exercises are worked through in a 
systematic and conscientious manner he will 
develop through them the mental control of 
unwelcome anxiety. It is explained that at first 
be must seek out distinct circumstances for 
carrying out the exercises, i.e. a comfortable 
position, a reasonably quiet and isolated en- 
vironment and a regular time schedule; but that 
after he has progressed with the training he will 
find his increasing ability to induce bodily 
relaxation and mental tranquillity in himself 
generalizing to everyday circumstances where 
he wishes to induce mental calmness alone; for 
this to happen he will eventually not have to 
assume the set postures necessary in the early 
stages of his training. 

The author has found the optimal time for 
advising the patient to commence the standard 
exercises of the Autogenic Training to be after 
the second or third hypnosis session. At this 
stage the patient has some experience in the 
sensation of deep relaxation, and, as it were, 
knows what to aim for in his exercises. The 
patient is told that he must devote at least one 
fifteen-minute session a day to the exercises, and 
preferably two such sessions a day (more than 
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that would probably be counter-productive). 
He must be advised against defaulting and told 
that if he does not take the exercises seriously he 
must not expect good results. 

This advice as to the use of the exercises is 
somewhat at variance with that of Schultz and 
Luthe, who instruct the patient in the initial 
stages not to exceed 60 seconds of passive 
concentration on the exercise, and to carry it out 
two or three times a day. Schultz and Luthe 
point out that if the patient develops the habit 
of taking a longer time to induce relaxation he 
will experience difficulty later in applying the 
exercises in everyday circumstances for practical 
purposes, This no doubt is true, but the present 
author’s experience is that patients become dis- 
couraged when they produce no perceptible 
effect in themselves in the one-minute exercise, 
and are encouraged to continue by the distinctly 
perceptible effect of the longer practice session. 
Having developed some ability in technique they 
can then be advised to shorten the duration of 
the exercises and eventually to develop the 
ability to produce a sense of controlled tran- 
quillity almost instantaneously, not only in 
regular sessions but in the situations of everyday 
life, e.g. whilst travelling on a bus, watching 
television or doing the washing-up. Although 
there is no diminution of consciousness during 
the exercise, the patient should be advised not 
to attempt it whilst handling dangerous imple- 
ments or driving a vehicle (the therapist should 
bear in mind his own interest in protecting 
himself against litigation, for it is possible that a 
patient might impute the cause of a coincidental 
accident to relaxation induction). 

Patients are advised not to seek absolute 
silence in the house when they carry out their 
relaxation exercises. It is pointed out that they 
will probably fail to obtain it, and that the 
subsequent irritation will only make concentra- 
tion more difficult. It is also stressed that noise 
is an integral part of life, and it is in real life 
situations that they will have to put their train- 
ing into practice. All they need seek is a room 
free from intrusion for the duration of the 
exercise. 

It is useful for the patient to be given some 
idea of the rate to progress through the exercises, 
and sometimes patients request this information. 
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The author tells the patient that there is no set 
time at which to proceed, and that he should not 
attempt to progress to a further exercise until he 
feels he has mastery of the present one. It is 
better on the whole not to attempt to go too 
fast, but for his guidance he can be told that 
on average people can master one exercise a 
week, but that he should not worry if he finds 
he takes longer. 

After achievement of the therapeutic goal, 
the patient is advised to continue to carry out 
Autogenic Training as a long term, even a life- 
long commitment. He can be informed that 
it is an invaluable insurance against further 
return of anxiety of neurotic intensity. 


SAMPLE Cases 
Case I 


Mr. A.C., aged 16. This young man was an aspiring 
university entrant. His background was unremarkable 
and he complained only of attacks of anxiety which 
came on rather sharply and persisted for several 
minutes. The attacks usually came on in classroom, 
but could in fact occur in other situations or even in 
bed at night. A rather detailed case history did not 
enable the author to reach a satisfactory formulation 
of the case in psychodynamic terms, although the first 
such attack had occurred some years ago in relation 
to the request to repeat a badly prepared task to the 
rest of the school class. There was also some concern 
about leaving home were the patient to be successful 
in his application for a university place. Physical 
examination revealed no abnormality, and this was 
confirmed by a consultant physician. Treatment was 
commenced and anxiety fantasies were found to be 
entirely of social situations. No attempt at systematic 
desensitization was made, but instead therapy sessions 
focused on anxiety control in general. After six 
sessions the patient stated that he felt great confidence 
in the method and had noticed a decrease in his 
anxiety attacks. Regular sessions with the therapist 
were stopped, but he was given monthly appointments 
and advised to keep practising his exercises. After 
several months he reported that the anxiety was well 
under control; in fact he rarely experienced it and 
certainly did not worry about attacks occurring. He 
stated he felt well and happy in every way, and had 
gained a university place at one of the better known 
British universities some distance from his home. 


Case 2 


Mrs. M.W., aged 28. This woman had an incapa- 
citating phobia of wasps, on account of which she was 
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unable to go out in parks or her garden on a summer’s 
day; on such a day she could not endure any window 
of her house to be opened. She was worried about the 
effect her phobic behaviour would have on her young 
child. This would be regarded by many therapists as 
a straightforward case for desensitization. The author, 
however, chose to institute the full therapeutic pro- 
gramme, although considerable emphasis was placed 
on a densensitization procedure in the sessions. After 
nine weeks the patient had overcome her fear of wasps 
sufficiently to sit in her garden; she had, to her intense 
surprise and delight, managed to swat a wasp in her 
kitchen with a rolled-up newspaper. The following 
summer she was still continuing the exercises, and her 
phobia was under even better control. 


Case 3 

Mrs. A.C., aged 24. This woman, married six 
months, presented with vaginismus; she also experi- 
enced other less distressing neurotic symptoms, such 
as an inability to swallow tablets, and a general 
tendency to react with anxiety to many situations of 
minor stress. At the age of 15 she had somewhat un- 
willingly partaken in an attempt at sexual intercourse 
with a former boy-friend; the experience had proved 
painful and guilt-inducing, and she never again 
attempted intercourse until after marriage. She had 
never once been able to have actual intercourse on 
account of intense perineal spasm, and was distressed 
by this; she stated she had normal libido but just 
‘couldn’t relax’. Her husband, a patient and sup- 
portive partner, confirmed this, and they both hoped 
for effective treatment to resolve the difficulty. The 
nature of the treatment was explained to both of 
them, and the husband was asked to desist from 
attempts at intercourse for the duration of the treat- 
ment. She had been examined by a gynaecologist 
(under anaesthetic, as that alone was possible) and 
been told that there was no abnormality. Therapy 
commenced, and after four sessions she reported she 
was progressing well with the Autogenic Training. 
Her anxiety fantasies under hypnosis were invariably 
concerned with attempts at sexual intercourse. When 
after six weeks she reported she had progressed 
through all the exercises she was given a glass vaginal 


dilator and some lubricant jelly, and told to practise , 


relaxation in bed or in the bath and when she felt calm 
to insert the dilator. It took her two weeks and several 
attempts to do this, but she was strongly encouraged 
and finally succeeded. She was still doubtful about 
intercourse, but during a joint interview with the 
husband it was explained that the time was now right 
to commence trying again. The patient was told to 
concentrate on one of her exercises before intercourse 
and if necessary during it. This proved successful, and 
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after a further two weeks the couple reported that 
intercourse was frequent and enjoyed by both of them. 
She also added that she considered herself to be a 
calmer person altogether. 


Case 4 

Mr. D.K., aged 56. This man was not a native of 
Britain. He had been through difficult wartime 
experiences, and had since led a rather quiet and 
solitary life. He had never experienced strong sexual 
urge, although he had masturbated occasionally. 
At the age of 50 he had married a widow of his own 
age. She was demanding sexually, but he found 
himself to be impotent with her and was distressed 
that his wife could not accept his deficiency. He said 
he experienced marked anxiety whenever he 
attempted intercourse, and in fact was beginning to 
feel generally miserable and anxious even on return- 
ing home from work. 

He was not encouraged to expect achievement of 
full potency, but he agreed that therapy with the aim 
of anxiety reduction was worthwhile; it was also 
explained that once his anxiety was under control 
there was some chance of improvement in sexual 
activity. Therapy continued for twelve sessions and 
progress was slow though definite. He said his wife 
continually enquired when the treatment ‘would 
work’, He was discharged from regular sessions to 
continue Autogenic Training and attend at monthly 
intervals. After about four months he said he had 
succeeded one or twice in intercourse, the experience 
had not interested him, but it did satisfy his wife and 
he felt less anxious about sexual activity. 


Cass 5 

Mrs. L S., aged 53. This woman was referred by 
her general practitioner with a rather desperate note 
enquiring whether ‘psychiatry could do anything to 
help? She had been a severe asthmatic for many 
years, and recently suffered a mild coronary throm- 
bosis; the doctor feared another thrombosis to be 
imminent unless her asthma could be relieved. She 
had been under the continuous supervision of an 
experienced chest physician for years, and was 
taking large amounts of drugs, including ten 5 mg. 
prednisone tablets a day. At the preparatory inter- 
view it was agreed that the asthma would not be 
cured, but that were she to become less tense and 
frightened of the attacks there was a good chance 
they would be less severe. 

This proved to be so. It was found that anxiety 
provocation during hypnosis was always experienced 
in relation to minor domestic conflict. Anxiety 
gradually came under control after about ten weeks, 
and after another month she announced that her 
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asthma was so much better that her physician had 
advised a substantial reduction of steroid medication. 
Six months later she had another mild coronary 
thrombosis and ‘was taken into hospital. She stated 
she was quite calm in hospital and continued her 
exercises there. The asthma continued to be much less 
severe than at the time of her referral. 


SuMMARY 


A method of psychotherapy is described 
which is in fact an amalgam of techniques from 
other systems of psychotherapy, particularly 
behaviour therapy, hypnosis and Autogenic 
Training. No claim is made that the method is 
superior to other methods, but the author is of 
the opinion that increasingly psychotherapists 
will have to ‘look around’ and adapt existing 
therapies or elements of several therapies to suit 
their own personality style. Confidence of the 
therapist in what he is doing is probably of 
greater therapeutic potential than minute 
attention to theoretical premises of psycho- 
therapy. 


APPENDIX! CoNcENTRATIVE RELAXATION 


There are six exercises to be learned one after another, 
and before a new one is learned the one before it has to be 
mastered. 

Please do not try a new exercise before you have 
mastered the one before. 

For these exercises it is best to choose a quiet, warm 
room. Lie down (later you may be able to do exercises 
sitting when you are good at them). Put both hands on 
your stomach; your hands should not touch; your elbows 
rest at your sides, your arms are bent, your head is straight, 
your legs are straight and your feet should not quite touch 
and when relaxed will turn slightly outwards. 

Shut your eyes to shut out the light. If you do the 
exercises sitting you must choose a chair so that your head 
can lean back comfortably or flop forward. Your lower 
arms should rest on the arms of the chair or your thighs, 
and your legs should be straight down, firmly planted on 
the floor. 

Now say to yourself. 

‘I am quite still” 

You have to master this before doing any further 
exercises. 

At the end of each exercise, unless you want to go off to 
sleep, you must never forget to ‘take it back’, or else you 
may feel heavy and too relaxed for quite some time after- 
wards. 

In order to ‘take it back’, take a deep breath or two, 
open your eyes slowly, bend your arms smartly twice, 
saying to yourself: 

e 
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“Deep breath, eyes open, quite strong.’ 
Different people take different lengths of time to learn 
all this, but in most cases one or two weeks should be 
enough to learn each exercise. 


First exercise 

Say to yourself: 

‘I am quite still. My right arm ıs quite heavy.’ 

You repeat this to yourself until you feel your right arm 
getting quite heavy, which happens when your arm relaxes 
properly and weighs down on the surface. You will find 
that sometimes, during the first practice, sometimes after 
several, the heaviness will spread to your left arm and 
then your legs. 

Do not forget to ‘take it back’ after the exercise. 


Second exercise 

If you have mastered the first exercise, but not before you 
go onsaying to yourself. 

‘Mz right arm is quite warm.’ 

Often the warmth is felt first in the crook of the arm and 
spreads over the whole arm. You will find that, after some 
practice, the left arm and legs will also begin to feel warm. 
When you have mastered this, all you have to say to do 
the exercise is: 

‘I am quite still, I am quite heavy, I am quite warm.’ 
without having to go from one arm to the other and then 
to the legs. Do not forget to ‘take it back’ by saying as 
before: 

‘Deep breath, eyes open, quits strong.’ 
and saying so take a deep breath, open your cyes, bend 
your arms smartly twice. 


Third exercise 
Put your right hand on your left side of your chest and 
imagine where your heart is, which you will feel beating. 
Imagine your heart beating in your chest and then say to 
yourself: 
‘I am quite still; I am quite heavy; I am quite warm: my 
heart beats steadily and strongly.’ 
Do not forget to ‘take it back’ after finishing the exercise. 


Fourth exercise 
Now we concentrate on breathing. Do not try to change 
your breathing, do not try to breathe any faster or more 
slowly or deeply than you normally do, but simply con- 
centrate on your breathing, ‘watch it’ and say to yourself: 
‘I am quite still; I am quite heavy; I am quite warm; my 
heart beats steadily and strongly; I am breathing steadily and 
strongly; tt breathes me.’ 
(This means to say that it is not you making the effort or 
doing anything about it, but it comes quite by itself.) 
Do not forget to ‘take it back’, 


Fifth exercise 
Now concentrate on your stomach and say to yourself: 
‘I am quite still; I am quite heavy; I am quite warm; my 
heart beats steadily and strongly; I am breathing steadily and 
strongly; my stomach flows with warmth.’ 
Do not forget to ‘take it back’. 
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Sixth exercise 

Now concentrate on your forehead and say: 

‘I am quite still; I am quite heavy; I am quite warm; my 
heart beats steadily and strongly; I am breathing steadily; 
my stomach flows with warmth and my forehead is nicely 
cool,’ 

Do not forget to ‘take it back’. 

This finishes the course of concentrative relaxation and 
you can use it to refresh yourself when impatient, tired, 
anxious, worried or in pain. 

It is not a game but serious, and it is not advisable to do 
it without professional supervision. 
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Effects of Hypnotics on Anxious Patients 


By ANN MALPAS, N. J. LEGG and D. F. SCOTT 


INTRODUCTION 

The sedative effects of single doses of hypnotic 
drugs in normals are still detectable on beha- 
vioural tests 13 hours after administration, and 
on the electroencephalogram (EEG) at 18 hours 
(Malpas et al., 1970), and similar results have 
been noted by other workers (Lader and Walters, 
1971). Using measures of driving skill, Betts et al. 
(1972) have also found that normal subjects 
may be impaired after five doses of amylobarbi- 
tone sodium taken over the preceding 36 hours. 
However, the relevance of all these results to 
the prediction of effects in patients for whom 
the drugs are prescribed is uncertain, as our 
preliminary report indicated (Legg ¢t al., 1973). 
Here we present the more detailed results of a 
study carried out on anxious out-patients, using 
behavioural and EEG measures to determine 
whether or not persistent effects were present 
following a course of 7 days treatment with 
hypnotic drugs. 


METHOD 

A group of ten anxious female out-patients with 
an average age of 55°5 years (range 19 to 57 years), 
attending for psychiatric treatment and complaining 
of sleep disorders, was studied. Each patient was seen 
on four occasions, separated by intervals of one week, 
and at each visit except the final one each was given 
a week’s supply of tablets to be taken at night, 
either nitrazepam (5 or 10 mg.), amylobarbitone 
sodium (100 or 200 mg.), or & placebo. Each received 
three out of the five possible treatments. The design 
was a balanced incomplete block (Cochran and Cox, 
1957) arranged so that with ten subjects each treat- 
ment was given six times. Order effects were balanced, 
and the patients were allotted randomly to treatment 
sequences. The study was carried out double blind, 
and the code was held by the hospital pharmacist. 

‘The drugs and placebos were made up as matching 
capsules. The dose was one capsule each night, and 
each treatment was continued for seven consecutive 
nights. The change from one treatment to another 
was made on the night following the visit to hospital, 
Day time placebo tablets were given twice daily 
throughout the study: no other tranquillizers or 
night sedatives were prescribed, but one patient 
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continued with phenytoin as an anti-convulsant 
throughout the study, at a dose of 100 mg. twice daily. 

At each attendance at hospital, which was always 
in the afternoon, the patients were seen by a psychi- 
atrist (D.F.S.), who rated anxiety and sleep disorders 
using visual analogue scales (Aitken, 1969). The 
patients were then seen by A.M. for behavioural 
testing, using digit symbol substitution and card 
sorting tasks as canied out in previous studies 
(Malpas et al., 1970). These gave measures both of 
speed of reaction and of performance. In addition 
the patients were asked to rate their sleep from the 
previous night, their feelings at the moment, and also 
their psychiatric symptoms according to the same 
visual analogue scales as had been prepared by the 
psychiatrist and used in his assessment. On their 
initial and final visits all patients were given the 
Middlesex Hospital Questionnaire (Crown and Crisp, 
1969) which assesses the severity of psychiatric 
symptoms, 

On the second, third and fourth occasions a 30 
minute EEG was recorded in a standard manner 
(Malpas et al., 1970); subsequently the EEGs were 
masked and coded and then rated blind by two of 
us independently (D.F.S. and N.J.L.). The first 
20 minutes of each record was divided into ten- 
second epochs, and each epoch was given a score on 
a four-point scale depending on the main type of 
electrical activity seen. The criteria, based on 
previous studies (Malpas et al., 1970; Speirs et al, 
1972), are as follows: 

o—Any epoch showing alpha activity for more 

than 50 per cent of the time. 

1—Any epoch showing alpha activity for less than 

50 per cent of the time, and containing no 
paroxysmal features of sleep. 

a—Any epoch containing one definite paroxysmal 

feature of sleep, that is vertex sharp waves, 
spindles at 12 to 14 cycles per second, lambdoid 
waves (at least 50 microvolts in amplitude), 
or K complexes. 

3—Any epoch showing continuous delta activity 

for more than 50 per cent of the time. 

There was complete agreement between the raters 
on 15 of the 30 EEGs, but out of the total of 3,600 
epochs rated there was a discrepancy in 533. This was 
invariably of one point and was resolved by dis- 
cussion between the two raters together and re- 
examination of the EEGs, which were still masked 
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and coded. The main difficulty was the transition 
from stage o to 1, since tense individuals may have 
records in which alpha activity is sparse. 

The ratings obtained were then summed to give 
a total score for each EEG—a measure of both depth 
and duration of drowsiness and sleep. In addition the 
time to reach the maximum rating for any two 
consecutive epochs—the deepest sleep—in the EEG 
was also determined. 


RESULTS 

The sleep and symptom ratings obtained on 
the first visit, before trial medication was begun, 
were used as a baseline, and the differences 
between treatments were assessed using an an- 
alysis of variance based on the incompletedesign. 

On the sleep questionnaires the patients rated 
their sleep as worse after placebo but improved 
after drug. The ratings for nitrazepam and 
amylobarbitone were significantly different 
from placebo (P < 0:05) at the higher doses 
but not at the lower doses, and there was no 
difference between the two drugs. No consistent 
hangover effects such as difficulty in waking or 
a feeling of drowsiness during the day were 
reported after any treatment. 

Analysis of the results from behavioural 
testing showed no difference between any of 
the drug regimes and placebo. However the 
total EEG scores averaged over all patients 
were higher after drug than after placebo, but 
only the difference between placebo and 
nitrazepam Io mg. reached the 5 per cent level 
of significance (see Table I). No patient obtained 
a score of more than 2 on any epoch rated; the 
time taken to reach this point of ‘deepest sleep’ 
was longer after placebo than after any drug 
treatment (P < 0-05) but there was no differ- 
ence between drugs. 

Patients consistently rated their symptoms 
worse than did the psychiatrist on the visual 
analogue scales, and these differences were 
statistically significant (P < 0-01, see Table I). 
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TABLE I 
EEG changes 
BEG sleep gaset of 
ratings (total , deepest sleep’ 

score over reached 

20 mins.) (minutes) 
Placebo .. ix it 23°9 19°8t 
5 mg. nitrazepam 7 10°7 
10 mg. nitrazepam sw yj gi+3™ 10°2 
100 mg. amylobarbitone 47°9 11°93 
200 mg. amylobarbitone 30°2 14°3 


* Differs from placebo value, p < 0-05. 
t Differs from each drug, p < 0:05. 


The changes in the patients’ rating of their 
symptoms between the first visit and the fourth 
showed a small but statistically significant 
improvement (P < 0-05). A similar trend in 
the doctor’s ratings was not significant. Some- 
what surprisingly, there were no consistent 
changes in symptoms with any particular drug 
treatment, but in general more improvement 
was noted after drug than placebo. The scores 
on the Middlesex Hospital Questionnaire were 
similar to but somewhat higher than those for a 
female psychiatric population (Crown and 
Crisp, 1969). There was no change in the scores 
over the trial period. 


Discussion 

It is of interest in this study that there was a 
discrepancy between the psychiatrist’s rating 
and the patients’ rating of symptoms using the 
visual analogue scale (Aitken, 1969). The 
patients themselves consistently indicated their 
symptoms as worse than did the psychiatrist, a 
finding similar to that of Beaumont et al. (1970). 
The main point, however, of the investigation 
relates to the persistent effects of hypnotics. 
Whereas in a study of healthy young adults we 
found both EEG and behavioural changes for as 
long as 18 hours after the administration of single 


Tasie II 
Mean symptom rating on Visual Analogus Scales 
Differences between psychiatrist's and patient’s assessments 


Nitrazepam 
Place 

pe 5 mg. 
Psychiatrist 3°6 3°1 
Patient 4°95 4'90 


Nitrazepam |§ Amylobarbitone Amylobarbitone 


10 mg. 100 mg. 200 mg. 
2°7 2:5 2'5 
4°75 4°09 4°95 
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doses of hypnotics (Malpas et al., 1970), with 
anxious patients the results have been different. 
Behavioural changes were not observed, and 
though the EEGs rated for drowsiness and sleep 
did show differences between drug and placebo 
the levels reached were but a fifth of those 
obtained by normals (Malpas et al., 1970). 

The lack of persistent sedative effects on 
behavioural measures, and the minor changes in 
the EEG, may be due in part to the develop- 
ment of drug tolerance, since the hypnotics were 
taken for seven consecutive nights rather than in 
a single dose as in our earlier investigations. It 
is difficult to accept this as the whole explana- 
tion of the results, and it does appear that 
psychiatric patients may react differently to 
both the therapeutic qualities and unwanted 
effects of psychotropic drugs. Such a finding is 
in keeping with the study of Bloomfield et al. 
(1967) and is of considerable importance for 
the treatment particularly of ambulant psychi- 
atric out-patients, who are undertaking skilled 
tests such as driving (see Betts et al., 1972). 
Clearly the present findings indicate that be- 
havioural and EEG testing of drug effects on 
patients merit further investigation. 


SUMMARY 

Hypnotics were given in courses lasting seven 
days to anxious patients in a double-blind 
placebo controlled study. The effects were 
assessed weekly on subjective, behavioural and 
EEG ratings. After a course of drug, but not 
of placebo, the EEG showed impairment in 
terms of drowsiness and sleep. Anxious patients 
appear to have fewer persistent effects of hypno- 
tics than the normals examined in an earlier 
investigation, a finding of considerable import- 
ance to psychiatric practice, and a starting 
point for future study on ambulant patients. 


EFFECTS OF HYPNOTICS ON ANXIOUS PATIENTS 
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ABSTRACT 


Bromazepam, Medazepam, Chlordiazepoxide in treatment of 
Neurotic Anxiety 


By R. J. KERRY, C. M. McDERMOTT and J. E. ORME 


A new benzodiazepine, bromazepam, 6 mg. three 
times a day was compared in a double-blind trial 
with medazepam, 10 mg. three times a day and with 
chlordiazepoxide, 10 mg. three times a day. Each 
drug was given for two weeks. The first 50 cases 
attending the out-patient department were selected. 
All were suffering from neurotic anxiety and were 
comparable to those patients for whom sedation is 
commonly and properly prescribed in general 
practice. There was no selection for either age or sex. 

The trial was similar to those of earlier studies 
(Kerry and Jenner, 1962; Kerry and McDermott, 
1971; Kerry, Jenner and Pearson, 1972). The patient 
was assessed and changes rated by the same doctor at 
fortnightly intervals using a scale previously published 
(Jenner, Kerry and Parkin, 1961). Finally, the patient 
was maintained on his most helpful drug. 


Resuts 


Fifty patients started and 46 completed the trial, 
41 expressing a preference for one of the drugs. 
These 41 patients were 11 men (ages 19 to 52 years, 
mean age 32°55, 3d. = 9:70), and 30 women (ages 
20 to 63 years, mean age 37°80, s.d. = 11°98). The 
§ patients not expressing a preference were excluded 
from the results. Age and sex were not important in 
this study. 

The patients’ subjective preferences for one or 
other drug are shown in Table I. There were no 
significant differences in preferences between meda- 
zepam and bromazepam or between bromazepam 
and chlordiazepoxide. Medazepam is the most pre- 
ferred of the three, and this preference is statistically 
significant when compared with chlordiazepoxide 


Tass I 
Subjective preference 
2 Medaze- Bromaze- Chlordiaze- 
pam pam poxide 
First choice .. 19 15 q 
Second choice 13 13 16 
Third choice .. 9 13 18 
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( x° 8:86, d.f. 2, P < 0°02 for first, second and third 
choice). Similarly, chlordiazepoxide has the greatest 
incidence of third choice, and this is statistically 
significant compared with medazepam (x° 6:70, 
d.f. 1, P < oʻor Yates correction, for first and third 
choices), 

The effectiveness of each of the three drugs for 
relieving individual symptoms of anxiety is shown in 
Table II. The number of patients gaining symptom 
relief was greatest for medazepam, second for broma- 
zepam and least for chlordiazepoxide. There were no 
significant differences between the three drugs in 
their effect on particular symptoms. The symptoms 
rated were of general feelings, presenting symptoms, 
fear, depression, apathy, lack of concentration, 
irritability, difficulty in falling asleep, broken sleep, 
early wakening, headache, anorexia, compulsions, 
ruminations, phobias and sexual difficulties. 

The order of taking the drug has a significant effect 
on its preference (x7 of subjective preference order 
and order of taking = 15°50, d.f. 4, P < o-or). 
The drug to be taken second tends to be the second 
choice. The drug to be taken third tends to be the 
third choice, This may be a negative finding arising 
out of the lack of evidence for improvement. The 
patient becomes increasingly sure he is not improving 
as he successively tries more drugs. This view is 
confirmed in that for actual symptoms there is no 
evidence for positional effects, i.e. the subject’s order 
of preference is unrelated to any real change in 
symptoms. The only important side effects were 
drowsiness and ataxia, felt by 5 patients on bromaze- 
pam, 5 on medazepam and 2 on chlordiazepoxide. 


Taser IT 
Relisf of symptoms 
Medaze- Bromaze- Chlordiaze- 
pam pam poxide 
Better ie 23 17 13 
Same Ws 2 5 3 
Worse Sas 16 19 25 


(chi-squared—6.4; df. 4, N.S.) 
° 


x 


i 
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Whilst this study shows that all the drugs can 
relieve anxiety and that medazepam and bromazepam 
are in turn more likely to be successful than chlor- 
diazepoxide, there are big differences in their effect- 
iveness for individual patients. Seven years experience 
with bromazepam has shown that some phobic 
patients who fail to respond to other tranquillizers 
become virtually symptom-free on this drug. This 
finding does not achieve statistical significance in 
the trial. Medazepam’s reported superiority over 
amylobarbitone for phobias and ruminations (Kerry 
and McDermott, 1971) is not seen here in com- 
parison with other benzodiazepines. These findings 
suggest that there is a useful order in which the 
benzodiazepines might be used, but that several 
changes of both drug and dose may be needed for an 
individual patient. Drowsiness and ataxia were not 
major problems with any of the drugs, but this series 
contained no elderly patients, who are particularly 
vulnerable to these side effects. 

To evaluate new tranquillizers is difficult, and 
their use is often accompanied by initial enthusiasm 
followed by disappointment. Psychiatrists must often 
use tranquillizers when psychotherapy would be more 
appropriate. This was an out-patient trial, and no 
attempt was made to keep environmental factors 
uniform; and it would not have been desirable to do 
so in assessing the drugs as used in daily practice. 


Medazepam, 10 mg. three times a day is slightly more 
helpful than bromazepam, 6 mg. three times a day in 
relieving anxiety. Both drugs are more successful 
than chlordiazepoxide, and variations in individual 
patients are more important than drug trials usually 
suggest. 
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Cash in Hand 


By R. MORGAN, A. J. CHEADLE and P. W. J. STAPLES 


Despite the Department of Health and 
Social Security’s disclaimer in paragraph ro 
of H.M. 71/90, the earnings of psychiatric 
patients for work done in hospital were effect- 
ively limited to a maximum of £2 between the 
years 1958 and 1972. The progressive decline 
in the value of money during this period led 
to mounting agitation for the limit to be raised 
(e.g. Wansbrough, 1971, p. 29). Hospitals were 
notified of the decision to raise the limit in a 
letter (reference no. DS. 214/72) from D.H.S.S. 
dated August 1972, the first paragraph of 
which reads: “The National Insurance Act 
1972 raises the maximum amount a person 
may earn whilst in receipt of National Insurance 
benefit from £2.00 to £4.50 a week for work 
carried out under medical supervision as part 
of his treatment as a patient of a hospital or 
similar institution. This takes effect from 5th 
October 1972.’ 

For a hospital which specializes in rehabilita- 
tion of long-stay psychiatric patients (Morgan 
et al., 1965) it was expected that this change 
would have far-reaching effects. For the purposes 
of this paper they may be divided into two parts. 
Administratively, it was necessary to make 
arrangements to implement the change in a 
way that promised to motivate patients as fully 
as possible; this decision was a staff matter. 
Clinically, we had to wait until the patients 
had had this explained to them in words and 
then had experienced it in reality before we 
could have any idea of their response; the latter 
was determined almost entirely by themselves 
both individually and, as we hope to show, 
collectively. 

The change was introduced against a back- 
ground of the terms to which the present patients 
and their predecessors had been used for the 
past 11 years, and these need to be described. 

(1) Productive work in this hospital is paid 
according to piecework rates; the rate for every 


job is well known to every member of the 
workshops’ staff and to every alert patient, 
completely unknown to very detached or un- 
interested patients, and partly known to patients 
intermediate between these two extremes. 

(2) A system variously called ‘hospital income 
tax’ or ‘deductions’ is applied to piecework 
earnings. This sounds complicated, but is quite 
simple in principle and easy to administer. 
Out of each week’s earnings the patient was 
paid in full the first 80p, was paid three-quarters 
of whatever he earned in the next 80p bracket, 
half of the next 80p bracket, one-quarter of the 
fourth 8o0p bracket, and nothing above that. 
So, for example, a patient who did 300 some- 
things for a piecework rate of 1p each would 
earn £3.00 gross and be paid £1.95 net (Bop+ 
6op+40p-+15p). 

Figure 1 shows the relationat all levels between 
gross earnings and net pay under this system. 
Few patients understood it clearly or could 
describe it in detail, but most patients under- 
stood its implications quite well. The most 
important of these was that doing more than 
£3.20 worth of work in a week did not bring in 
any more money, because the system auto- 
matically gave effect to the £2 limit. Patients 
reacted in different ways to this. A few dis- 
regarded the tax system and worked fast and 
long although there was no money in it for 
them, and exceptionally they would do £15 or 
£20 worth of work in a week. But of those who 
were capable of such output the majority 
adjusted their tempo and application to achieve 
up to about £3.50 worth of completed work in a 
364 hour working week. They did this so 
naturally that they had most of us convinced 
that it was the limit for most of them. 

(3) Each patient is provided with a pay slip 
in his or her wage packet each Friday after- 
noon, stating gross earnings, deductions, net 
pay and other information. Preparation of these 
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Fie. 1.—Comparison of effects of old and new pay systems. 


pay slips is one of the many jobs of the patients 
in the Clerical Section, 

(4) The money levied from deductions goes 
into a so-called Industrial Account (originally 
part of Free Monies but since HM 66/25 
treated as part of Exchequer Monies). From this 
account are paid sick pay to those temporarily 
too ill to work, supplementary payments to 
earners of less than 80p, and resettlement grants 
to patients on discharge; and the balance is 
used to buy machinery and equipment for the 
workshops and other amenities for the patients’ 
communal benefit. The uses to which this 
money is put are well understood by all staff, 
but despite repeated explanation are very 
poorly understood by almost all patients. It is 
considered unlikely that any of them are 
altruistic enough to be motivated to work 
hard by consideration of the uses to which the 
Industrial Account is put. 

The increase of permissible earnings to £4.50 
was introduced into the very stable and com- 
paratively well understood situation described 
above. This meant that the systems of deductions 
had to be changed, and the following simplified 


method was adopted. Under this new system 
the patient receives in full anything he earns 
up to £1, but is paid only a half of however 
much he may earn above that first £1. Thus, 
for instance, anyone doing £5 worth of work is 
paid £3 (£1+£2). Thus a patient has to do 
£8 worth of work or more before he is paid the 
full £4.50 which is allowable. So it remains 
worth his while to go on working up to £8 
worth instead of £3.20 worth of output a week 
as it was under the previous system. (The rela- 
tion at all levels between gross earnings and 
net pay under this system is shown in Fig. 1.) 
This change was explained in advance several 
times to the patients. Most of them received 
the news with apathy and apparent incompre- 
hension. Those who seemed to understand 
appeared doubtful or even suspicious, It was as 
if the change remained unreal to them in 
varying ways while it still lay in the future and 
only achieved reality after it had happened 
and been experienced by them. Some of course 
were slower than others to grasp it even then. 
After the changes had been introduced, the 
patients carried on working on the new terms 
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for about three months before anyone noticed 
what was happening. Then it was observed 
that a change in the pattern of earnings had 
occurred. Each week a patient in the Clerical 
Section prepares an analysis of all patients’ 
earnings, and among many other things he 
makes a list of the names of all those whose 
gross earnings for the week are over £5. We 
made a survey of a whole year’s worth of his 
weekly analyses, and this showed that the 
number of such patients had averaged 16 
throughout the year until October, but had 
gone up to an average of 35 for the last two 
months of the year. This was statistically 
significant, and we realized that we had a 
ready-made experimental situation, with each 
patient acting as his or her own control. In 
principle we decided to sort the patients into 
those whose gross earnings rose significantly 
after the change and those whose gross earnings 
did not, and to compare the characteristics of 
the two groups. 

We shall refer throughout to the gross earnings 
of the patients, because (a) this is the best 
indicator we have of the amount of work done 
and (b) it is the only indicator of output that is 
unaffected as a measure by the changes in 
regulations and deduction systems. 


Hypotheses 

At this stage we drafted the following 
hypotheses. The possibility of earning more 
will motivate some patients, but not others, 
to work harder. Their response to the change is 
likely to depend mainly upon their alertness, 
IQ, diagnosis, severity of clinical condition, 
degree of social withdrawal, and length of stay. 
It may also depend upon their age and sex, 
status as in-patients or day-patients, possession 
or not of a separate income (e.g. sickness 
benefit or war pension) and the paranoid or 
non-paranoid nature of their illness. 


METHOD AND RESULTS 
Since patients here are not paid for their 
(Monday to Friday) week’s work until the 
following Friday, the date on which they were 
first paid for work done under the new terms 
was Friday, 20 October 1972. We chose to 
compare their work done during the thirteen- 


week period before this date with work done 
during the thirteen-week period starting with 
this date. The raw data were studied and 
recorded. Numbers of patients had to be 
discarded because (1) they had been admitted 
or discharged at some inconvenient point 
during the six months period, (2) they had been 
off work through illness, (3) they had moved 
during the period from one workplace to 
another, or (4) a combination of these factors. 
In addition, nearly all the patients had 1-2 
weeks’ seaside holiday during the first period 
and about a third of them had 1-2 weeks at 
home for Christmas during the second period. 
Having surveyed the data we laid down that 
in order to qualify for inclusion a patient needed 
to have worked in the same workplace for at 
least 10 of the 13 weeks in each period. 

By this criterion 157 patients qualified for 
inclusion. We calculated their individual mean 
earnings for the two periods and then the 
differences between the means. Table I shows 
that 63 per cent had responded to the changes 
by earning more in the second period and 26 per 
cent had earned significantly more (p < 0°05); 
37 per cent had earned less and 7 per cent had 
earned significantly less. Almost half of the 
patients whose earnings increased and over 
half of those whose earnings increased signifi- 
cantly worked in one particular workshop. In 
another two workshops the proportion who 
improved was distinctly lower. This difference 
is highly significant ( y? = 16-686, p < -oor). 

The 41 patients who made a significant 
improvement on their own previous earnings 
form a sub-group whom we have named the 
‘significant improvers’. We attempted next to 
match each of these with another patient who: 

1. Worked in the same workshop; 

2. Had the same mean earnings in the first 

period to within 1op; 

3. Failed to increase his earnings by more 
than 10 per cent in the second period. 
Using these criteria it was possible to obtain 
individual matches for 24 of the 41 significant 
improvers. We then proceeded to test our 

hypotheses by comparing the’two groups. 

There was no difference between them in 
alertness (as measured by their answers to five 
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TABLE I 
Comparison of patients’ earnings before and after increase in disregard 
Number of patients earnin 
Workshop - i 7 
name Significantly Insignificantly  Insignificantly Significantly Total 
more more less less 
Grey .. a II 16 13 I 1 
Blue .. mn 25 23 10 3 1 
Red .. ea 3 9 16 4 32 
Gold .. a 3 9 8 3 23 
Total .. i 41 58 47 Il 157 








x? (those earning more v. those earning less) = 16-686, d.f. = 3, p < 0-001 


standard current events questions), IQ, diag- 
nosis, clinical severity, degree of social with- 
drawal, length of stay, age, sex, status as in- 
patients or day-patients, private income or 
paranoid traits. Indeed by matching them 
intentionally for three criteria, we achieved un- 
intentionally an almost perfect group matching 
of all the other variables. We obtained only two 
positive findings. There were g patients with 
multiple diagnostic handicaps (e.g. schizo- 
phrenia with mental subnormality) in the 
control group but only 3 among the significant 
improvers ( x? = 4°00, p < 0-05). Patients on 
high doses of neuroleptic drugs (defined as 
more than half the conventional maximum 
daily dose) were less likely to improve their 
earnings than those on low doses ( x” = 4'764 
p < ‘05). Six of the significant improvers were 
receiving antidepressive drugs compared with 
only two of the controls. 


_ Discussion 

Occupationally, the long-stay patient is 
handicapped for a number of reasons by the 
fact that his output is low. Unless this handicap 
can be overcome he remains unemployable in 
open industry. If a rehabilitation service or 
unit is aiming at resettlement, one of its essential 
tasks is therefore to increase the output of its 
patients to a level at which they once again 
become employable. It cannot do this inde- 
pendently of the patients’ own choice in the 
matter. How much work gets done is always 
ultimately decided by the patient. 

It is therefore important to consider the 
factors which influence each patient in deter- 
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mining what his or her current output is to be. 
From the results of this study and from previous 
experience we would say that there are four 
main groups of factors: 

i, The patient’s individual handicaps. 

2. The total amount of work available. 

3. National and local regulations governing 

permitted earnings. 

4. The atmosphere and organization of the 

workplace. 

The patients’ own handicaps are usually 
considered and were considered by us when we 
framed our hypotheses, to be the only factor 
affecting his output. The existence of other 
factors is usually ignored. This study has shown 
how very small a part the patient’s handicaps 
play in fact. Few of the expected clinical or social 
variables could be shown to have exerted any 
influence. Only if patients had two distinct 
illnesses instead of one was a clinical handicap 
demonstrable. Their output was also associated 
with the amount of drugs they received, but 
interpretation of this finding is uncertain. 
The association of high dosage with static output 
could mean that performance was impaired 
either by the drugs themselves or by the active 
psychosis for which the high dosage was given. 
Since our drug policy is the conventional one of 
using the minimum dose that is effective, we 
incline to favour the latter explanation. 

At first we found these predominantly nega- 
tive clinical findings very difficult to believe. 
We suspected that they might be the product 
of our predetermined research design and the 
small number of matched pairs that it was 
possible to produce. We suspected also that a 
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sub-group of significant improvers might be 
contaminating the picture; namely those who 
improved significantly but from an initially very 
low to a still relatively low figure, both figures 
being below the level at which the change in 
regulations made any difference. To check both 
these possibilities an entirely new comparison 
was made between all those significant im- 
provers whose second period output was greater 
than £3.20 (n = 28), and the remainder of the 
sample (n = 129). The result of this comparison 
was even more barren than the matched-pairs 
comparison. There was a tendency for multiple 
handicaps to impair performance, but this 
failed to reach significance (p = 0-08—Fisher’s 
Exact Test). No association with drug dosage 
was found. There was again no difference 
between sub-groups on any of the factors listed 
above under the heading of Results. Having run 
this check we fee] that our findings can now be 
asserted with confidence despite their apparent 
improbability. Patients’ individual handicaps 
play very little part in determining their output 
and motivation to work, certainly a much 
smaller part than the other factors we have 
listed. 

The response of paranoid patients to money 
incentives ig a matter of particular interest. 
O’Connor (1957) attributed their linear learning 
curve to ‘motivational peculiarities’. The results 
of further experiments (O’Connor and Rawns- 
ley, 1959) showed ‘that chronic paranoid 
patients will respond better to a regime in 
which socially rewarding experiences are made 
available (but not thrust upon them) than to 
one in which they are immediately involved in 
person-to-person relationships’. The interpreta- 
tion of later results in which the offer of money 
was followed by decreased performance (Top- 
ping and O’Connor, 1960) led the authors ‘to 
assume that moneyis an “incentive” for paranoid 
schizophrenics, but that they react to it nega- 
tively’. 

We have found that the patient’s response to 
something presented verbally may be very 
different from his response after time has been 
allowed for him to discover what the words 
really mean. In our study there was a clear 
distinction between the patients’ response to our 
explanations of the impending changes and the 
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TABLE I 
Response of paranoid and non-paranoid patients 
Non- 
Paranoid paranoid Total 

Improved group 5 19 24 
Not improved group 9 15 24 
Total .. os 14 34. 48 
X?=o0-'g1 N.S. 


response of some of them to the actual experience 
of the effects of the changes. Even so, as Table II 
shows, our paranoid patients responded less 
enthusiastically than the non-paranoid ones, 
but the difference may have been due to chance 
(x? = 0-91, N.S.). 

The total amount of work available to be done 
by the patients of a Unit is relatively fixed at 
any given time. An increase in the available 
quantity of sub-contract work can be obtained 
only after locating and negotiating successfully 
with firms who are willing to supply it: since this 
search can only begin after the Unit has shown 
evidence of its capacity to do more work, the 
process takes a long time. A Unit has more 
immediate control of the production of its own 
products, and so long as it has an adequate 
supply of raw materials it can increase this 
straightaway to satisfy a demand for more work. 
However, increased production, unless it is 
matched by increased sales, soon fills storage 
space with unsold stocks and this dictates that 
output be reduced again. The amount of this 
type of work available to a Unit is therefore 
effectively governed by the volume of orders 
from its customers and this can be increased 
only slowly, if at all, depending on a number 
of factors. 

The results of our study illustrate this. Despite 
significant increases in the output of individual 
patients the total amount of work done by all 
patients in the second period was only 11 per 
cent greater than in the first period. At least in 
the short term the significant individual in- 
creases have been offset by reductions else- 
where, and on reflection this is seen to be 
inevitable. It comes to this, that a patient or 
group of patients in a given context can succeed 
in the short term in increasing their output and 
earnings only at the price of other patients. 

o 
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Our data have shown that 41 out of 157 
patients did increase their output significantly 
during the six months period under survey. 
This happened at the same time as the changes 
we have described in national and local arrange- 
ments governing their pay. These changes had 
the effect of making it possible for the first time 
to reward patients with substantially more pay 
for doing substantially more work. We cannot 
prove but have no doubt that the legislative 
change was the cause of the observed effect in 
most cases. A subsidiary cause, serving to explain 
the improved performance of no more than 
about six of the 41 patients, was a substantial 
improvement in mental state. These were 
patients who happened to be actively psychotic 
and hence worked very poorly during the first 
period; their response to appropriate treatment 
coincided with the second period, but their 
earnings then would have been substantially 
greater even without the legislative change. 
They were matched, of course, by a small 
number of other patients whose earnings 
dropped in the second period owing to clinical 
deterioration at that time. 

At the time (January-February 1973) when 
this study was designed negotiations had been 
completed between the hospital and the local 
Social Security office, about the way in which 
the new £4.50 disregard would be implemented 
in regard to day-patients. The Social Security 
disregard, we were informed, has not been 
increased but remains at £2. At our request 
they agreed to let day-patients be paid up to 
£4.50 by the hospital for work done, but 
insisted that any day-patients who did earn 
over £2 would be paid correspondingly less 
Social Security money (this is a true simplifica- 
tion of a much more complicated arrangement). 
Day-patients here receive their Social Security 
payments by Order Book. Each book contains 
three months worth of weekly orders, and each 
order is for an identical predetermined fixed 
amount, the size of which depends on the 
patient’s earnings during the previous quarter. 
By January 1973, when the data for this study 
end, no day-patient had had time to learn by 
experience that it was not worthwhile earning 
more than £2, because doing so would only 
lead to the amount of Social Security money 


\ 


CASH IN HAND 


being reduced. We believe that it is for this 
reason that, according to our results, day- 
patient status does not impair motivation. 
Since January 1973 all day-patients have 
learnt that high earnings do cause their benefits 
to be reduced, but further analysis of their 
earnings up to June 1973 shows no downward 
trend as yet. The day-patients’ motivation is at 
present being assailed in two opposite ways, 
(a) it is not worthwhile earning more than £2 
or benefits will be reduced, (b) benefits have 
already been reduced this quarter because of 
higher earnings last quarter, so they tend to 
have to keep their earnings up unless they are 
prepared to make do with less total money. 
It remains to be seen how they will resolve this 
conflict. 

The observed differences between different 
workshops in the number of patients whose 
earnings improved is so striking (see Table I) 
that we have felt obliged to look for possible 
reasons for this. Grey and Gold workshops, 
although both engaged in the usual range of 
sub-contract jobs, including assembly packing 
inspection, etc., were in fact doing different 
jobs and do not provide a particularly good 
comparison. Blue and Red Workshops, on the 
other hand, do provide a very good comparison. 
Each was engaged almost entirely in the pre- 
paration and packing of soft dressing packs with 
the same contributory activities of printing, 
folding, heat-sealing, counting and boxing in 
each. In Blue Workshop in the second period 
25 out of 61 patients (41 per cent) did signifi- 
cantly more work; in Red Workshop only 3 
out of 32 patients (g per cent) did so (x? = 
8-52, p < 0'01). It was not a matter of Blue 
Workshop catching up from a previously in- 
ferior position; mean earnings per patient in 
the two workshops in the first period were only 
21p apart (Red £2.90, Blue £3.11). In the 
second period, mean earnings were Red £2.97 
and Blue £3.77. This is the more surprising 
since hospital policy consigns all more 
severely disabled patients to Blue Workshop. 

We have considered the following possible 
explanations for such a striking difference: the 
staff ratios in each workshop, the respective 
volumes of work assigned to each workshop, 
the possibility that different soft dressing packs 
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were unequally rewarded, some error in allo- 
cating rates for different jobs, the higher pro- 
portion of day patients in Red Workshop, the 
higher proportion of women patients in Red 
Workshop, the possibility that Blue Workshop 
was more highly mechanized, the amount of 
patient sickness in the two workshops and the 
possibility that in Red Workshop the patients’ 
timekeeping was greatly inferior. None of these 
explanations could account for the observed 
difference. Having checked that they can be 
excluded we are left with only one other explana- 
tion to offer. The two workshops are parts of 
two different medical firms. The consultant 
psychiatrist of Red Workshop has a guarded 
attitude about the value of workshop work and 
requires that nurses pay a lot of attention to 
other aspects of patient care, such as hygiene. 
The consultant psychiatrist of Blue Workshop 
regards workshop work more highly, so that his 
nurses give it top priority during patients’ 
working hours. We feel that these different 
attitudes must have resulted in subtle differences 
in the staff-determined values and organization 
of the respective workshops, in order to account 
for the observed difference that we have 
described. 


SUMMARY 


From 1958 to 1972, patients’ earnings for 
work done in British hospitals were effectively 
limited to a maximum of £2. In October 1972 
a change in the law allowed this ceiling to be 
raised to £4.50. 

This paper examines the consequences of this 
change to a sample of 157 patients (each serving 
as his or her own control) over two consecutive 
periods of three months immediately before 
and after the change. Forty-one (26 per cent) 
of the patients increased their output signi- 
ficantly in the second period. Twenty-four of 
these patients were individually matched with 
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others whose output did not increase sub- 
stantially. The two sub-groups were remarkably 
similar clinically, showing that formal handicaps 
play a much smaller part than is commonly 
supposed in governing the work performance of 
handicapped people. Only two factors were 
associated with failure to increase output: a 
diagnosis of two or more different psychiatric 
conditions, and treatment with high doses of 
neuroleptic drugs (which is taken to indicate a 
more severe psychosis). Paranoid patients 
responded less enthusiastically than others to 
the change, but not significantly so. These 
results failed to reach significance when the 
whole population was studied. 

From these results it appears that four groups 
of factors influence patients’ motivation to 
work in hospital: their multiple handicaps, 
the total amount of work available, national 
and local regulations governing permitted 
earnings, and the atmosphere and organization 
of the workplace. 
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ABSTRACT 


A Welsh Forensic Psychiatric Service for Doctors 


By MICHAEL CRAFT 


The results of treating psychopaths and other 
mentally abnormal offenders at Balderton Hospital, 
Nottinghamshire, and in North Wales (Tables I, II 
and III), have shown that there is a small intractable 
group who react explosively when in the company of 


TABLE I 
Experiences after first dischage of goo persons 
with psychopathic traits 
Mid- N. Mid- 
lands Wales Wales 
Remained out of ps after 
first discharge ns 34 47 36 
Readmitted to: 
Prison sf = - 24 12 7 
Hospital .. .- 28 39 20 
Prison and Hospital za Ia 2 3 
Died .. ia z 2 o 5 
Not known .. ag o o 3 
First admissions remaining in 
treatment .. 2e Ny o o 26 
100 100 100 
Average follow-up 5 years 
Taare II 
Social status ai last follow-up of 300 persons 
wiih traits 
Mid- N. Mid- 


lands Wales Wales 


In open employment -58 40 20 
In sheltered aa I 8 19 
Unemployed .. f 8 13 4 

Readmitted to: 
H.M. penal units .. -I9 5 3 
H.M. hospital .. . 10 23 41 
Hospital and Mee I g 1 
Dead F 2 o 5 
Retired na sy a o 1 I 
School o I o 
Not known 1 6 6 
100 100 100 
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Taste ITI 
Age of Garth 
residents 1973 Legal status 
16-19 . 2 Probation a 2 
20-29 16 Child care order .. 2 
30-39 . 8 Section 26 7 
40-49 . 13 Section 60 1g 
50-59 . 7 Section 65 I 
60— 2 Section 72 2 
Informal .. 22 
48 48 


less disturbed patients, and who are best treated in a 
long-term unit specially designed for their needs. 
The small group surveyed here are mentally abnormal 
offenders of dull-normal or average ability whose 
aggression or inadequacy, sometimes combined with 
schizophrenia or resulting from brain damage, 
makes them prone to repeated convictions for violent 
acts, arson, sexual offences or drunkenness. 

Genetic misendownment, such as the XYY 
syndrome, does occur, but among some 500 such 
patients seen by the writer over 15 years almost all 
have had a disastrous upbringing because of hating 
parents, lost parents, or sheer bad luck in early or 
adult life. Some are so violent, sexually reckless, or so 
prone to abscond, that they have to be treated in the 
maximum security accommodation of Rampton, 
Moss Side or Broadmoor. In the writer’s experience 
most are grossly unhappy humans, whose loneliness 
and fearfulness lurk behind a mask of psychopathic 
bravado. 

Garth is a mountain-top residential unit of 50 
beds reconstructed in 1961 to provide a therapeutic 
residential community for male Court referrals in 
Wales. These are admitted on remand for the possible 
application of Sections 60, 65 or 72 of the Mental 
Health Act. A few who are so disturbed as to need 
locked accommodation during the initial few months 
of upset are repeatedly remanded within Cardiff or 
Risley Remand Centre penal units. The longest 
remand has been 6 months. 

The principle of care at this isolated mountain-top 
unit is the provision of affection with discipline under 
the leadership of the Superintendent, Mr. Jones. 
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The unit is in the direct tradition of Aichhorn’s 
Wayward Youth and of Mr. Lyward’s Answer at 
Tenterden. The present writer is a visiting psychiatrist. 

Public service is seen as a need for area responsibility. 
Garth acts as a male unlocked regional health unit 
for mentally abnormal offenders, able to take some 
go per cent of dull normal or average ability referrals 
on remand. Any service must have adequate input 
and through-put. It is often difficult to place psychi- 
atric patients with repeated convictions. Our way 
round this has been to persuade mental health 
authorities in a subnormality community care system 
that their small group homes and sheltered placements 
in sheltered factories are also good for emotionally 
retarded people of higher LQ. 

Public security depends on persuading patients and 
staff that a newly admitted patient needs affection, 
friendship and counselling as well as discipline. 
A high staff ratio of 25 staff for 50 in-patients allows 
nurses time to spot the impulsive change in mood 
that goes before absconding or acts of violence. A 
warm, happy, friendly, residential unit with busy jobs 
for all on farm, forest, domestic work or handicrafts 
is thought more important than the remoteness on a 
mountain top. No one under Section 60 or 65 orders 
absconded during 1972, and no patients had to be 
transferred to the Special Hospitals. 

Individual service means acceptance of the view 
that each individual admitted has a right to affection, 
a uniqueness of work and talents to offer with hope 
for the future by way of success in jobs and marriage. 

Individual security depends on the powers of leader- 
ship of the staff, the decrease of hostile traits, and the 
rapid provision of lockable lockers, personal clothing 
and possessions, so that each patient has more to lose 
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than to gain by aberrant behaviour. Results are 
arguable. Police and social workers much prefer to 
return offenders than reconvict. Some of the ‘jobs’ 
are highly ‘sheltered’. 

When a patient becomes happier and settled, and 
wants to continue in a treatment which he finds aids 
him, his order is allowed to lapse. Good communica- 
tion with relatives and community, with a public call 
box, weekly shopping expeditions, swimming, fishing 
and above all routine holidays at home three times 
a year, reduce need to abscond, whilst the occasional 
upset patient who runs home to find out what is 
amiss is usually placed on leave, and is not counted 
as having absconded. Mental Health Review Tribunals 
have not been invoked since 1962. 

The Tables compare a group of 100 offenders, 
admitted to Garth between 1.1.64 and 9.11.70, 
five years after first admission (Mid Wales) with two 
previous groups admitted firstly to Balderton (Mid- 
lands) in the 1950s during the course of a research 
project and after 1960 to two units in North Wales, 
including Garth. The number of reconvictions has 
been drastically reduced by ready readmission of 
‘failure’. Because of the relaxation of tension and 
anxiety that comes with successful treatment the last 
group have remained longer in treatment than earlier 
groups. Table II shows the increased numbers placed 
in training centres and sheltered workshops over the 
years. Table III shows the substantial number of 
patients who elect to remain on an informal care 
pending hope of successful community replacement, 
when this is felt to be appropriate. The thrice yearly 
holidays for these patients usually carry a proviso 
that, should they find work whilst home, they may 
request or elect to remain on ‘informal licence’. 


Michael J. Craft, M.D., ¥.R.O.P., F.R.C.Paych., Garth Anmarad, Penmaenpool, Mid Wales 


(Received 2 February 1973) 
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The Relation of Blood Adenosine Triphosphate 
to Changes of Mood in Affective Disorders, 
By Orro Hansen and Marra DMITRAKOUDI. 

In the light of previous findings in group studies of 
significantly elevated whole blood uridine diphos- 
phate glucose and an equally significant lowering of 
whole blood adenosine triphosphate (ATP) in psy- 
chotic depression two manic-depressive women with 
predictable periodicity of illness were studied longitud- 
inally with ATP determinations and mood rating. 
Again ATP was found to be low in the depressive 
phases, and it correlated significantly with mood, p 
being <o.001 and <o.01 for the two patients 
respectively. 

A male and a female ‘endogenous depressive’ 
patient were followed with blood ATP determinations 
and mood rating during a course of electroconvulsive 
treatment. Correlating significantly with mood 
scores {p < 0.02) ATP rose to normal with clinical 
recovery. 

Otio Hansen, 

M.R.C. Unit for Metabolic Studies in Psychiatry, 
Middlewood Hospital P.O. Box 134, 

Sheffield S6 rTP. 


The Repetition of Parasuicide: A Comparison 
of Three Cohorts. By Dororuy Buciass and 
Joun Horton. 


Three annual cohorts of parasuicides (attempted 
suicides) were followed up for one year from the 
date of the key admission, and those repeating their 
suicidal behaviour were identified. The items which 
distinguished repeaters from non-repeaters at a 
highly significant level in each cohort were: socio- 
pathy, problems in the use of alcohol, previous in- 
patient psychiatric treatment; previous out-patient 
psychiatric treatment. Other discriminants (P < .05) 
were: Social Class V, dependence on drugs, un- 
employment, and a history of criminal behaviour. 
An increase in the proportion of young repeaters was 
noted. A comparison of male and female repeaters 
showed a high degree of similarity between the sexes. 

The relationship between repetition and discharge 
from the Regional Poisoning Centre to psychiatric in- 
patient care was examined. The characteristics of in- 
patients differed markedly from those of subsequent 
repeaters. When diagnosis was controlled, there was 
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no relationship between transfer to in-patient care and 
repetition for depressives; non-depressives were more 
likely to repeat when discharged to a psychiatric 
hospital. 

Dorothy Buglass, 

M.R.C. Unit for Epidemiological Studies in Psychiatry, 
Department of Psychiatry, 

Morningside Park, 

Edinburgh, EH10 5HF. 


The Pattern of Hostility in Affective Illness. 
By Ivy M. BLACKBURN. 

This is a study of the relationship of aggressiveness 
with different abnormal mood states, using the 
Hostility and Direction of Hostility Questionnaire 
(H.D.H.Q.). The classification of bipolar and uni- 
polar affective disorders was used, and six groups of 
patients were studied in a cross-section design: ill 
and recovered bipolar manics, ill and recovered bi- 
polar depressives, ill and recovered unipolar de- 
pressives. The results indicated abnormal levels of 
hostility in the groups with active symptoms. The 
manic patients had high levels of extrapunitiveness, 
while the two depressed groups had high levels of 
intropunitiveness, the unipolar patients also showing 
more extrapunitiveness than the bipolar depressed 
patients. Comparison with recovered groups showed 
a reversal to normal levels in both intropunitiveness 
and extrapunitiveness in all groups, though manics 
had higher intropunitiveness than bipolar depressives 
after remittance of symptoms. The role of hostility in 
affective disorders is discussed. 

Toy M. Blackburn, 

M.R.C. Brain Metabolism Unit, 
University of Edinburgh, 
Department of Pharmacology, 

X George Square, 

Edinburgh, EH8 97. 


A Temporal Measure of Attention in Schizo- 
phrenia and its Clinical Significance. 

By Srantey R. Kay and Man Moan Sinoa. 
Disturbance of attention has been intensively 
studied as a possible mechanism underlying schizo- 
phrenic thought disorder, yet the data obtained with 
different procedures have been inconsistent. The 
variable results may derive from a failure to specify 
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the investigated components of attention and to 
develop appropriate techniques for measuring these 
defined aspects. In particular, the temporal com- 
ponent of attention has been virtually ignored, 
despite the clinical importance of difficulty in con- 
centration and distractibility in schizophrenics, 
Much of the research has involved techniques that 
Measure attention as a factor interfering with 
perceptual skills or immediate memory. However, 
unless disturbance of attention is assessed directly 
and independently of cognitive-perceptual per- 
formance, the role of attention in thought disorder 
cannot be conclusively evaluated. 

In view of these considerations, the Span of Attention 
Test was developed as a temporal measure of con- 
centration and distractibility with a task involving 
minimal tual and cognitive demands. The 
evaluation is determined by the average length of 
time one sustains attention at a routine motor task. 
The clinical value of the test was investigated by 
administration to 66 schizophrenic patients and 23 
non-psychotic adults. Cross-sectional analyses found 
the test to distinguish between schizophrenics and 
non-schizophrenics, paranoid and non-paranoid 
schizophrenics, and revealed significant correlations 
with indices of distractibility, arousal, and with- 
drawal. Longitudinal study showed the test to be a 
reliable instrument that monitors the differential 
course of chronic versus subacute and acute schizo- 
phrenics and may have prognostic significance for 
schizophrenic thought disorder. 

Stanley R. Kay, 

Clinical Psychopharmacology Service, 
Bronx State Hospital, 

Bronx, New York 10461, U.S.A. 


Treatment of a Situational Phobia—A Case for 
Running. By ARNOLD OORWIN. 


The treatment of a specific situational phobia (of 
high level lavatory cisterns) is described. The method 
used was to utilize the autonomic excitation caused by 
vigorous muscular activity as an inhibitor of the 
situational anxiety. The patient was made to enter 
feared situations immediately after running close to 
the limit of toleration. The near lifelong phobia was 
removed in five short sessions with little psychiatric 
involvement. The method is attractive because of its 
basic simplicity, the rapidity of the response and the 
minimal demand on therapist time. 

A. Orwin, 

Regional Behaviour Research Unit, 
Hollymoor Clinic, Hollymoor Hospital, 
Norhfield, Birmingham, B31 5EX. 
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The Personality in Psychomotor Epilepsy 
Compared with the Explosive and 
Aggressive Personality. By Per KRIsTIANSON. 

The diagnosis of the alcoholic personality poses 
the special problem of differentiating the explosive 
aggressivity provoked by chronic alcoholism from 
the personality of certain epileptics. 

The above diagnostic problem is illustrated by a 
comparison of the MMPI profile of a group of 
psychomotor epileptics with bitemporal independent 
EEG spike foci with the MMPI profile for a patient 
with explosive aggressivity caused by chronic alco- 
holism. The profile for the alcoholic patient is 
characterized solely by scale values which measure 
explosive and aggressive reactions. These reactions 
are also present in the group of psychomotor epilep- 
tics, but only as partial symptoms of the complete 
adhesiveness syndrome, according to an analysis of 
a more complex MMPI scale configuration, inter- 
preted as measuring this syndrome. However, the 
main part of the syndrome with paranoid and 
perseverative symptoms is, together with a tendency 
to schizophreniform reactions, not characteristic of 
the alcoholic patient. 

Per Kristianson, 

Department of Psychology, 

University of Uppsala, 

Svartbacksgatan ro, 

S-759 20 Uppsala, Sweden. 


Serum Creatine Kinase Levels in Acute 
Psychosis. By T. HARDING. 

Creatine kinase (CK) is an enzyme found mainly in 
muscle, It occurs normally in small amounts in serum. 
Raised serum levels have been reported in acutely 
psychotic patients (as well as in other diseases). 
What is the significance of this finding, and is it of 
diagnostic value? 

Serum CK levels were determined in 34 acutely 
psychotic, 26 newly-admitted non-psychotic and 20 
chronic schizophrenic patients, No significant overall 
difference in distribution of levels was found. Five 
acutely psychotic patients had levels >100 I.U./L 
defined arbitrarily as ‘raised’. It is argued that such 
‘raised’ levels are related to non-specific factors (such 
as motor abnormalities) rather than to the illness 
itself, and that others have underestimated the 
potential instability of serum CK levels. Serum CK 
estimation is not a diagnostically useful test, on the 
basis of these results. 

T. Harding, 

University Department of Psychiatry, 
Royal Edinburgh Hospital, 
Morningside Park, 

Edinburgh, EHro 5HF. 
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Book Reviews 


ESSAY REVIEW 
Thalidomide and the Power of the Drug 
Companies. By Henninc Syjéstrém and 
Rosert Nusson. Harmondsworth: Pen- 
guin. 1971. Pp. 281. Price 4op. 

In an affair as emotive as the thalidomide 
disaster, it is important to identify the view- 
point of the authors of any book on the topic. 
Nilsson is a Swedish scientist who participated as 
main scientific adviser and technical co- 
ordinator of the thalidomide trials in Scandi- 
navia on behalf of the plaintiffs (the parents of 
thalidomide children). Sjöström is a lawyer 
who has dealt with many thalidomide cases, 
again for the plaintiffs. Nevertheless, the 
authors state that their assertions are backed 
by documentary evidence from the transcrip- 
tions of the court proceedings and from docu- 
ments seized by the German police from the 
firm that introduced thalidomide, Chemie 
Grinenthal. 

The outlines of the story are fairly well- 
known. In 1957, thalidomide was introduced 
as a sedative on the West German market. By 
1958 the publicity campaign to promote it 
was massive, and eventually thalidomide was 
sold by licensees in eleven European, seven 
African, seventeen Asiatic and eleven American 
countries. The first serious adverse effect to 
be documented was a case of polyneuritis which 
occurred during one of the clinical trials in 
1956. By late 1959, several cases had been 
described, and by 1960 ‘a wave of polyneuritis 
reports reached the company from every 
corner of the Federal Republic’. Nevertheless, 
the company continued to promote the drug 
as ‘non-toxic’ and ‘harmless’, and even in 
November 1960 when it acknowledged that 
such reactions could occur it claimed that 
they were ‘allergic’ and would disappear on 
‘immediate withdrawal of the drug’. The 
company tried to delay publication of case 
reports and ‘resorted to denigration of the 
scientific competence’ of the doctors who drew 
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attention to the polyneuritis. The controversy 
grumbled on. 

Meanwhile, the far more devastating effect 
of the birth of deformed children to mothers 
who had taken thalidomide during early 
pregnancy was coming to light. By 1961 many 
cases of phocomelia had been reported, and 
in November of that year Dr. Lenz of Hamburg 
traced an association to thalidomide. Again 
the company resorted to ‘delaying tactics’. 
On 26 November 1961 the newspaper Welt am 
Sonntag published the whole affair and Chemie 
Griinenthal immediately decided to withdraw 
the drug from the market, being afraid ‘of the 
strength of public opinion which might be 
created’ by the article. In most other countries 
where it was marketed thalidomide was also 
withdrawn but only after a delay of 3 months 
in Canada and 10 months in Italy and Japan. 
In some countries, for instance Canada, the 
authorities had to insist on the drug’s with- 
drawal. 

The U.S.A. escaped the disaster (except for 
some babies born of mothers who obtained 
special supplies) because the Food and Drug 
Administration refused to license thalidomide. 
The impression has been created that this was 
due to their inertia, but this book makes it clear 
that their official, Dr. Kelsey, was genuinely 
dissatisfied with the evidence that it was safe. 
The reports of polyneuritis reinforced her 
reservations and she was concerned about the 
possible teratogenic properties of the drug. That 
thalidomide was excluded from the U.S.A. 
shows that licensing authorities can act intelli- 
gently and with forethought. 

Much of the book is taken up with an account 
of the legal tussles in the German Federal 
Republic which makes the recent legal pro- 
ceedings in the U.K. involving the Distillers 
Company seem a very gentlemanly affair. 
The entire legal system in Germany emerges 
with very little credit. Compared with the 
recent settlement in England, Chemie Grünen- 
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thal seem to have escaped lightly with respect 
to paying compensation. The inertia and lack 
of interest by governments in various countries 
is still a major scandal. 

What should concern us as doctors is to 
ensure that the likelihood of such a disaster 
happening again is as low as possible com- 
mensurate with the development and introduc- 
tion of effective new drugs. The acceptability of 
a drug depends on the evaluation of its effective- 
ness, the seriousness of the condition for which 
it is indicated, and the severity of its unwanted 
effects. The first two aspects can be assessed 
before a drug is introduced, and many of the 
more common unwanted effects will be detected 
at this stage of early clinical evaluation. How- 
ever, the incidence of some serious effects is 
very low and may not be appreciated until 
the drug has been fairly widely used. Hence the 
need for notification systems for adverse reac- 
tions on a national or international scale. The 
main requirement is to limit the numbers of 
new drugs introduced, because it is impossible 
to guarantee that another disaster on the 
thalidomide scale might not happen again. 

One solution which has been advocated is the 
nationalization of the pharmaceutical industry. 
Underlying this proposal is the concept that it 
is somehow immoral to profit from an illness. 
This argument applies equally to housing and 
food, but in political terms nationalization is 
indeed a solution to the problem. It is not a 
good solution in medical terms because drug 
production and drug licensing would both be 
State responsibilities and a conflict of interest 
could easily arise. 

The most obvious criticism of the drug 
industry is its insistence on introducing a 
dreary and apparently inexhaustible line of 
chemical congeners—the ‘me-too drugs’. These 
involve minor molecular manipulations in 
order to get round the patents of other manu- 
facturers or in order to replace the manufac- 
turer’s existing lucrative product whose lease 
of patent protection is almost ended. With the 
length of time it takes to develop a drug to the 
point of marketing, there may be only 5 or 6 
years left before the expiration of the patents, 
Also, drug companies feel it necessary to make 
high profits on a drug not so much to recoup its 
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research and development costs as to provide 
funds for the development of the next one. 
The pharmaceutical industry is highly competi- 
tive and a company high in the sales league 
one decade can have faded away by the next 
one. 

An alternative to State control of drug deve- 
lopment which would stem the flow of ‘me-too’ 
new drugs would be for the drug licensing 
authority to insist that a drug be shown to be 
appreciably superior to existing drugs before 
licensing is allowed. This procedure should be 
coordinated on an international scale so that 
the drug company would be involved in the 
minimum number of submissions. Data on 
drugs are difficult to assess, but it is not that 
much more onerous for a licensing authority 
to decide whether a new drug is superior to 
older ones than, as is current practice, to pro- 
nounce on its relative safety. The result of such 
regulations would be a great diminution in the 
number of new drugs licensed, and all would 
be genuine innovations. Because of these drugs’ 
superiority, doctors would prescribe them widely 
and any unsuspected untoward effects would be 
quickly apparent. The drug company would be 
rewarded by a protected market until a further 
substantially improved product was developed: 
patents would be irrelevant. Thus, the industry 
could concentrate on more fundamental research 
instead of superficial minimal improvements in 
composition and formulation of their existing 
products. 

To return to the book, it is written in a clear 
style and it grips the reader. It should be read 
by all doctors who prescribe medicines to warn 
them that they cannot absolve themselves of all 
responsibility for the disaster by regarding it as 
unavoidable or by attributing it to the mistake 
of a drug company or to the laxity of govern- 
mental agencies. Even now there are drugs 
available on prescription which are obsolete, 
ineffective or habit-forming. Only by the 
voluntary limitation of prescribing, as has 
occurred with the amphetamines and in some 
areas with the barbiturates, can the physician 
demonstrate his resistance to the pressures of 
drug companies and their advertising agencies. 


MALCOLM LADER. 
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FREUD 
Freud As We Knew Him. Edited by Henpriox M. 
Rorrenseck. Detroit: Wayne State University 
Press. 1973. Pp. 518. Index 6 pp. Price $17.50. 

Many of the people whose impressions of Freud 
are recorded in this book comment on the seeming 
discrepancy between the uninhibited boldness of 
his thought and the conservative decorum of his 
way of life: ‘even the strained efforts of generations 
of critics have not been able to throw the slightest 
shadow on his integrity and his sober fairness or his 
personal conduct, which complied with all the 
demands of the same conventional morality that he 
had discovered to be repressive, rigid, and even 
dishonest. . .. The man who with the bold daring of 
a revolutionary genius questioned all the comfortable 
assumptions of bourgeois life and found them wanting, 
behaved in his personal sphere as if he were just 
another fairly successful practising physician of his 
day ....In strict compliance with the specific moral 
code that he had discredited, he was a model pater- 
familias of a respectable household, inconspicuously 
living an average existence in an atmosphere which 
he presumably hated and despised’. 

His working habits were characteristic. He con- 
ducted an enormous correspondence and wrote his 
articles and books without any help from type- 
writer, secretary or telephone. He always finished 
what he had begun and when he died there were no 
unfinished manuscripts left lying in drawers. He 
‘chided himself as being lazy’. In many instances his 
sardonic judgement protected him against the 
blandishments of flattery and of those who hero- 
worshipped ‘the inspired seer’. ‘Trained to find the 
core of every truth, the truth having even greater 
validity—he analyses himself as keenly as he analyses 
others’. ‘His language tricks us by its sobriety into 
overlooking its crystalline perfection’. 

A Boston psychoanalyst who visited him in 1937 
urged the desirability of closer co-operation with 
medicine and psychoanalysis in America. ‘Freud 
replied that there was implicit in this argument a 
false assumption that the validity of psychoanalytical 
findings and theories was definitely established, while 
actually they were still in their beginning, and 
needed a great deal of development and repeated 
verification and confirmation.... When I replied that 
it would be my added pleasure to present to my 
colleagues as well as I could the substance of our 
talk, Freud said most amiably that it would be a very 
nice thing to do, but that it would accomplish no 
good whatever’, Obviously he did not want to 
contribute to hagiology. 

The most informative and attractive of the accounts 
are those given by people whom he analysed and by 
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members of his family. The analysands lend vivid 
detail to the living portrait. “To emphasize his points 
in analysis he pounded the arms of his chair and 
often the head of the couch. When most intent and 
excited in an explanation he would lean forward, 
almost directly over the head of his patient, to whom 
his excitement was thus transmitted. He had a great 
zest for details in associations and dreams. When 
names of places were mentioned he would go into 
the library and ask to be shown the place on the map, 
which he would then study. He had to understand 
thoroughly locations and relationships of houses and 
rooms, frequently asking that diagrams be drawn.’ 
An English analysand: ‘Behind the dignity and 
reserve of this serious, much occupied professional 
mån, he was a most unsophisticated person and 
sometimes quite naive.’ A Swiss whom he analysed 
in the early ‘twenties: ‘Freud was not a good psycho- 
analytic technician. Since he had not been analysed 
himself, he tended to commit two kinds of errors. 
First, he had practised suggestion too long not to have 
been materially affected by it. When he was per- 
suaded of the truth of something, he had considerable 
difficulty in waiting until this verity became clear to 
his patient. Freud wanted to convince him imme- 
diately. Because of that he talked too much. Second, 
one rapidly sensed what special theoretical question 
preoccupied him, for often during the analytic hour 
he developed at length new points of view he was 
clarifying in his own mind. This was a gain for the 
discipline, but not always for the patient’s treatment.’ 

The picture is rounded out by family recollections. 
His sister, Anna Freud Bernays, recalls how the 
interests of other members of the family were sub- 
ordinated to Sigmund’s wishes. ‘In spite of his youth, 
Sigmund’s word and wish were respected by everyone 
in the family. When I was eight years old my mother, 
who was very musical, wanted me to study the piano, 
and I began practising by the hour. Though Sig- 
mund’s room was not near the piano, the sound 
disturbed him. He appealed to my mother to remove 
the piano if she did not wish him to leave the house 
altogether. The piano disappeared and with it all 
opportunities for his sisters to become musicians.’ In 
his adolescence he was a stern censor: ‘If I had a 
book that seemed to him improper for a girl of my 
age, he would say “Anna, it is too early to read that 
book now”. When I was fifteen I remember he felt 
I should not read Balzac and Dumas.’ ‘He now lived 
at the hospital and returned to us only on weekends, 
staying in his little room. Many of his friends came to 
see him there. One would have imagined that the 
presence in the house of five young women would 
have had some attraction for these young men, but 
they seemed less interested in entertainment than in 
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scientific discussion with our learned brother, and 
disappeared into his room with scarcely a glance for 
any of us,’ 

This unsystematic bulky book contains much raw 
material complementing Ernest Jones’s biography 
and testifying to the dignity and warmth of Freud’s 
personality. There are some conspicuous omissions, 
and some inclusions that should have been omitted: 
for example, the odious and probably spurious 
interview reported by Odette Pannetier. As for the 
excerpt by Maryse Choisy, its glucoid adulation 
would have been a good reason for omitting it: ‘his 
dark brilliant eyes penetrate beyond your mortal 
flesh. From them a force rains down on me like some 
sacred dew... .” AUBREY Lew. 


HEALTH SERVICES 
Needs of the Elderly for Health and Welfare 
Services. Edited by R. W. Canvin and N. G. 
Pearson. University of Exeter. 1973. Pp. 106. 
Price £2.00. 

The Institute of Biometry and Community Medi- 
cine, established in 1969 at the University of Exeter, 
has an operational bias and concerns itself mainly 
with research on the Health Services. One of its major 
projects deals with the health, welfare and care needs 
of the aged, and it is on this subject that a seminar 
was held for three days in Exeter in March 1972. 
The proceedings of this seminar are summarized in 
this book. 

The greatest strength of the seminar and book 
lies in the multi-disciplinary nature of their contents 
even though no general practitioner was present. In 
addition to medical papers by Ferguson Anderson 
(general health needs), A. L. Cochrane (screening— 
neatly debunked) and Tom Arie (psychiatric needs), 
there are contributions on the philosophy and history 
of need as a concept (T. H. Marshall); on measure- 
ment and evaluation of services (Jackson and 
Himatsingani); on financial (A. R. Atkinson) and 
housing (D. Fox) needs; and a long paper by Peter 
Townsend on the main results of a survey (carried out 
in 1963 but largely unpublished) of old people in 
institutions in Britain. It is surprising, however, not 
to find a paper by a Director of Social Services. 

The standard of all papers is high and all fully 
justify their appearance in print, which is far from 
true of so many published seminars. Despite the fact 
that, apart from Townsend, none of the authors 
reports any new and previously unpublished research 
results, the book is highly informative by virtue of the 
number of fields reviewed, and it must be an excep- 
tional expert who will not learn from it. 

Townsend’s paper, in line with his previous work, 
documents the vast amount of disability in vast 
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numbers of old people—and how badly we look after 
them in institutions. One hopes that the next step in 
his important work on the elderly will be the devising 
of means to overcome the appalling difficulties of 
institutions, more readily detected than righted. 
Meanwhile, we shall continue to keep old people at 
home, wishes and pressures notwithstanding, except 
where there is certainty that their lot will be improved 
by admission, or at the very least not be made worse, 

The book is attractively produced, and at a price 
hardly exceeding the cost of four gallons of petrol it is 
a bargain! L. K. Hest 


Counseling and Accountability: Methods and 
Critique. By Harman D. Burax, Haror F. 
CorrwoHaĮm and RoserT C. REARDON. Per- 
gamon Press. 1973. Pp. ix-+-271. Index 7 pp. 
Price £3.50. 

This book asks a good question: ‘What kind of 
counselling, provided by what kind of counsellor, 
can be most effective at this time for this kind of 
population subgroup?’ The authors warn the reader 
that money for counselling may not always be 
available unless there is evidence of positive results. 

Instead of an answer the authors provide a kit in 
the form of nine chapters on methodology with over 
250 references. The second half of the book consists 
of thirteen papers (previously published) on research 
in counselling. Each article is appraised in detail. 
They deal with different types of problems, from 
group psychotherapy to school counselling. Although 
the authors are concerned with accountability they do 
not discuss the difficulty of assessing the cost benefit of 
a counselling service. 

This is a dull though informative research manual. 
The reviewer’s boredom lifted a little, in the chapter 
on ethical considerations, at the recommendation 
that the personal value structure of the research 
worker ‘should also include a highly internalized 
system which draws upon the researcher’s relationship 
with a Greater Being’. W. L. TONGUE. 


Accounting for Health. Report of a Working 
Party on the Application of Economic Principles 
to Health Service Management. King Edward’s 
Hospital Fund for London. 1979. Pp. 63. 
Price £1.75. 

Admission of Patients to Hospital. By Howarp 
BADERMAN, CHRISTINE Corres, M. J. Famey, 
MicnarL MonrLL and Yvonne Ramspen. King 
Edward’s Hospital Fund for London. 1973. 
Pp. 51. Price £1.50. 

In these two reports, the King Edward’s Hospital 
Fund continues its valuable investigations of the 
administration of medical care in the Health Service. 
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Accounting for Health, from a working party chaired 
by Professor Brian Abel Smith, is the weightier 
booklet, outlining an approach to evaluating units of 
activity input and their effectiveness and outcome 
throughout all the areas of medical services. It looks 
forward to a health budget of £4,000 million or more 
by the end of the century (in present day prices) 
with a labour force of a million, and outlines the steps 
to establishing an information system to give the 
public evidence of value it is getting for its money. 
While the enormous and comprehensive system they 
envisage may be neither feasible nor worthwhile, a 
convincing case is made out for the early introduction 
of new classifications of illness, disabilities and treat- 
ment. Such first steps would be likely to be valuable 
in themselves and in the formulation and testing of 
ideas about the effective organization of health 
services. 

The booklet presents a clear and cogent approach 
to assessing our health services, but the authors admit 
that alternative methods may prove more practicable 
and more useful. It is a pity they do not explore more 
fully the role of controlled trials and other evaluative 
research. 

The report on Admission of Patients reviews existing 
practice at 55 hospitals and finds widespread dis- 
satisfaction and much innovation, While the con- 
clusions apply specifically to general hospitals, this 
clear, sensible and informative account should be a 
useful guide to the solution of difficulties that so often 
make admission an undignified, unpleasant, in- 
efficient and unnecessary battle for all concerned. 

Rionarp Mayou. 


MISCELLANEOUS 
Student Counselling in Practice. By AUDREY 
Newsome, Brian J. THORNE and Kerra L. 
Wyp. University of London Press. 1973. 
Pp. xii+ 187. Index 8 pp. Price £3.00 (boards). 
£1.50 (paper-back), 

The authors work in the Appointments and 
Counselling Service of the University of Keele, 
which they claim was the first British university 
(together with Reading) to establish a counsellor 
training programme. In this small book they describe 
their philosophy of student counselling and illustrate 
their practice with case histories. Much of the 
philosophy is based on client-centred Rogerian 
counselling but behaviour therapy with emphasis on 
systematic desensitization ‘aided at times in clinical 
settings by hypnosis and drugs’ is also recommended. 
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The authors, who are non-medical, explain their 
close working relationship with the University 
Medical Services and a visiting psychiatrist, and are 
obviously ‘sold’ on their contribution to student 
health. Much of their advice is in the field of study 
problems and vocational guidance, and if they are 
competent in these fields they are doubtless contri- 
buting something useful. A medical reviewer may be 
pardoned if he expresses some concern over their 
para-medical activities, even if these are ‘covered’ 
by the local doctors. 

This raises again the question of the lay psychologist 
with clinical aspirations. The late Sir David Hen- 
derson stated bluntly that the layman should not 
practice medicine. This reviewer would make the 
following amendment: the psychologist who would 
be a psychiatrist should first obtain a medical 
and psychiatric training. A number of psychologists 
who have so equipped themselves have amply 
illustrated the advantages. Those psychiatrists who 
would argue that a medical qualification is irrelevant 
to the practice of psychiatry and have the courage of 
their convictions should cease to register as medical 
practitioners. A copy of this book might be of interest 
to the Trethowan Committee. 

Myre Sm. 


Early Human Development. Edited by S. J. Hurr 
and C. Hurt. Oxford University Press. 1973. 
Pp. 362. Price £2.50. 

This is a collection of papers in the field of develop- 
mental psychology. The subjects covered include 
genetic and hormonal determinants of behaviour, 
effects of early experiences, perceptual capacities, 
fear and exploration, and development of attach- 
ment, Most of the papers are ‘key’ reviews or research- 
finding presentations, so that the book could be a 
useful acquisition for someone lacking access to 
journals covering child psychology. The editors have 
certainly collected their papers with judicious care, 
although I found it irritating that some have been 
abridged. 

Pumir GRAHAM. 


AN APOLOGY 


It is regretted that there was a mis-spelling of Dr. 
E. K. Ledermann’s name in the review of his book, 
Existential Neurosis, in the February Journal (p. 217). 
We offer our apologies to Dr. Ledermann. 

Editor. 
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PSYCHOTHERAPY, PSYCHOANALYSIS AND 
PSYCHOLOGY 

When Reason Fails: Psychotherapy in America. 
By R. A. Liston. Wildwood House Ltd. Price £2.50, 
(cloth) £1.50 (paperback). 

The Evolutionary Foundations of Psychology—A 
Unified Theory. By F. E. Goopson. Holt, Rinehart 
and Winston Inc. No price stated. 

Studies on Hysteria. By Joser BREUER and Sicmunp 
Frevo. Edited and translated by James and Aur 
Srracney. (Volume 3 of the Pelican Freud Library.) 
Penguin Books. Price 7op. 

Psychiatry (two volumes). By R. DE LA Fuenre and 
M. N. Wetstan, Elsevier/ Excerpta Medica] North Holland. 
Price $107.70. 

Psychoanalysis and Feminism. By JuLær Mrrane... 
Allen Lane. Price £4.00. 

Masked Depression. Edited by P. Kretnorz. An 
International Symposium held at St. Moritz, 810 
January 1973. Hans Huber, Price S.F. 32.00, 

Charisma—a Psychoanalytic Look at Mass Society. 
By I. Samrer. University of Toronto Press. Price £3.80. 

Models of the Mind: A Psychoanalytic Theory. 
By J. E. Gepo and A. Gotpgsre. University of Chicago 
Press. Price £4.30. 


COMMUNITY, SOCIAL AND ALLIED MATTERS 

Nursing in Contemporary Society. By Una MACLEAN, 
Routledge and Kegan Paul. Price £3.00 (cloth), £1.20 
(paperback). 

On the Beginning of Social Inquiry. By P. MoHucn, 
S. RarreL, D. C. Foss and A. F. Buom. Routledge and 
Kegan Paul. Price £4.20 (cloth), £1.50 (paperback). 

Politics, Medicine and Social Science. By D. 
Meonantc. John Wiley. Price £7.30. 

Abuse of Psychiatry for Political Repression in the 
Soviet Union, By Tue Unrrep STATES SENATE 
COMMITTEE ON THE JUDICIARY. Arno Press—distributed 
by Aris and Phillips, Price £4.75. 

Student Health. By P. Caurnery. Priory Press. Price 8op., 

The Social Self. By R. C. Zitter. Pergamon Press. Price 

2.75. 

The Pe of the Psychologist in Mental Health 
Services. Report on a Working Group convened 
by the Regional Office for Europe of the World 
Health Organization, 8-11 May 1973. WHO 

. For free distribution. 

The Mental Health of Rural America—The Rural 
Programs of the National Institute of Mental 
Health. By H. Yaurazs, E. Barron, M. Camp and 
H. Fusser. National Institute of Mental Health. No 
price stated. 

Mental Diness and the Economy. By Harvey BRENNER. 
Oxford University Press for Harvard University Press. 
Price £7.00. 


Financing Mental Health Care in the United States. 
By the Advisory Panel on Financing Mental Health 
Care, American Hospital Association, National 
Institute of Mental Health. No price stated. 

Patient Power: The Development of a Therapeutic 
Community in a Psychiatric Unit of a General 
Hospital. By Panie M. Marcoun. Charles C. Thomas. 
Price $8.95. 

Report of the Committee on Hospital Complaints 
Procedure, Department of Health and Social 
Security. H.M.S.0. Price £1.45. 

Patients, Practitioners and Medical Care: Aspects 
of Medical Sociology. By Davi Rosrnson. 
William Heinemann Medical Books. Price £1.15. 

Social Trends. No. 4. Edited by Munim. Nusex. 
H.M.S.O. for Central Statistical Office. Price £2.90. 

The Psychiatric Nurse as a Therapist. Papers de- 
livered at a Conference organized by the British 
Association for Behavioural Psychotherapy and 
first published in The Nursing Times. Macmillan 
Journals. Price gop. 


CHILDREN AND ADOLESCENTS 

The Psychoanalytic Study of the Child. Volume"38. 
Edited by Anna Freup, Rura Ester, MARIANNE 
Kris and Auvsert Sounrr. Hogarth Press with the 
Institutes of Psychoanalysis. Price £6.00. 

Child Psychiatry for Students. By F. H. Sronz and 
C. Kourernin. Churchill Livingstone. Price £1.00. 

A First Language—The Early Stages. By R. Brown. 
George Allen and Unwin. Price £5.95. 


OLD AGE 

Social and Medical Problems of the Elderly. By 
Kenners Hazeu (third edition). Hutchinson. Price 
£5.00, 

Oral Care of the Aging and Dying Patient, Edited by 
Austmy K. Kurscner and Ivan K. GoLpeERG. 
Charles C. Thomas. Price $12.50. 

Psychopharmacology and Aging. Edited by CARL 
Emporrer and Wurm E. Fann. Plenum Press. 
Price $14.50. 


SUICIDE AND DYING 

A Panorama of Suicide. By C. Donap NISWANDER, 
Tuomas M, Casey and Jonn A. Hompnrsy. Charles C. 
Thomas. No price stated. 

The Right to Die: Decision and Decision Makers. 
Proceedings of a Symposium, G.A.P., Symposium 
No. 12. Group for the Advancement of Psychiatry. Price 
$3.50. 

Depression, Psychopathic Personality and Attemp- 
ted Suicide in a Borstal Sample. By Syv 
Antuony. Home Office Research Studies No. rg. 
Home Office. Price 364p. 
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MENTAL RETARDATION 
The Institutionalized Severely Retarded: A Study of 
Activity and Interaction. By Richarp H. Wis. 
Charles C. Thomas. Price $9.75. 


BEHAVIOUR 

Neonatal Behavioural Assessment Scale. By T. Berry 
BRAZELTON. Spastics International Medical Publications in 
association with William Heinsmann Medical Books. 
Price £2.50. 

Eating, Loving and Dying: A Psychology of Appe- 
tites. By D. Capron. University of Toronto Press. 
Price £2.20. 

Young Till We Die. By Dors and Davip Jonas. Hodder 
and Stoughton. Price £9.25. 

Love and Hate. By IReNAvus EBL-EwEsrELDT (translated 
from the German by Grorrrey STRACHAN). Methuen, 
Price £1. (Paperback edition of book published in 
1971.) 

The Functions of Sleep. By Ernest L. HARTMANN. 
Yale University Press. Price £3.50 (cloth), £1.25 (paper- 
back). 

Behavioral Embryology; Studies on the Develop- 
ment of Behavior and the Nervous System. 
Vol. 1. Edited by Gusergrr Gorrims. Academic Press. 
Price £10.55. 

Eating Disorders; Obesity, Anorexia Nervosa, and 
the Person Within. By Hone Bevon. Routledge and 
Kagan Paul, Price £3.95. 


SEXOLOGY 
Assessment of Sexual Function: A Guide to Inter- 
viewing. Formulated by the Committee on Medical 
Education, Volume 8, Report No. 88. Group for the 
Advancement of Psychiatry. Price $3.50. 


GENERAL MEDICINE 

The History and Philosophy of Knowledge of the 
Brain and its Functions. An Anglo American 
Symposium held in London, 15-17 July 1957. 
Second edition of a book published in 1958, B. M. 
Israel (Amsterdam). Price D.fl. 48.00. 

Brain Control. By E. S. Varensrem. John Wiley. Price 
£6.25. 


BOOKS RECEIVED l 


SCHIZOPHRENIA 

Schizophrenia as a Life Style. By A. Burron, J. 
Lorzz-Isor and W. M. MENDEL. Springer Publishing 
Co. Price $8.50. 

PENOLOGY 

Criminal Behaviour: An Introduction to its Study 
and Treatment. By H. Pris, Pitman. Price £2.50. 

The Prevention of Crime. By Sruarr PALMER. Beha- 
vioral Publications Price $9 95. 

Paroled but not Free. By Rosemary J. ERICKSON, 
Wayman J. Crow, Lous A. ZuroneR and Aranw V., 
ConneTT. Behavioral Publications. Price $9.95 (cloth); 
$4.95 (paperback). 

Report of the Work of the Prison Department, 1972: 
Statistical Tables. H.A4.5.0. for the Home Office. 
Price 6gp. 

MOVEMENT 

Body Ego Technique; An Educational and Thera- 
peutic Approach to Body Image and Self 
Identity. By Jerr Saver. Charles C. Thomas. Price 
$11.95. 

MISCELLANEOUS 

A Concept Dictionary of English. By J. Larra., 

John Wiley for Gallery Press (Connecticut). Price £7.45. 

Women and Madness. By Puyvius Gresser. Allen 
Lane. Price £4.00. 


FROM ABROAD 

The Etiology and Nosology of Endogenous De- 
pressive Psychoses. By Jures Ancst. An English 
translation, published in Foreign Psychiatry, Vol. II, 
No. 1. International Aris and Sciences Press. Price for 
Annual Subscription—four issues per year: $50.00 
for Institutions; $15.00 for Individuals, 

Hypnotically Induced Multiple Personality: An 
Experimental Study. By Rema Kampuman. Oulu 
University, Finland, No price stated. 

Traité des Hallucinations. Two volumes. By Henai Ey. 
Masson et Cie. Price 440 Fr. 

Les Reperes Insulaires dans la Pratique de P. o- 
graphie Carotidienne. By B. VrLanovrron and 
J. M. Fuentes. Expansion Scientifiques Française. Price 
63 Fr. 


Many of these books will be reviewed at a later date. 
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Letters for publication in the Correspondence columns should be addressed to: 
The Editor, British Journal of Psychiatry, Chandos House, z Queen Anne Street, London, W1M 9LE 


CHILDHOOD AND ADULT 
PSYCHIATRIC ILLNESS 
DEAR Sr, 

In the December 1973 issue Dr. Mellsop reported 
on his study of psychiatrically ill adults known to the 
psychiatric department of the Royal Children’s 
Hospital in Melbourne before the age of 14. He 
compared his results to our follow-up of child guidance 
clinic patients in St. Louis (Robins, 1966). While he 
noted agreement on many points, he also noted a 
disagreement with our conclusions with respect to the 
relation between schizophrenia and conduct disorders 
of childhood and between neurosis in adulthood and. 
childhood. The disagreement he thinks we have 
about schizophrenia is, I believe, a misreading of our 
work. We did find that antisocial behaviour in child- 
hood was associated with adult schizophrenia, but it 
was largely limited to behaviour on the home scene 
and was usually accompanied by multiple neurotic 
symptoms. This seems to be what Dr. Mellsop found 
as well, namely referral for behaviours at home 
(Table 6) and a host of non-antisocial symptoms, 
speech, eating, etc. (Table 7). 

The disagreement between his conclusion that 
childhood neuroses are associated with adult neuroses 
and our failure to find such an association is a genuine 
disagreement and warrants further consideration. 
Dr. Mellsop warned, however, that his own results 
varied with his raw data types, i.e. depending on 
whether he looked at childhood diagnoses, reasons 
for referral in childhood, or symptoms elicited in 
childhood. There are even more crucial differences 
between his study and ours in their raw data, 
differences which make it difficult to compare results 
from the two studies. We did not use the clinical 
diagnoses from the childhood records because we felt 
they were inadequate. We did find that both reasons 
for referral and elicited symptoms predicted outcome. 
Dr. Mellsop, however, found almost no relationship 
between elicited symptoms and adult diagnosis. 
Thus we are left with reasons for referral as the most 
viable matching childhood data in the two studies. 

The St. Louis study excluded mental defectives (by 
requiring an IQ score of 80 or higher on clinic 
psychological tests), There is no way to eliminate 
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mental defectives from the Melbourne sample on the 
basis of reasons for referral, since the defectives were 
seen for various reasons. However, we can eliminate 
almost all of them by dropping the adult diagnosis of 
subnormality, since go per cent of the children 
diagnosed subnormal got this diagnosis as adult 
(Table 5). 

Another important difference between the data of 
the two studies is that the St. Louis study made adult 
diagnoses by interview and a search of non-psychiatric 
as well as psychiatric records on a consecutive series 
of clinic children and matched controls, while the 
Melbourne study reported only on treated children 
who came to psychiatric treatment as adults and 
based diagnoses entirely on psychiatric case notes. 
Some of the St. Louis sample were found to be well 
adults, and many of those considered to be psychiatric- 
ally ill bad had no adult psychiatric treatment. 
Indeed, psychiatric treatment was common only for 
schizophrenics. Sociopaths and alcoholics were usually 
handled by legal rather than medical institutions; 
neurotics by general practitioners and internists 
rather than psychiatrists. As a result, the Melbourne 
and St. Louis cases with the same diagnoses are not 
necessarily comparable in severity or presenting 
symptoms. Add to these difficulties the fact that 
categorization of both adult diagnoses and reasons for 
referral in childhood differed between the studies, 
and one sees just how problematic comparisons can 
be. 

Nonetheless, curious as to whether the difference 
Dr. Mellsop noted would exist if differences in the 
two data sets were minimized, I have tried to make 
the closest comparison possible. The accompanying 
table eliminates the mental defectives in the Mel- 
bourne study by dropping subnormality as an adult 
diagnosis, It combines two reason-for-referral cate- 
gories in the Melbourne study, ‘behaviour at home’ 
and ‘behaviour in society’, as the closest match to 
what we termed ‘antisocial’ referral. It uses personality 
disorder as the adult diagnosis in the Melbourne 
study most comparable to the diagnosis of socio- 
pathic personality in the St. Louis study, and drops 
three groups from the St. Louis study: healthy ex- 
patients, ex-patients with diagnoses corresponding 
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Reason for childhood referral 
Melbourne* St. Louist 
Behaviour Other Antisocial Other 
problems reasons behaviour reasons 
Adult diagnosis 
Schizophrenia (26) 42% 58% Schizophrenia (25) 64% 36% 
Personality disorder (47) 45 55 Sociopathy (94) 95 5 
Neurasis (24) a1 79 Neurosis (84) 52 48 


* Recalculated from Table VI. 


to those dropped by Dr. Mellsop because they 
occurred in fewer than 20 cases, and controls. 

The table shows that once these efforts to obtain 
comparable data sets were made, the disagreement 
Dr. Mellsop pointed to has disappeared. The St. 
Louis study shows as much association between 
childhood neurosis and adult neurosis as his study 
does. (Of course, the overall rate of referrals for anti- 
social behaviour in St. Louis is higher, reflecting the 
fact that the children were older at referral, since we 
defined childhood as under 18 and Dr. Mellsop 
defined it as under 14, and that the St. Louis clinic 
served as a facility for the juvenile court. But this should 
not affect comparisons between diagnostic groups.) 

The important point is not that Dr. Mellsop’s data 
and ours agree, but rather that the data he used to 
show that ‘neuroses in childhood were prominent 
precursors of adult neuroses’ are similar to data 
which constituted a part of the results from which we 
drew quite different conclusions. Was our interpreta- 
tion wrong? I don’t think so. Indeed, I believe the 
cases we had to discard to make our data set com- 
parable to Dr. Mellsop’s are essential to deciding the 
role of childhood neurosis in adult neurosis. When one 
is limited to subjects who are sick both as children 
and adults, the most one can say is that neuroses in 
childhood are more prominent in adult neuroses (and 
schizophrenia) than they are in adult personality 
disorders. But to say that childhood neuroses play a 
prominent part in adult neuroses in general, one needs 
the ex-patients we had to discard to obtain a match 
with the Melbourne cases, i.e. the healthy adults 
and those with other diagnoses, as well as the controls 
who were normal children. It was especially our 
failure to find a difference in rates of neurosis between 
ex-patients and controls that convinced us that 
childhood neurotic symptoms were not important 
precursors of adult neurosis. 

Actually, Dr. Mellsop has only 1g cases of neurotic 
adults for whom childhood records of neurosis were 
found. Certainly these 13 cases do not constitute a 
prominent part of however many neurotics aged 25 


t Recalculated from Table 6.1. 


to 29 there may be among the more than 100,000 
names he found in the central patient registry. 


Lre N. Ross. 
Washington University School of Medicine, 
Department of Psychiatry, 
4940 Audubon Avenue, 
St. Louis, Missouri, 63110, U S.A. 
REFERENCES 
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SELF-POISONING IN ADOLESCENTS 
Dear Sr, 

I was interested in Dr. White’s article (Journal, 
January 1974, 24-35), because over the past four 
years I have been collecting details of Bradford 
school children admitted to hospital following self- 
poisoning. The age group of the children is largely 
10~15, that is just preceding the age group studied by 
Dr. White. Nevertheless, many of his observations 
seem to apply to this younger group of children. 
Although he states that most patients had the drug 
immediately available, he does not indicate how this 
came to be so. In my group the majority of children 
took sleeping tablets or tranquillizers that had been 
prescribed for a parent. In two cases, the parents 
actually threw the bottle of tablets at the child with 
the advice to take the ‘bloody lot’. It might be that 
in other cases a similar suggestion was made in a 
more subtle way. This suggests that we are dealing 
with a pre-selected group of children and certainly 
strengthens the observations already made as to the 
importance of parental tone. 

Dr. White’s observations about Jamaican children 
are confirmed by our experience in Bradford, and 
we now regard this situation as the ‘Jamaican ` 
Syndrome’. Like him, I feel that the plight of these 
children calls for a more responsible attitude on the 
part of the Jamaican Government. 
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It is difficult to describe clinically the conditions 
that these children present after self-poisoning, and I 
doubt whether our conventional diagnostic termi- 
nology is appropriate. In the Bradford group few 
children were seriously ill. Many were quite cheerful 
and anxious to return home, as if the experience in 
itself had had a cathartic effect. Many had no wish 
to die, either before or after the event, and did not 
appear to appreciate the irreversibility of death. 
Complaints of being ‘fed up’ and an attitude of 
petulance and resentment were also common in this 
group. Some of the children were miserable, un- 
happy and desperate. As in Dr. White’s group, their 
life history revealed vicissitudes which made me 
wonder if I was listening to fiction and not fact. 
These children, mainly girls, had to be admitted to 
an adult female ward and obviously found great 
comfort from the nursing staff and sympathetic 
patients. They genuinely appreciated my efforts to 
understand their problem and eagerly accepted the 
help I offered, even though in many cases there was 
precious little I could do. 

Self-poisoning in older children and adolescents 
is probably increasing, and I do not believe we under- 
stand the reason for this. I sometimes wonder if it is 
a desperate attempt to find a happier environment 
and therefore paradoxically represents a will to live 
rather than a wish to die. H. P. Burrowes. 
Stansfield Viewo Hospital, 

Todmorden, Lancs. 


THE MANAGEMENT OF 
RESISTANT DEPRESSION 
Dear Sr, 

The recent letters by Drs. Shaw and Hewland (1) 
and by Dr. Davidson (2) raise the question just who, 
is resistant, the patient or the doctor? 

When one reads that the suggested line of treat- 
ment is to obliterate the depression by various 
combinations of drugs, electric shocks, putting the 
patient to sleep and performing leucotomies, one is 
left wondering whether it is not the doctor who is 
unable to accept the depression. Neurophysiological 
and biochemical factors in the functioning of the 
C.N.S. are important no doubt, but surely the 
content of the patient’s mind is also relevant. 

A patient may find his own thoughts painful and 
unacceptable and hence wish to get rid of them. 
A doctor could feel the same way and therefore 
collude with the patient. Perhaps this explains the 
dogmatic textbook statement that ‘in true endo- 
genous depression any attempt at systematic psycho- 
therapy is contraindicated as it often leads to deepen- 
ing of the patient’s sense of worthlessness’ (3). If a 
depression was accepted rather than shut out, one 
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might expect the patient to feel worse initially. 

However, in the long term less resistant doctors 

might result in less resistant depressions. 

Ricwarp Lucas. 

Dulwich Hospital, 

East Dulwich Grove, 

London, SE22 8PT. 
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A SURVEY OF THE MEDICATION IN 
A HOSPITAL FOR THE MENTALLY 
HANDICAPPED 
DEAR Sr, 

On a day in February 1974 a census was made of 
the medicines being given to 585 long-stay mentally 
handicapped in-patients at Meanwood Park Hospital, 
Leeds 


There were 301 patients (51% of the total) 
receiving medication. Of 150 (25%) of the total, 
who were recorded as suffering from epilepsy, 135 
(24%) were taking anticonvulsant medicines, and 
63 of these patients were on two or more anti- 
convulsant preparations. Tranquillizers were being 
given to 190 patients (22%), and 42 of them were 
also having anticonvulsants. 

The most frequently prescribed medicines were: 








Male Female Total 

Anticonvulsants 

Phenobarbitone. . 60 46 104 

Phenytoin ia 38 16 52 

Primidone T 9 1 10 

Sulthiame si Il 4 15 

Carbamazepine. . 5 6 Ir 
Tranquilli zers 

Haloperidol .. 40 24 64 

Chlorpromazine 23 30 56 

Thioridamne .. 14 8 22 


This survey shows that in this particular hospital 
a quite narrow range of well-established drugs was 
favoured. Most of the patients are being given thrice 
daily dosages, and hence every day in the hospital 
nearly 1,000 doses of medicines are administered to 
patients by nursing staff. This presents the nurses 
and the pharmacy with a not inconsiderable work- 
load and responsibility. 
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- In a ward for disturbed women 25 of 26 patients 
were taking medication, and in a ward for disturbed 
men 28 of 38 patients were on treatment. Only 3 of 91 
patients were prescribed drugs in a ward for non- 
disturbed cases, The patients in the hospital are 
long-stay, and the pattern of medication for a 
majority of them remains unchanged for long periods. 

The value of such a survey is that it encourages the 
doctors to think about their prescribing habits, and 
the nurses and the pharmacy to consider their 
dispensing arrangements. The information gained is 
also of use for comparative purposes with similar 
hospitals. 

D. A, SPENCER. 

Meanwood Park Hospital, 
Tongue Lane, 
Leeds, LS6 4QB. 


BRITISH ACADEMY OF 
PSYCHOPHARMACOLOGY 
Dear Sir, 

For many years the United Kingdom has lagged 
behind other countries in having no specific organiza- 
tion dedicated to psychopharmacology. A number of 
other countries have established their own national 
organizations, which are affiliated to the Colle- 
gium Internationale Neuro-Psychopharmacologicum 
(C.LN.P.), one of the best known of these being the 
American College of Neuro-Psychopharmacology. 

In view of the considerable contributions made by 
our country to psychopharmacology, it appears to us 
that the present situation is anomalous and that the 
time has come to establish a national organization in 
this country. To avoid confusion with the Royal 
Colleges, we propose that this organization be called 
“The British Academy of Psychopharmacology’. 

We believe that there is a particular need to focus 
attention on the importance of drug treatment in 
psychiatry, in the eyes of both the young clinician 
and the research scientist. The objects of the Academy 
will therefore be to further research in psychopharma- 
cology, both clinical and experimental, and to 
improve the quality and standards of psychotropic 
drug evaluation. This can be accomplished by means 
of the spoken and written word, through the media 
of meetings, study groups and publications. 
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We propose to call a meeting in the near future 
of all members of the profession who may have’ an 
active interest in psychopharmacology, for the 
purpose of determining the constitution of the 
Academy, to elect officers, and to consider the 
Academy’s policy, particularly in relation to the 
pharmaccutical industry. To this end we have drafted 


` some suggestions, and we would be pleased to forward 


these to any interested member of the profession. We 
would also like to receive suggestions and comments 
concerning the establishment of the Academy, and 
invite those interested to communicate with any one 
of the undersigned. 


SYDNEY BRANDON. 
Department of Psychiatry, 
University of Manchester, 
Swinton Grove, Manchester 19. 
ALEG COPPEN. 
West Park Hospital, 
Epsom, Surrey. 


Department of Psychiatry, 
University of Leeds, 
15 Hyde Terrace, Leeds, LS2 9LT. 
MiīiomarL HoLDeEN. 
Middlewood and United Sheffield Hospitals, 
Sheffield. 


Department of Psychiatry, 
King’s College Hospital, 
London, S.E.5. 


Max Hami.ron. 


ANTHONY HORDERN. 


Norman ILAH. 
All Saints Hospital, 
Birmingham, B18 58D. 


Department of Psychiatry, 
University of Sheffield, , 
Middlewood Hospital, Sheffield, S6 1 TP. 
Davin SHAW. 


ALEG JENNER. 


West Park Hospital, 
Epsom, Surrey. 
Davip WHEATLEY. 
The General Practitioner Research Group, 
325 Staines Road, Twickenham, TWe 5AX. 
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No serious side-effects were  oncoüntared throughout 
the trial, and it is suggested that the penile ring, which- 
improved a worthwhile proportion of the impotents 
studied, shane have wider saya and f usag 


_ ‘successful coitus to orgasm ande i) 
compared with: the run-in and fo up periods 
© * Brit. J. Psychiat. (1974) 124, 402 a 


" Full information on the Blakoe Energiser Ring 
is available on noaea l 


Blakoe Limited. . 
229 Putney Bridge Road London SW15 
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Psychosomatic Glassics 


Selected Papers from Psychosomatic Medicine, 1939-1958 


Edited by a Committee from the Editorial Board of Psychosomatic Medicine, consisting of L. A. 
Gottschalk (Davis, Calif.); P. H. Knapp (Boston, Mass.); M, F. Reiser (New Haven, Conn.); J. D. Sapira 
(Pittsburgh, Pa.) and A. P. Shapiro (Pittsburgh, Pa.). 


Vill + 252 p. 53 fig., 30 tab., 1972 


SFr. 35.50 / US $9.95 / DM 35.50 / £3.93; reduced price granted to members of the American Psycho- 
somatic Society SFr. 31.35 / US $8.80 / DM 31.35 / £3.51 and to students SFr. 27.15 / US $7.65 / 
DM 27.15 / £3.03. 


ISBN 3—-8058—1232—5 


Foreword — A Study of an Infant with a Gastric Fistula. 1. Behavior and the Rate of Total Hydrochloric 
Acid Secretion — Etiology of Duodenal Ulcer. 1. Relation of Specific Psychological Characteristics to 
Rate of Gastric Secretion (Serum Pepsinogen) — Psychosomatic Disease and the ‘Visceral Brain’. 
Recent Developments Bearing on the Papez Theory of Emotion — Psychologic Mechanism in Malig- 
nant Hypertension — Studies of Syncope. Ill. Differentiation Between Vasodepressor and Hysterical 
Fainting — The Correlations Between Ovarian Activity and Psychodynamic Processes. 1. The 
Ovulative Phase — Emotions and Gastroduodenal Function. Experimental Studies on Patients with 
Gastritis, Duodenitis and Peptic Ulcer — Psychoanalytic Study of a Case of Essential Hypertension 
~ Possible Etiologic Relevance.of Personality Factors in Arterial Hypertension — Emotional Stress 
in the Precipitation of Congestive Heart Failure — Some Experimental Observations on Gastro- 
intestinal Lesions in Behaviorally Conditioned Monkeys — Autonomic Response Specificity. An 
Experimental Study — An Investigation of the Relation Between Life Experience, Personality 
Characteristics, and General Susceptibility to Hlness. 


Since its beginning in 1939, Psychosomatic Medicine has published more than 1,200 papers. Many 
of these have represented the major investigative studies in an area which has expanded considerably 
inits scope during this period. These investigations are frequenty quoted in contemporary discussions 
of psychosomatic disease and in the literature of internal medicine, psychiatry, psychology, and 
psychophysiology. This volume represents the American Psychosomatic Society's response to the 
many requests for a collection of such papers. 


A committee representing the Editorial Board of the Journal reviewed the first 20 years of Psycho- 
somatic Medicine, each member independently selecting approximately 50 articles of the highest 
contemporary relevancy. This list was further reduced by consensus to 33 articles which could rightly 
be called outstanding on the basis of their broad implications and their excellence of argument. 
Limitations of space required a further reduction to the present fourteen papers. 


Each article is introduced by a short retrospective statement which indicates the historic and. 
intellectual context in which the work was first performed and also discusses how well the authors’ 
concepts have stood the test of time. In addition, there is a foreword by Dr. Carl Binger who was the 
Editor of the Journal during most of this exciting period. 


This is a book which allows immediate access to the original presentations of those concepts 
which have become central to modern psychosomatic research and to contemporary clinical medicine 
and psychiatry. It should appeal to both the clinician and investigator who wish to broaden and refresh 
their conceptual framework, as well as to students, in medicine and the behavioral sciences who may 
be unaware of the data sources of contemporary psychosomatic medicine. 
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Anafranil is the most recent 
addition to the Geigy range 
of psychotropic drugs. 

In addition to its use in 
depression, where it has 
proved to be effective both 
by the oral route and by 
intravenous infusion (in the 
more seriously depressed 
patient), Anafranil is 
becoming established as a 
leading drug treatment for 
obsessional and phobic 
disorders. 

We will be pleased to 
forward further information 
relating to the use of 
Anafranil in the treatment oi 
depression and phobic and 
obsessional disorders on 
request. 








Anafranil is 3-chloro-5-(3-dimethylaminopropy!) -1 
11-dihydro 5H dibenz [b, f] azepine 
(clomipramine) hydrochloride 


Detailed literature describing any Geigy product 
will be supplied on request. 


Geigy Pharmaceuticals, 
Macclestield, Cheshire SK10 2LY 
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Anafranil 
n depression 





“The most striking finding however, 
was the number of patients who 
showed spectacular improvement and 
who had been ill for considerable 
periods of time. By and large this group 
were of a chronic grumbling type who 
sought much and constant medical 
attention and yet did not reward the 
doctor by getting better.” 

Clamipramine (Anafranil) in the treatment of 
chronic intractable depression. 


Paper read at the Fifth World Congress of 
Psychiatry, Mexico D.F. 1971. 


“The difference between the proportion 
of patients in hospital who improved 
when treated with electroconvulsive 
therapy, conventional antidepressant 
drug therapy and intravenous infusion 
of clomipramine was statistically 
significant in favour of the last 
mentioned treatment. Patients on 
clomipramine as a group needed fewer 
treatments and returned to work more 
rapidly than did their counterparts 
having electroconvulsive therapy.” 





A new adjunct to the treatment and management 
of depression | intravenous infusion of 
clomipramine (Anatrenit}), S. Afr. med. dJ., 45, 
168 (1977) 


"72°. (of 57 patients) showed a very 
good or good response and 96%; made 
some improvement. This compares 
very favourably with the response of 
similar groups of severely depressed 
patients to E.C.T., and it is postulated 
that intravenous chlorimipramine can 
be offered as an alternative form of 
treatment.” 


“Oral group : 78 per cent showed a 
very good or good response and 96 per 
cent improved to some extent. This 
also compared favourably with the 
results obtained with other 
antidepressant drugs in similar groups 
of patients.” 

Parenteral and oral chlorimipramine treatment of 


depressive states. But. J. Psychiat, 122, 189 
(1973) 


Anafranil® in 
obsessional/phobic 
disorders 


“It appears therefore, that clomipramine 
has a direct anti-obsessional effect.” 
Anafranil in obsessional states—a follow up study. 


Paper read at the V World Congress of Psychiatry, 
Mexico DF. 1971 








“Obsessional illnesses have always 
been notorious for their resistance to 
treatment and phobic states, especially, 
when they are diffuse and 
polysymptomatic, do not respond always 
to deconditioning or flooding 
techniques .... A treatment which 
offers brevity with a 70°.) chance of 
disappearance or considerable reduction 
in symptoms is worth offering to 
patients as a first choice of therapies.” 
Clomipramine (Anafranil) in the treatment of 


obsessional ilinesses and phobic anxiety states. 
J. int, Med. Res, 1, 403 (1973) 


“Itis our view that clomipramine not 
only gives good results in severe and 
moderate depressive States, but it is 
emerging as the treatment of choice in 
obsessive compulsive disorders and 
phobic states.” 


Letter, Treating phobias. World Medicine, 7 
77: 15 {1972} 

“Immediate assessment: the response 
rate achieved in obsessional illness is 
very striking... . All patients in this 
group had been unable to work or look 
after the home for an average of at 
least 3 months, but following treatment 
all resumed their former responsibilities.” 





Chinical impressions on treatment of obsessional 
states with intravenous clomipramine (Anafranil). 
J. int. Med. Res, 1, 413, (1973) 
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In the spectrum of depressio 
‘Concordin hasa special 





Despondent, dejected and listless, the 

withdrawn depressive is the special case 

likely to derive most benefit from 

‘Concordin’. The rapid, highly effective, 

and less sedating action of ‘Concordin’ 

is of especial value in treating these and 

related symptoms in many retarded 

depressives. ` 


oncordin 
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MENTAL HANDICAP 


EDINBURGH 
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With the theme of ‘Provisions and Prevention in the field of mental 
handicap’ this Summer School, sponsored by the Department of Phychiatry, 
the University of Edinburgh and Gogarburn Hospital, will be of primary 
interest to psychiatrists, psychologists, teachers, nurses and social workers. 

Residential accommodation is available in the Pollock Halls, Edinburgh. 


If you would like further information please fill in and post the coupon. 
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many therapists have begun 
to use high dose or meganeuroleptic 
therapy for chronic 
schizophrenics who without 
such treatment would 
be prisoners of psychosis 
indefinitely.’”’ 





Serenace can be used with confidence in 
doses of up to oo mg/day for the rapid 
contral of the agitated psychotic and to 
achieve a therapeutic. breakthrough in 
chronic schizophrenia. 


High doses of Serenace can liberate many 
schizophrenics from the treadmill of merely 
adequate control with minimal side effects, 
indeed it has been reported that “Those 
experienced with high dose haloperidol 
(Serenace) therapy testify that it is 
remarkably safe...” 

1 Dis. Nerv. Syst 1972) 33 Ds 459 
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Social Factors and Epileptics in Prison 


By JOHN GUNN 


In 1966 a‘census was carried out of the 
epileptic population in prisons and borstals 
in England and Wales (1). This indicated that 
there are at least 7-1 epileptics/1,000 men in 
these institutions, a figure higher than that 
expected from general population estimates. 
The present paper reports an attempt to explain 
this higher prevalence using an interview 
study of a representative sample of epileptic 
prisoners together with a similar study of non- 
epileptic prisoners matched for institution and 
date of reception into prison. 

Previous papers have indicated that there 
were no differences between the epileptics and 
the non-epileptics in terms of offence beha- 
viour (2) (except perhaps that the epileptics 
were slightly more impulsive) ; furthermore very 
few offences committed by epileptics can be 
related to disturbances of consciousness (3). 
No special relationship was found between 
epilepsy and drinking disorders (4); however, 
at interview epileptics showed significantly more 
anxiety and depression than their controls, 
expressed more suicidal ideas, and more often 
gave histories of suicide attempts (5). 

Unless one postulates a direct causal relation- 
ship between affective and suicidal symptoms 
and imprisonment, these studies have so far not 
assisted very much in explaining the excess 
prevalence of epilepsy found in prisons by the 
census. This paper will examine some social 
factors which may help to elucidate the problem 
further. 


RATIONALE 


If we assume that the excess prevalence of 
epilepsy is due to an association between 
epilepsy and antisocial behaviour in some 
individuals, then three very simple hypotheses 
can be postulated to explain this association. 

1. Organic brain factors produce, by a 

variety of processes, disturbed behaviour 
which results in imprisonment. - 
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2. Environmental factors lead to both an 
increased likelihood of imprisonment and 
an increased prevalence of epilepsy. 

3. Both 1 and 2 operate simultaneously. 

Environmental factors are extremely difficult 
to measure with accuracy, and one could argue 
that in a retrospective study this should not 
even be attempted. However, it was felt that, 
provided very simple questions were asked 
which had some chance of a reliable answer 
and provided the results were examined with 
the necessary circumspection, the attempt was 
justified as a means of generating further 
research interest in the problem. 

It was clear that to examine the hypotheses at 
all three groups would be required; the two 
original prisoner groups (epileptic and non- 
epileptic) plus an additional epileptic non- 

imi group. If hypothesis 1 is the best 
explanation for the excess prevalence, epileptic 
prisoners will be similar to epileptic non- 
criminals in their social backgrounds, but 
dissimilar to other prisoners. If hypothesis 2 fits 
better, epileptic prisoners will be more like 
other prisoners than the epileptic non-criminals. 
If hypothesis 3 (the mixed explanation) is 
best, the epileptic prisoners will be dissimilar to 
both the other groups and mid-way between 
them on relevant social factors. Of course 
should all three groups be similar for all social 
factors examined then none of the hypotheses 
is supported; such a finding could simply be 
due to the choice of factors. For this study four 
areas of background environment were chosen: 
(i) social class; (ii) material conditions in the 
childhood home; (iii) sibship size; (iv) pagental 
loss. Later, possibly secondary social factors, 
such as occupational record and marital status, 
were also examined separately to see if they too 
helped elucidate the excess prevalence. 


; METHODS 
The methods for collecting the 258 epileptic 
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prisoners and the 180 control prisoners have been set 
out previously (2). Briefly, 20 penal establishments 
were visited and all cases designated epileptic or 
doubtfully epileptic were examined, and only those 
cases in which there was little or no diagnostic doubt 
about their epilepsy were included. The control group 
was selected by taking the next case in the prison file 
to each of the original cases and excluding all those 
which could be considered as possible or recovered 
epileptics. 

Circumstances did not allow an entirely systematic 
cohort of non-criminal epileptics to be collected, but 
as far as possible all male epileptics between the ages 
of 16 and 65, not suffering from dementia, who had 
never been in trouble with the law other than for 
one or two non-indictable motoring offences (yes, 
many of the sample had driven cars in their time) 
who came to the epileptic clinic at the Maudsley 
Hospital over an 18-month period, or to a neuro- 
logical clinic at Kings College Hospital over a 3-month 
period were interviewed. All the cases had been 
designated as ‘definitely epileptic’ by their consultants, 
were fully investigated, and fitted with the criteria 
used in the prison part of the study (1). By this process 
68 cases were selected. Clearly they are in no way 
representative of ‘epileptics’ as a whole and the sample 
is biased towards including patients with psycho- 
logical problems and abnormal mental states, since 
the Maudsley is a psychiatric hospital. This bias is a 
slight advantage, as it means that members of this 
new control group, like the probands have more than 
one handicap—epilepsy-+ antisocial behaviour for the 
probands, epilepsy+ psychological disturbance for 
the non-prisoners. 

Criteria 

The criteria for the social factors investigated were 

as follows: 


Social class: The system used was the somewhat 
unsatisfactory but commonly recognized Registrar- 
General’s scale of occupations (6). I. Professional and 
like; II. Occupations intermediate between I and II; 
III. Skilled occupations; IV. Partly skilled occupa- 
tions; V. Unskilled occupations. 

The pros and cons of using this particular classifica- 
tion have been examined by Glass (7). In using such a 
scale, however, it is important to specify which 
member of a family is to determine the classification 
and at which point in time. For example, does the 
son of a doctor, who at one time held down a job as 
a supermarket manager, but recently has only been 
able to obtain employment as a barman, fall into 
Class I, II or YV? Such problems cannot entirely be 
circumvented, but the following scheme has been 
adopted throughout. The occupation of the prisoner’s 

° 
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de facto father was noted; here the de facto father was 
defined as the person who supported or tried to 
support the prisoner for the largest part of his child- ~- 
hood (before the age of 16), and could therefore be 
either his real father, his stepfather, the man his 
mother was living with, or even his mother, according 
to circumstances. His job was taken as the one which 
he was reported to have held for the longest period in 
his working life. Prisoners brought up in institutions 
without a year or more of family life were counted as 
‘others’, along with servicemen’s children. 

Childhood home: Each man was asked if the home in 
which he spent the longest part of his childhood 
(o-16 years) included a bathroom to which the 
family had access, or if at any stage he had to share 
a bed with another member of the household for a 
month or longer. Any man who had spent 15 or more 
years of his childhood in an institution was put into 
a separate category and excluded from the analysis. 
A home was rated as satisfactory ifit had a bathroom 
and the child never had to share a bed. 


Sibship sıze: Each man was also asked the size of his 
sibship, including himself, half-siblings, foster siblings 
and adoptive siblings who lived in the household for 
twelve months or more during his childhood. 


Parental loss: So that some slight comparison could 
be made with a previous study (8), parental loss was 
defined as the continuous absence of one or both 
natural parents for at least 12 consecutive months 
before the child’s 15th birthday, excluding periods of 
absence entirely related to residence in a penal 
institution (e.g. an approved school). 

This broad definition was chosen not because of 
any preconceptions about the significance of separa- 
tion as such, but simply as a reasonably objective 
measure of significant family disruption in childhood, 
fully accepting that it includes a heterogenous collec- 
tion of psychological and physical insults, from de- 
privation of example to rejection, poverty, and institu- 
tionalization. To clarify this a little, the stated causes 
for the loss, treating maternal and paternal loss 
separately, were compared between loss due to death 
of the parent and other causes. 

The age at which parental loss was said to have 
begun was also noted. 


Unfortunately the study of childhood and early 
family life by retrospective inquiry is fraught with 
hazards. One is usually relying upon both co- 
operation and accuracy of memory. A study very 
relevant here was carried out in 1964 by Yarrow et 
al. (g). They were fortunate in having some con- 
temporary baseline data on mother-child relation- 
ships and child characteristics from a nursery school, 
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and they were able to re-interview 226 of the mothers 
of these children, some 28 years later, to compare 
their recall of the childhood events with the recordings 
made at the time. They found significant correspond- 
ence: between the baseline data and the mothers’ 
reports, but the relationships were disappointingly 
low in magnitude, the median correlation co-efficient 
between initial and recall data being only 0-37. The 
more factual observations were recalled with greater 
reliability than the judgemental ones. Clearly, how- 
ever, conclusions drawn from such retrospective 
data must be very tentative and must never be taken 
in isolation. Reassuringly, recall of parental separa- 
tion was as reliable a measure of childhood experience 
as Yarrow et al. could find (r = 0-72 for fathers and 
r == 0'44 for mothers). 

Occupational record: Two scales were used. Each 
man was asked for as full an account as possible of 
his occupational history for the five years preceding 
his reception into prison. Young men with less than 
five years history possible were rated on the total of 
their working life, unless this was less than 12 months 
in which event their case was discarded. Severe 
recidivists who had worked for less than five years in 
the preceding 10 because of imprisonment were 
rated on the full 10 years. 

The two scales were: 

(a) the average number of different jobs per year, 
using three points, 1 or less, 2 or 3, 4 or more; a 
change of job being rated whenever a man moved 
from one employer to another; 

(b) the percentage of time spent unemployed 
(other than in prison or hospital) using a four-point 
scale, o—5 per cent, 6-25 per cent, 26—50 per cent, 51 
per cent or more. 

Marital status: We distinguished between single 
men and the remainder. A man was counted as ds 
Jacto married if he had had any heterosexual co- 
habitation lasting for six consecutive months or 
longer. 
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The two prison samples were well matched 
for age and criminological criteria. Unfortu- 
nately, however, the hospital sample could not 
be so carefully controlled. When the prisoner 
and hospital epileptics were compared on a 
number of simple clinical features a significant 
difference emerged (Table I) in respect of 
drinking behaviour (a heavy drinker being 
defined as one who drinks regularly every day, 
or to intoxication at frequent intervals). The 
similarity between the groups in terms of 
psychiatric syrnptoms disguised a number of 
qualitative differences (definitions of the cate- 
gories used can be found in an earlier publica- 
tion (5)). There were no psychotic prisoners 
but two such hospital cases, there were no 
prisoners with a degree of dementia but three 
such hospital cases, 21 per cent of the prisoner 
epileptics expressed anxiety symptoms but only 
g per cent of the hospital cases did so. The CNS 
abnormalities recorded were one or more 
obvious, clear-cut abnormalities of the following: 
gait, tendon jerks, motor power in limbs, speech, 
skull, eye movements. 

Table II indicates the assessment of epileptic 
type in the two groups (see Gunn and Fenton 
for definitions). Table III illustrates the most 
serious difference between the groups, the 
hospital patients being significantly older than 
the prisoner epileptics. To allow for or partial 
out any effect of age, the subsequent results 
have been set out in age groups and Cochran’s 
test (10) applied to each pair of comparisons. 
Social class 

Table IV indicates that the three groups 


Tase I 
Clinical comparisons 
(N.B.: Two or three cases have been omitted from each sub-total because of missing data) 
Epileptic Hospital Non-epileptic 
prisoners epileptics x7 prisoners 
(N = 158) (N = 66) (N = 180) 
Head injured em ee ya 29 (27%) 17 (30%) N.S. 25 (16%) 
Heavy drinkers Ma is se 73 (47% Pee 24°17 74 (41% 
p< oor 
No psychiatric abnormality ea 68 (43%) 32 eid N. 106 (59%) 
Severe psychiatric elec a 51 ee 14. (22%) NS 28 oa 
CNS signs .. a 58 (37% 30 (47%) N.S. 19 (11% 
Suicidal-ideas is ‘A Re AE) 5( 8% N.S. aie Ha 
Right handed 119 (75%) 49 (75% N.S. 138 (77% 
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prisoner epileptics fell mid-way between the 
other two groups and the differences between 
them and the other groups are significant. 


The accommodation rating used did not 
distinguish between the groups. 
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Taste II 
Types of epilepsy 

Epileptic Hospital 

prisoners epileptics 
Idiopathic 23 (23%) 9 (78%) ees 
Temporal .. 48 (47% 28 (51% 
Other focal .. 1 (31% 18 (33%) 
N.K. .. 56 


xt = 0°46 (2 df), N.S. 


Tase III 
Age structure of the three samples 


Non- 
Epileptic epileptic Hospital 
prisoners prisoners epileptics 





16-25 yrs 76 g4* 26 
26-35 yrs 45 47 13 
36-45 yrs 20 29 12 
46+ yrs 17 10 16 
Total 158 180 67 
Mean 28:9 27°7 34°6 
S.D. 10-62 9°77 14°15 


* One 15-year-old non-epileptic prisoner has been 
omitted from subsequent calculations. 


come from differing social strata if the Registrar 
General’s scale is used as the criterion. Almost 
half of the non-epileptic prisoners came from 
homes where father was a semi-skilled or un- 
skilled worker, and this was the case for approxi- 
mately one third of the epileptic prisoners, but 
for only one fifth of the hospital epileptics. The 


Sibship size 

Both groups of prisoners were much more 
likely to have come from big families than the 
hospital epileptics (Table V). 


Parental loss 

High levels of parental loss before the 16th 
birthday were encountered in all three groups, 
but there is a gradation between the hospital 
epileptics (40 per cent of whom had suffered 
such a difficulty), the epileptic prisoners (56 per 
cent) and the non-epileptic prisoners (65 per 
cent). The differences between the prisoner 
epileptics and the other groups do not quite 
reach the 5 per cent level of significance. 

When those who had suffered parental loss 
were examined further no differences could be 
found between the groups for either the cause 
of the maternal loss or the cause of the paternal 
loss. The age at which the mother loss and the 
age at which the father loss occurred was also 
similar for all three groups, 40-50 per cent of 
the men having lost their mothers before their 
fifth birthday, and 55-65 per cent having lost 
their fathers at this time. 


Taste IV 
Father's work by social class 
Non-epileptic Epileptic Hospital 
prisoners prisoners epileptics 
Age 
LILII iIV,V LII W,Vv LM, Iv,Vv 

16-25 46 40 39 26 21 4 
26-95 21 22 26 12 11 2 
36-45 16 12 13 4 9 3 
46+ 6 3 7 8 10 5 
Total 85 (63%) 50(37%) 89 (54%) 77(46%) 51 (78%) 14 (22%) 


13non-epileptic prisoners, 23 epileptic prisoners, and 2 hospital epileptics have been omitted because of missing data, 


CR between epileptic prisoners and non-epileptic prisoners 


= 2'42 (p < 0°05 


CR between epileptic prisoners and hospital epileptics 
. 


= 2°42 


< 0°05 
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TABLE V 
Total number of siblings reared together in childhood home 
Non-epileptic Epileptic Hospital 
prisoners prisoners epileptics 
Age 
o4 5+ o4 5+ o 5+ 
16-25 . 53 39 52 23 25 I 
26-35 ; gI 16 20 22 12 I 
36-45 . 15 14 12 10 2 
46+ ' 6 3 II 6 10 6 
Total 105 (59%) 72 (41%) 90(59%) 63(41%) 57(85%) 10 (15%) 
2 non-epileptic prisoners, 5 epileptic prisoners have been omitted because of missing data 
CR between epileptic prisoners and non-epileptic prisoners = 0'24 (N.S.) 
CR between epileptic prisoners and hospital epileptics = 4°14 (p < 0'01) 
Taste VI 
Average number of jobs per year 
Non-epileptic Epileptic Hospital 
prisoners prisoners epileptics 
Age 
rora/yr, g3+/yr. trorafyr. g+/yr. 1iorgjyr. 3+/yr- 
16-25 43 44 27 45 19 o 
26-35 25 19 20 20 II I 
36-45 13 14 6 13 12 o 
46+ 4 3 7 7 10 2 
Total 85 (51%) 80 (49%) 60 (41%) 85 (59%) 52(95%) 3 (5%) 





14 non-epileptic prisoners, 13 epileptic prisoners and 12 hospital epileptics have been omitted because of 
: missing data 


CR. between epileptic prisoners and non-epileptic prisoners 
The hospital epileptics are obviously different from other groups 


Occupational record 

Looking at the work history of the inter- 
viewees themselves there is a trend for the epi- 
leptic prisoners to change jobs more frequently 
than the other prisoners, but there is a sharp 
distinction between both sorts of prisoners and 
the hospital epileptics, who are much more 
stable in terms of job movements (Table VI). 
Interestingly, however, the proportion of time 
spent unemployed does not distinguish between 
the groups. 


Marital status 

Although all three groups had a high pro- 
portion of unmarried individuals, there were no 
differences between them (range 57—61 per cent). 


= 1°92 (p < 0'1) 


DISCUSSION AND CLINIQAL MATERIAL 

Before the main social measures are consi- 
dered, the interesting clinical differences be- 
tween the probands and the hospital epileptics 
should be briefly looked at. The levels of re- 
ported head injury and CNS features are, as 
expected, higher in the hospital group than in 
the prisoner group, but the levels in the prisoner 
epileptics may well surprise some observers, and 
at the very least indicate that the prison médical 
department has a large task in this area on its 
hands. Similarly, the two groups are very alike 
with regard to psychiatric symptoms. If any- 
thing, the prisoner epileptics show more de- 
pressive and suicidal pathology. The biggest 
inter-group difference is in respect of drinking 

e 


514 
behaviour. The heavy drinking of the prisoner 
group may be another reflection of their anti- 
social behaviour and may in part be an explana- 
tion for some of the secondary social activities 
we shall consider below. The differences in 
prevalence of epileptic type are expected in 
terms of (a) a previous conclusion that partial 
epilepsy may have been under-represented in 
this survey (1) and (b) the known interest in 
temporal lobe problems at the Maudsley 
Hospital. 

Turning to the social characteristics, the 
similarities between all three groups are more 
striking than the differences. It is interesting, for 
example, that there were no significant differ- 
ences between the groups in respect of un- 
employment suffered in recent years, the high 
level of single men, or the physical conditions 
of the childhood homes. This last finding is 
perhaps a little surprising in view of the differ- 
ences that were found between the groups for 
father’s social class. 

To examine the three hypotheses mentioned 
we should concentrate upon the first four 
(childhood) factors. From these it would appear 
that the differences in social class support the 
third or mixed hypothesis, the material cir- 
cumstances of childhood support none of them 
and are perhaps irrelevant or too crude 
for this discussion, the sibship size (which will 
be seen by some as an indicator of the parental 
resources, both economic and emotional, avail- 
able to each child) supports the second hypo- 
thesis, and the parental loss measure also 
supports the second hypothesis, although there 
is a trend in the figures for the epileptic prisoners 
to be viewed as midway between the other 
groups, which again raises the possibility of the 
mixed hypothesis. 

On balance, remembering that we are dealing 
with retrospective data the best summary of the 
findings is probably that they support hypothesis 
3, suggesting that both organic and social factors 
account for the excess prevalence of epilepsy in 
prisons and that the social factors play a bigger 
role than the organic ones, 

In what ways could organic and social factors 
lead to imprisonment over and above the 
chance findings of epilepsy in prisoners which 
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one would expect anyway? There are probably 
four main routes: 

A. Brain dysfunction is responsible for both * 
the ictal phenomena and the antisocial 
behaviour. 

B. The epilepsy generates social and psycho- 
logical problems (e.g. rejection, feelings of 
inferiority) which in their turn lead to 
antisocial reactions. 

C. Harmful social factors such as over- 
crowding, parental neglect and the like 
lead to an excess prevalence of both 
epilepsy and antisocial behaviour. 

D. Environmental factors, such as parental 
rejection, subcultural norms etc. lead to 
behaviour disturbances which not only 
produce conflict with the law but also 
accident and illness proneness (because of 
self neglect and recklessness). Such acci- 
dents and illnesses in their turn produce 
an excess prevalence of epilepsy. 


Other theoretical models can perhaps also 
be thought of, but these have been chosen 
partly because they cover the four broad areas 
of interaction, and also because they are suppor- 
ted by the clinical material of the survey. 
Examination of individual cases gives strong 
support to the notion of a mixed explanation 
for the excess prevalence. 


Cass 236 was a 39-year-old man sentenced to three 
months imprisonment for stealing from motor cars. He 
experienced an apparently normal childhood, became a 
welder and married. At the age of 29 he waa involved in 
a motor-cycle accident sustaining a depressed skull 
fracture involving the right parieto-temporal region and 
his right orbit. Ten days later he developed meningitis. 
With the aid of neurosurgery he gradually recovered, 
but he never worked again as a welder, left home, and 
degenerated into an unemployed drifter, homeless and 
stealing frequently. On mental examination he showed 
excessive jocularity, easy provocation to tears, garrulous- 
ness and fixed paranoid ideas. He suffers from frequent 
grand mal seizures and illustrates route A quite nicely. 


Case 968 was a young borstal lad with several convictions 
for wounding and stealing. He came from a stable well- 
integrated family, his brother advancing himself success- 
fully in a professional career. His epilepsy (of unknown 
origin) began at two years, and his condition has proved 
an enigma to his parents who (according to his probation 
officer) vacillate between outright rejection and protective 
overindulgence. The boy was afraid of his epilepsy and 
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D. S —— ASB —— O — Ep. 
Fie. 1. — Four theoretical models of the relationship 


between epilepsy (Ep.) and antisocial behaviour (ASB) 
(O = organic factors, S = social factors) 


resented it bitterly; he complains that employers won’t 
give him a chance except as a labourer, petrol pump 
attendant etc., and he refuses to register as disabled. He 
could be taken to illustrate route B or perhaps both 
routes A and B. 


Case 259 was a dull man who had a very poor start in 
life, moving from place to place with his gypsy family and 
receiving no schooling. At 11 years he left home to fend 
for himself. Frequent trouble followed, and by his early 
twenties he had a drink problem. At 24 he was involved. 
in a pub brawl and received a serious blow to his head. 
Grand mal seizures have followed. The best explanation 
of his difficulties is that his upbringing produced dis- 
organized, sometimes antisocial behaviour, and this 
disorganization led to his accident and epilepsy—-Route D. 


Route C is much harder to illustrate from the 
case material, because in retrospect, we have 
to rely exclusively upon hearsay evidence. 
Nevertheless, the literature provides supporting 
evidence. The Newcastle upon Tyne (11) 
follow-up study of children showed that children 


515 
from less privileged homes were more likely to 
suffer infantile convulsions than their better-off 
contemporaries. There was a striking morbidity 
and.mortality associated with the seizures; a 
fifth of the children with convulsions never 
received any medical attention at all, and this 
group came particularly from homes with a 
special vulnerability to seizures (lower class 
and/or poor maternal care). Cooper (12), 
using the National Survey of Health and 
Development, confirmed that infantile con- 
vulsions were more likely in children who 
received a lower standard of maternal care. 
Pasamanick and Knobloch (13) showed that 
epileptic children have significantly more com- 
plications of pregnancy and delivery, pre- 
maturity and abnormal neonatal conditions 
than a similar number of matched controls, and 
Douglas (14) has shown that in this country 
prematurity itself is related to social conditions. 
Perhaps the extreme example of the so-called 
battered baby illustrates the hypothesis best of 
all. In their classic study, Kempe et al. (15) 
reported that of 302 children who had been 
attacked by their parents 33 had died and 85 
had suffered permanent brain injury. 

One borstal lad told me in a cathartic out- 
burst that his own explanation for his fits 
(mainly petit mal) was the repeated lashings 
about the head with a heavy strap, he had 
received from his parents. Perhaps an illustration 
of route C. 

The strength of taking a multifactorial view 
of the excess prevalence of epilepsy in prisons 
was illustrated again and again by cases which 
could not easily be slotted into one of the cate- 
gories listed above. Case 328 is an example. 


Case 328, a borstal lad convicted of assault with intent 
to rob, He was adopted in early infancy by a childless, 
middle-class couple. At first he began to do well at school 
and live up to his adopted father’s high expectations, but 
around the time of his change to secondary education his 
performance began to deteriorate. Eventually a cerebral 
tumour was discovered and a meningioma removed from 
his left fronto-parietal region. His post-operative recovery 
was alow and he developed Jacksonian epilepsy. He never 
completely regained his foothold at school, and his father 
was disappointed. He left school at 15, and the next year 
or so saw a succession of menial jobs. The epilepsy, which 
he dreaded, did not improve; he attempted suicide and 
began to take amphetamines. Parental toleration of his 
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problem and behaviour collapsed altogether when in rapid 
succession they discovered that he was stealing from them 
and having an affair with a boy-friend. The prison medical 
officer who reported on his case at his trial attributed his 
behaviour to brain damage; a social worker regarded it as 
a reaction to rejection by those he counted on to support 
him in time of crisis. If one adds a third view that his 
behaviour is a reaction to the feelings of inadequacy, 
inferiority and horror which he expressed at interview and 
which derive from a comparison of his present self-image 
with his pre-morbid self-image, the picture is almost 
complete. (A geneticist might point out that we know 
nothing of his blood relatives and that he may have been 
the product of two disturbed personalities.) Clearly the 
best explanation is that all these factors may have played 
their part causing interactions and circular effects. 


The average number of jobs per year indicates 
that the prisoner groups are rather similar to 
one another in this respect and rather different 
from the hospital epileptic group. If anything 
the prisoner epileptics did even worse than their 
healthier counterparts. Perhaps this is to be 
expected, and unfortunately it does not allow 
us to distinguish between cause and effect, but 
some of the men interviewed gave their work 
problems as a significant factor in provoking 
their stealing (see cases 236 and 368 above). 

Marital status also does not distinguish 
between the three groups, but the high levels of 
single status are noticeable, especially in view of 
the age structure and the falling marriage age 
in this country. It is particularly significant 
that the hospital group should be as unattached 
as the prisoner groups who are usually consi- 
dered to show a special problem in this regard. 
This may be another source of frustration for the 
epileptic person. 

The only previous study I have been able to 
find comparing behaviour-disturbed epileptics 
with other epileptics and other behaviour 
disturbed people was carried out by Grunberg 
and Pond (16), but it concerned children under 
the age of 15. They found that epileptic 
behaviour-disturbed children were similar to 
other epileptic children in organic and genetic 
factors but dissimilar in parental attitudes and 
home problems; the epileptic behaviour- 
disturbed children were no different from 
other behaviour-disturbed children attending 
the same hospital in these respects. They 
concluded on a causal relationship between 
conduct disorders and disturbed social back- 
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ground in epileptic children. The current work 
cannot be directly compared with this earlier 
paper, but to some extent it reinforces the 
notion there there is a relationship between 
early social factors and later behavioural dis- 
turbances in epileptics which is over and above 
any disturbances produced by the brain disease 
itself. 

Any chronic disabling disease can be ex- 
pected to show effects in social performance, 
and this study illustrates that this is true as far 
as epilepsy is concerned when we examine work 
record and marital status. For some individuals 
degeneration into antisocial behaviour may well 
be a further manifestation of the same problem. 

If the conclusions of this paper are accepted 
in any degree at all, four large questions remain 
to be answered. Are we doing enough to prevent 
antisocial problems arising in disabled people? 
Do we accept that assistance to disorganized 
antisocial individuals may be a means of 
preventing further morbidity? Is imprisonment, 
and the penal system generally, the best means 
of helping prevent further difficulties for anti- 
social epileptics? If so, perhaps the therapeutic 
rather than the punitive role of the prisons 
should be more explicit? 
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The Incidence of Cancer Among In-Patients with Affective 
Disorders 


By N. J. R. EVANS*, J. A. BALDWIN and DENNIS GATH 


Mortality rates in psychiatric patients have 
been reported as higher than those of the general 
population in Scandinavia (Odegaard, 1952), 
the United States (Gorwitz et al., 1966; Babigian 
and Odoroff, 1968), and Scotland (Innes and 
Millar, 1970). These findings may be related 
both to a greater prevalence of physical disease 
amongst psychiatric patients (Kay and Roth, 
1955; Culpan et al., 1960; Shepherd et al., 1964; 
Kay and Bergman, 1966; Eastwood and 
Trevelyan, 1972) and to a greater frequency of 
suicide (Stenstedt, 1952; Stenstedt, 1959; 
Pokorny, 1964). 

In his classical studies of patients with malig- 
nant disease in various sites, Brain (Brain and 
Henson, 1958; Brain, 1963), showed that neuro- 
logical and psychiatric disturbances might occur 
before other symptoms and in the absence of 
metastatic deposits in the brain. Fras et al. (1967) 
reported an association between carcinoma of 
the pancreas and psychiatric prodromata, 
especially depression. 

More recently, Kerr, Schapira and Roth 
(1969) have reported a study suggesting that 
depression might be a precursor of death from 
carcinoma in various sites. These authors 
carried out a four-year follow-up of 135 un- 
selected patients admitted with an affective 
disorder to the psychiatric hospitals in the City 
of Newcastle-upon-Tyne in 1963-65. Of 28 men 
diagnosed as having a depressive illness, 5 were 
found to have died from carcinoma. Compared 
with the expected figure (0-73) based on 
national death rates, this incidence was very 
significantly raised. The ages on admission of 
these patients ranged from 49 to 82, and none 
had a history of previous psychiatric illness. 
The mean survival time from onset of psychi- 
atric symptoms to death was about 24 years, 

* This investigation was carried out when the first- 
named author was a clinical student spending an elective 
period in psychiatry. 
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and from psychiatric treatment to death about 
one year. No increase in mortality was found 
amongst the female patients. The authors 
concluded that ‘a form of depressive illness in 
male patients arising in late middle age without 
previous psychiatric illness and occurring with- 
out apparent cause may be an early and direct 
manifestation of latent carcinoma’. 

Kerr et al. commented that the association 
between affective disorders and subsequent 
death from physical disease is a subject which 
has received little attention, and emphasized 
that ‘further and more extensive studies are 
required to evaluate these findings’. The present 
paper reports an attempt to examine the pro- 
blem by a different approach, using the oppor- 
tunities for follow-up study which are provided 
by record linkage facilities. 


MeETHOD 
The Oxford Record Linkage Study 


The Oxford Record Linkage Study (O.R.L.S.) 
has been described in detail by Acheson (1967). 
Briefly, it consists of cumulative personal health 
records based on hospital in-patient discharges, 
births and deaths, in a known population at risk. 

During the period covered by the investiga- 
tion, 1963-64, the area of the O.R.L.S. was the 
City of Oxford, most of Oxfordshire, and part 
of North Berkshire, and had an estimated 
population of 340,000. 


Research procedure 


The O.R.L.S. files were used to identify 
patients of all ages admitted to hospitals in the 
study area during 1963-64 (roughly correspond- 
ing to the period covered by the Newcastle 
study), for whom the principal clinical cause for 
admission was reported at discharge as being 
an affective illness coded according to the 
yth Revision of the International Classification 
of Diseases (1.C.D.). Patients were included 
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whether or not a previous psychiatric illness 
was recorded. 

The cohort of patients so defined was followed 
for a period of exactly four years from the date 
of discharge at the end of the key admission. 
The files of the O.R.L.S. were scrutinized for 
every patient in the cohort, and all subsequent 
events (death, or further in-patient admission to 
general or psychiatric hospital) during the four- 
year follow-up period were recorded. In all 
cases where patients were found to have deve- 
loped malignant neoplasms (including reti- 
culoses), psychiatric and general hospital case- 
notes were examined for details of both the 
original affective illness and the cancer. 
Diagnostic categories 

Four I.C.D. categories were included in the 
cohort: 301, psychosis, manic-depressive reac- 
tion; 302, involutional melancholia; 310, neuro- 
sis, anxiety reaction; 314 neurosis, depressive 
reaction.* 

These categories differed from those used in 
the study by Kerr et al., which were: phobic 
anxiety depersonalization state; simple anxiety 
state; endogenous depression; reactive de- 
pression. The patients studied by Kerr et al, 
formed part of a prospective study, and the 
four diagnostic groups were operationally de- 
fined by precise criteria. In the present retro- 
spectively assembled cohort study, use of the 
diagnoses originally made by the clinicians in 
charge of the cases was unavoidable. An attempt 
was made by the present authors to regroup the 
patients into the categories used by Kerr et al., 
but the case-notes generally did not contain the 
information needed to apply the Newcastle 
criteria. 

Characteristics of the cohort 

The cohort consisted of 823 patients, 309 men 
and 514 women. For the great majority of 
patients (88 per cent) the key admission had 
been to a psychiatric hospital. Some patients 
(9 per cent) had been admitted to a general 
hospital, usually the Radcliffe Infirmary, for 
treatment of self-poisoning, and subsequently 
transferred to a psychiatric hospital. There was 
a small minority of patients (3 per cent) whose 


* Depressions coded 790.2 were included under 314. 
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key admission had been to a general hospital 
only; in every case the patient had been seen by 
a psychiatrist, and the principal diagnosis had 
been recorded as an affective disorder. 

The age-sex structure of the cohort is shown 
in Table I. The seven youngest patients, three 
males and four females, aged 11—14 years, are 
excluded from the table. Compared with the 
population at risk, females were under-repre- 
sented in the 15-24 age group. In the 25-44 
age group, males were under-represented and 
fernales over-represented; in the elderly group 
(65 and over), males were more frequent than 
expected. These differences were significant. 

The distribution of the cohort amongst the 


. four I.C.D. categories was: 


LGD. No. of No. of 
category men women 
301 59 83 
302 ie 2 
310 34 48 
314 216 38r 

399 514 


The preponderance of patients in 314 (reac- 
tive depression) and the small number in 302 
(involutional melancholia) were not unexpected. 


RESULTS 

Of the cohort of 823 patients, a total of 32 
men and 40 women died from all causes during 
the four-year follow-up period. As shown in 
Table II, 27 men and 32 women died from 
natural causes, four men and seven women 
committed suicide, and an open verdict was 
returned on one man and one woman. Within 
the group dying from natural causes, one man 
and three women died from a cancer diagnosed 
after the depressive illness. In addition, one 
woman died from a cancer diagnosed before the 
depressive illness; this patient clearly differed 
from the cases described by Kerr et al., and was 
not included in comparisons with their findings. 
None of the cancers was a reticulosis. 


Deaths from natural causes 

The observed numbers of deaths from all 
natural causes were compared with the expected 
numbers derived from the statistics of the general 
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Tase I 
Age-sex distribution of patients admitted to hospital with an affective disorder 1963-1964 
Composition of population 
at risk 
Males Females Both sexes 
Age in years Both 
No. % No. % No. % Male Female sexes 
% % % 
15-24 79 25°8 61 12°0 140 1772 23°9 18+5 Aig 
25-44 80 26-1 198 38-8 278 3471 347 326  33°7 
45-64 99 32:4 168 32-9 267 326 30:3 3173 308 
65 and over 48 15°7 83 16-3 1gl 16+1 IIe! 17:6 14°3 
306* 100-0 5iof 100°0 816 100-0 1000 100°0 100:0 
* Excludes three males aged 11-14. Males: = 13:05; df. = 3; p = <o-o1. 
t Excludes four females aged 11-14. Females x? = 18-81; d.f. = 3; p = <o-oor. 


population of the O.R.L.S. area by the method 
of diminishing cohorts. As anticipated from 
previous studies referred to above, the observed 
figures of 27 men and 32 women were signifi- 
cantly higher than the expected figures of 17°63 
and 19°82 respectively (p < 0:05; p < 0°01). 

The most frequent natural causes of death 
were: diseases of the circulatory system (13 
males, 11 females) and respiratory system (6 
males, 8 females), and vascular disorders of the 
central nervous system (3 males and 5 females). 

The distribution of deaths from natural 
causes by I.C.D. category of affective disorder 
is shown in Table III. When the data were 


Tase IT 
Distribution of deaths from all causes occurring within 
Jour years of the key admission 
No. of patients 
Males Females 
Deaths from natural causes 
Cancer diagnosed after de- 


pressive illness .. I 3 
Cancer diagnosed before de- 


pressive illness o I 
Other za 26 28 
Total .. aie a oe 27 32 
Expected no. of deaths from 

na causes 17°63 19°82 


p<0'05 p< o'oi 
Deaths from unnatural causes 


Suicide sa a 4 7 
Open verdict xa va I I 
Total . 5 8 
oad no. of ada 0'227 0'178 
All deaths : 32 40 


broken down in this way, although there were 
no significant differences in men between 
observed and expected mortality rates for 
individual diagnostic categories, the observed 
value for males with 301 was almost twice the 
expected value, and for males with 310 over five 
times. Amongst women, there was a significant 
preponderance of deaths in category 314, 
neurotic depression (p < 0°01). 


Deaths from suicide 

As anticipated, the observed numbers of 
suicides, four men and seven women, were Many 
times higher than the expected value for either 
sex in the general population of the O.R.LS. 
area (Table IT). 


Deaths from cancer diagnosed after the 
depressive illness 

The distribution by age of deaths from cancer 

osed after the depressive illness is shown in 

Table IV. The observed values of one man and 
three women dying from cancer during the four- 
year follow-up period did not differ significantly 
from the expected figures of 3-92 males and 4:47 
females (t test). These expected values were 
derived from the O.R.L.S. data for the area 
by the method of diminishing cohorts, and were 
based on malignant neoplasms including reti- 
culoses but excluding rodent ulcers. 


Morbidity from cancer diagnosed after the 
depressive illness 

There were two men and one woman whose 
cancer was diagnosed after the depressive illness 
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Tase L 
Deaths from natural causes by I.C.D. category of affective disorder 





Males Females 
I.C.D. category* I.C.D. category* 
Total mn nn Total 
301 310 314 301 gio 314 








Observed number of 
deaths from natural 
causes ack 9 4 14, 27 6 — 26 32 


Expected number of 
deaths from natural 











causes i 5125 0'77 -11+5g 17°63 5°31 1:59 =: 12°95 1982 
Significance .. .. xp=2'68 —  p=0'50 P= 9B =x? =0'09 — x=13:65 x7= 7°48 
N.S. z N.S. p=<0-05 N.S. p=<o'o! p=<o-oL 





* In the cohort there were only two patients in I.C.D, Category 302 (involutional melancholia), neither 
of whom died during the 4-year follow-up period. 








TABLE IV 
Deaths from cancer in the 4-year follow-up period by age and sex 
Patients 
General population c 
Observed deaths from 
Average cancer over 4-yr period 
No. annual Cancer No. of ———— Expected. 
Age group 1,000’s cancer deaths patients Ca after Ca before cancer 
deaths* per 1,000 depression depression deaths 
Male 
I1oI4 .. 13°8 0'5 0-036 3 o o 0:00 
15-24 .. 31:5 2'5 0:079 79 o o 0:02 
25-34 .. 24'I 3 0:125 37 o o 0-02 
35-44 .. 22°2 7 0'315 43 (o) o 0'05 
45-54 .. 22°3 34 1'525 44 o o 0°27 
55-64 .. 17'0 83 4°88 55 o o 1°07 
65-74. 9:08 107:5 11:84 35 o o 1-63 
75-84 .. 4°16 67 16°11 10 o o 0°63 
85+ P 0:68 19°5 19°85 3 I o 0'29 
144'8 318 309 I o 3°92 
Female 
10-14. 12'9 0'5 0039 4 o o 0'00 
15-24 24°9 0°5 0-020 61 o o ool 
25-34 .. 21'9 4 0'183 98 o I 0°07 
35-44 .. 22°3 18°5 0830 100 I o 0°33 
45-54 .. Q2°7 40°5 1+784 92 1 o 0°65 
55-64 .. 18:3 63 3°44 76 o o 1'04 
65-74 .. 13°3 84 6-32 48 I o 1-20 
75-84 .. 7*4t 60 8:10 33 o o 1108 
85+ Si 1:68 23 13°69 2 oO o O'I 
145°4 294 514 3 I 4°47 





* Source: Oxford Cancer Register. 
Average figures for 1963 and 1964. 
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and who survived the follow-up period. These 
three patients were combined with the four 
deaths from neoplasm (see preceding para- 
graph) to yield total morbidity figures. As can 
be seen in Table V, the observed values for 
total morbidity were lower than the expected 
values for the population of the O.R.L.S. area, 
though the differences did not reach significance. 
In this table the number of patients at risk 
excludes one man and ten women in the 
original cohort in whom cancer was diagnosed 
before the admission for affective disorder. 

The types of depressive history in the seven 
cancer patients shown in Table V did not con- 
form to a single clinical picture of the type 
reported by Kerr et al. (1969). The salient 
details of each patient are listed below: 


Patients dying from neoplasm during the follow-up period 
r. Male. Born 15.12.78. Admitted to Radcliffe Infir- 
mary 31.3.64 with diagnosis of depression and 
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nutritional anaemia, Carcinoma of colon diagnosed 
December 1966. Died 12.1.67. 

2. Female. Born 7.9.23. Admitted to psychiatric hospi- 
tal 27.6.63, with diagnosis of depression. Carcinoma 
of pancreas with hepatic secondaries diagnosed 
August 1963. Died 1.10.63. 

3. Female. Born 13.6.13. Admitted to psychiatric 
hospital 23.10.63, with diagnosis of depression. 
Long history of previous recurrent depressive ill- 
nesses treated with ECT and leucotomy. Died at 
home 22.4.66 with carcinomatosis from carcinoma 
of caecum; also had carcinoma of cervix. 

4. Female. Born 20.6.89. Admitted to psychiatric 
hospital 22.1.63 with diagnosis of depression. 
Died 10.1.65 from hepatic obstruction by carci- 
noma of the pancreas after six months fluctuating 
jaundice. 

Patients developing neoplasm and surviving the follow-up 

period 

5. Male. Born 5.7.00. Admitted to psychiatric hospital 
22.8.63 with diagnosis of depression. Good response 
to anti-depressant medication. Similar depressive 


Tass V 
Incidence of morbidity* from cancer in the 4-year follow-up period by age and sex 
General population Patients 

No. Annual Cancer cases No. of Observed incidence Expected 

Age group 1,000’s incidence per 1,000 patients of cancer over incidence 

of cancert per annum at riskt 4-year period of cancer 

Males 
10-14 13°8 I 0:07 3 o 0'00 
15-24 3E°5 14 0°44 79 o 9'14 
25-34 241 10 o'gii 37 o 0°06 
35-44 222 33 1:49 43 o 0°26 
45-54 22°93 100 4°48 44 o 0:48 
55-64 170 255 15°00 55 I 3°23 
65~74 9:08 267 29*41 35 I 3°94 
75-84 4°16 192 46- 9 o 1°55 
85+ 0°68 38 55°88 3 I 0:62 
144°8 gio 308 3 10°58 
Females 

10-14, 12°Q 2 o: 4 o 0-00 
15-24. 24.°9 7 o. 61 o 0'07 
25-34 aig 16 o° 96 o 0'28 
35-44 22°3 32 I 99 2 0:57 
45-54 227 64 2°82 92 I 1°03 
55-64 18-3 III 6'07 72 o 1°73 
65-74 13°93 153 IIe 47 I 2'12 
75-84 7'41 125 16:87 31 o 2'04 
85+ 1°68 28 16°67 2 o 0'13 
145°4 538 504 4 7:97 


* Combined morbidity and mortality from cancers diagnosed after the key depressive illness. 


f Source: Oxford Cancer Register; fi 
} The number of patients at risk exclu 


es available for 1963 only. 
those in the original cohort in whom cancer was diagnosed before 


the admission for affective disorder (1 man and 10 women). 


e 
e 


e 
illness diagnosed 11.4.67. Carcinoma of lung 
diagnosed July 1967, confirmed histologically. 


-~ 6.Male. Born 18.2.89. Admitted to psychiatric 


hospital 11.5.63 with diagnosis of depression. 
Thirty-year history of recurrent depressions with 
paranoid delusions, several previous courses of 
ECT. Carcinoma of sigmoid colon diagnosed and 
resected June 1966. 

7. Female. Born 0.5.23. Admitted to psychiatric 
hospital 23.2.64 with diagnosis of depression. 
Carcinoma of anal canal diagnosed September 
1967, confirmed histologically. 


Stability of psychiatric diagnosts 

As a check on the consistency of diagnoses, 
the subsequent psychiatric histories were scruti- 
nized of the 406 cohort patients admitted 
during the one year 1963. There were 63 males 
and 107 females with a subsequent admission 
during the four-year follow-up. In every case the 
subsequent diagnosis made by the psychiatrist 
in charge was affective disorder of some type, 
but the I.C.D. category differed on the second 
admission in 60 per cent of both sexes. 


Discussion 


In 1969 Kerr, Schapira and Roth reported a 
study in Newcastle suggesting that a form of 
depressive iliness in male patients arising in late 
middle age without previous psychiatric illness 
might be an early and direct manifestation of 
latent carcinoma. The present paper describes 
a study carried out in Oxford in an attempt to 
replicate these results by using the facilities of 
the Oxford Record Linkage Study. 

Before discussing the findings, it is important 
to consider how far the two studies are com- 
parable in their methods. Both studies were 
based on samples of in-patients admitted to 
psychiatric or general hospitals with a principal 
diagnosis of affective disorder over approxi- 
mately the same period, 1963-64, and followed 
up for four years. The Oxford study was based 
on a larger sample of patients, 823 as against 
135 in Newcastle. In the Newcastle study 59 per 
cent of the patients were admitted to general 
hospital psychiatric units; in the Oxford study 
only 12 per cent were admitted to the general 
hospital, which did not have a psychiatric unit 
as such. It is possible that the diagnostic 
characteristics of patients admitted to New- 
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castle general hospital units differed sufficiently 
from those admitted to Oxford psychiatric 
hospitals to reduce the validity of the com~ 
parison. 

The diagnosis of sub-groups of affective dis- 
order varied between the two studies. In the 
Newcastle study, which was prospective, the 
authors used their own system of classification 
based on precise operational criteria. In Oxford 
the investigation was based on retrospectively 
assembled data, and the diagnoses were those 
originally made by clinicians and coded accord- 
ing to the standard international code. In 60 per 
cent of cases where patients were re-admitted 
with a psychiatric illness, the I.C.D. code 
changed from one category of affective disturb- 
ance to another between the first and second 
admission. Whilst this casts doubt on the useful- 
ness of the I.C.D. categories, it does not in- 
validate the diagnosis of affective disorder in the 
cohort as a whole. Indeed it seems likely that this 
cohort was so broadly defined that cases satis- 
fying the Newcastle criteria would form a 
sub-set of it. 

Another point of difference is that the Oxford 
study was not restricted to patients having no 
previous psychiatric history. It would have been 
preferable to exclude patients with a previous 
history of depressive illness from the cohort, but 
from scrutiny of some of the case-notes it was 
clear that this procedure would have been un- 
reliable. It is worth noting that there was a 
history of previous depressive illness in at least 
three of the seven cases where depression pre- 
ceded the diagnosis of cancer. Inability to 
exclude cases with a previous history might 
have had the effect of modifying the difference 
in the results of the two studies. 

A final point of difference was in the method 
of deriving expected mortality rates, which in 
Newcastle were based on national figures and 
in Oxford on local figures. 

An important methodological question is how 
reliably record linkage facilities can be uséd in 
follow-up studies of this kind. What proportion 
of deaths and new cancer cases are likely to be 
missed ? One possible source of error would be 
loss of patients migrating out of the area during 
the follow-up period from either the morbidity 
or the mortality data, and it is extremely 
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difficult to arrive at a useful estimate of this risk. 
The finding that mortality rates from all natural 
causes were in the anticipated direction, i.e. 
significantly higher than the values expected 
from the background population, suggests that 
the observed figures were not grossly under- 
representative. As a check upon the data, all 
patients in the cohort were searched for in the 
Oxford Cancer Registry which is run independ- 
ently of the Oxford Record Linkage Study. All 
except one female from the depressives with 
subsequent cancer were found on the Cancer 
Registry, and the deaths corresponded exactly. 
There were three patients on the Cancer 
Registry who were in the cohort of depressives 
not diagnosed with a cancer during the follow- 
up period in the record linkage files. It was 
thought that all three probably had been re- 
gistered following diagnosis of cancer as out- 
patients but it was not practicable to ascertain 
whether they had had in-patient admissions 
which were not recorded in the record linkage 
files. AU were female, none had died during the 
follow-up period, and their inclusion in this 
study would not have altered the direction of 
the results or their interpretation. It is con- 
cluded that the record linkage facilities were an 
adequate means of follow-up for the purposes of 
this study. 

The finding of an increased mortality rate in 
patients with affective disorders is consistent 
with the findings of Kerr et al. (1969) and of 
previous authors. In the present study this 
increase was found in females as well as males, a 
point of difference from the Newcastle study. 
Also in agreement with the work of Kerr et al. 
(1969), and of other writers, was the increased 
suicide rate. 

The main finding to emerge from the present 
study, in contrast with the Newcastle study, 
was that deaths from malignant disease did not 
exceed the expected rate for the general popula- 
tion. Here it should be noted that earlier 
workers, such as Innes and Millar (1970) found 
increased mortality rates from all causes except 
malignant disease. Morbidity rates for cancer 
were not reported in Newcastle, but in Oxford 
they were not significantly raised. Kerr et al. 
(1969), found that the depressive illnesses 
preceding cancer had a typical presentation 
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characterized by absence of previous history, 
insidious onset, unremitting course, progressive 
deterioration, and symptomatology including 
features of both reactive and endogenous de- 
pression. In the Oxford series, no recognizable 
pattern of depressive illness was found amongst 
either patients who died of malignant disease 
or those who developed malignant disease but 
survived the follow-up period. 

Another study of the data from the Oxford 
Record Linkage Study for the five years 1963-67 
is in progress, in which diagnoses made in 
successive admissions of the same person have 
been tabulated in order to ascertain unexpected 
associations between them. All patients in the 
population at risk with two or more hospital 
admissions, cumulated over the five years have 
been included, totalling 22,834 persons and 
41,048 pairs of diagnoses. Expected numbers of 
pairs of diagnoses have been calculated from sex, 
age and diagnosis-specific rates, controlling for 
period at risk. Preliminary comparable results 
are in agreement with the present study, with 
29 cases of depression subsequently diagnosed 
with some form of carcinoma or reticulosis, and 
29 such cases expected. No significant deviation 
from expectation was found for any of the 
categories of affective illness used in this paper, 
and there was no significant excess for any 
specific carcinoma or reticulosis. Detailed results 
from this study will be reported in later papers. 

It is concluded that follow-up studies using 
data from the Oxford Record Linkage Study do 
not support the hypothesis that a characteristic 
form of depressive illness requiring hospital 
admission in males may be a precursor of death 
from cancer. Nevertheless it cannot be con- 
cluded that there is no association between 
depression of the type reported by Kerr et al. 
(1969) and cancer. The differences between the 
studies, particularly in respect of case selection 
and diagnostic precision, preclude such a 
definitive inference. The Oxford study shows 
only that it is not possible to discern such an 
association in hospital in-patients using the 
standard I.C.D. categories. 

The restriction of both studies to in-patients is 
a deficiency which should be remedied by 
studies based on all types of psychiatric care (as 
would be possible if a full case register were in 


existence in the Oxford area), or better still by 
direct community survey. 


SUMMARY 

The facilities of the Oxford Record Linkage 
Study were used in an attempt to replicate the 
finding of Kerr, Schapira and Roth (1969) that 
a characteristic form of depressive illness may 
be a precursor of cancer. 823 patients (309 
men, 514 women) admitted to psychiatric or 
general hospitals in the Oxford area during 
1963-64 with a principal diagnosis of de- 
pression were identified. Any subsequent hospi- 
tal admissions or deaths of these patients were 
recorded for a standardized four-year follow-up 
period. As would be predicted from earlier 
studies, rates for deaths from all natural causes 
and from suicide were significantly above those 
expected for the background population. How- 
ever, rates for morbidity and mortality from 
malignant diseases diagnosed after the key de- 
pressive illness were not above expected values. 
There was thus no evidence to support an 
association between depressive illness and subse- 
quent deaths from cancer in psychiatric in- 
patients. It is concluded that, although the 
hypothesis is not disproved by this study, the 
Newcastle findings cannot be replicated using 
the I.C.D. categories of affective disorder. There 
is a need for studies based on all psychiatric 
patients, or better on community surveys. 
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Poisoning Cases: Suicide or Accident 


By B..M. BARRACLOUGH 


The accurate classification of causes of death 
is fundamental to progress in preventive medi- 
cine. Classifying death by poisoning may be 
specially difficult because the exact distinction 
between deliberate and accidental poisoning is 
inherently difficult for the coroner to make. 
Thus figures for suicidal poisoning are likely to 
be under-estimated because of ambiguous 
evidence and because of the stringent legal 
definition of suicide which coroners must apply. 
An examination of the drugs involved in 
poisoning cases, comparing their frequencies in 
the suicide and accident categories, may throw 
some light on the validity of coroners’ present 
methods of classifying and provide evidence 
about the limits of error of under-estimation of 
the suicide rate. 

When someone dies by poisoning the coroner’s 
inquest has to decide, among other matters, 
how the death is to be classified, as suicide or 
accident, or whether an open verdict is to be 
returned.* For suicide, positive evidence of 
intent is required, and if evidence of intent does 
not reach the required standard the death is 
classified as accident or an open verdict is given. 
The criterion for accidental death, according to 
the standard Jervis on Coroners (7), is as follows: 
‘Accident would presumably be interpreted in 
the popular sense as meaning an unlooked for 
mishap or an untoward event which is not 
expected or designed’; that for the open verdict 
decision is ‘If there is insufficient evidence to 
record any of the other suggested verdicts’. In 
the mortality statistics open verdict poisoning 
deaths are called, ‘Injury undetermined whether 
accidentally or purposely inflicted’. (8). 

Deaths from poisoning classified as accidental 
should by definition have a strong random 
clement in their cause, and if this is true then 

* Homicidal poisonings are few; some are decided in 
the coroner’s court, some in other courts and they will 
not be considered further. 
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the frequency distribution of the drugs causing 
death should approximate to that of the array 
of lethal preparations available at home or at 
work, and therefore should differ from that of 
drugs used in suicide, where choice will favour 
the less unpleasant toxic substances available, 
more especially the psychotropic drugs. This 
hypothesis will be tested by examining the drugs 
recorded as the cause of death by poisoning in 
adults for the years 1968-70. 

In England and Wales the names of the drugs 
causing death are recorded on the death 
certificates issued after coroners’ inquests. 
Statistics based on these records are compiled 
by the General Register Office and are pub- 
lished annually, two years in arrears, under the 
heading of the four ‘external’ causes of death, 
namely suicide (Eg50), accident (E850-869), 
‘undetermined death’ (Eg80), and homicide 
(Eg62) (5). The drugs recorded for the 
years 1968-70 for deaths of persons aged 15 
and over are summarized, using the ICD 
N-code (11), in Table I. Multiple drug deaths, 
10 per cent of the total, were classified according 
to the first-named in the alphabetical list of two, 
three, four or five drugs cited (see Appendix). 

For the three-year period 8,635 poisoning 
deaths were recorded, 0-5 per cent of all deaths. 
Of these, 65 per cent were classified as suicides; 
the non-suicides were shared equally between 
undetermined (18 per cent) and accidental 
deaths (17 per cent). 

The frequency distribution of the 27 groups of 
drugs shows a close resemblance between all 
three classifications, thus rejecting the hypothesis 
under test. The proportions of deaths attributed 
to psychotropic drugs, 83 per cent of suicide 
deaths, 86 per cent of undetermined deaths 
and 80 per cent of accidental deaths, is also 
similar. Psychotropic drugs and analgesics 
together comprise respectively 94 per cent, 94 
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TABLE I 
Drugs causing death by poisoning 1968-1970 





Suicide Undetermined Accident Non-suicide Total 


1.G.D. N = 5,637 
Drug group N—Code 


N = 1,547 N=1,451 N-=2,998 N = 8,635 








% Rank % Rank % Rank % Rank % Rank 

Anti-diabetic agents.. 962.3 oog 20 o'g? 17 ©28 21 ©30 21 o 20 
Systemiç agents .. 963 o'o4 23 O18 22 Oo'i4 25 ©I13 25 0'07 26 
Opiates and synthetic 

analogues 965.0 o'6g9 12 o'52 14 2°48 9 147 10 o9 12 
Salicylates and con- 

geners 965.1 9'58 2 6.46 2 3:86 4 5'20 2 8:03 2 
Other analgesics and 

antipyretics .. 965.2-9 OJI Il 0°97 9 45 un 20 rr 088 13 
Anti-convulsants .. 966 02I 17 «O19 20 O14 25 O17 23 ©'I9 IQ 
Barbiturates . .. 967-0 67:22 1 68-33 rı 60°44 1 64°51 r 66-28 I 
‘Carbrita? .. 967.0 279 5 343 4 276 7 gto 4 2% 5 
Other sedatives and 

hypnotics .. 967.1-9 2°32 6 3:17 5 255 8 2:87 7 25i 6 
Methaqualone 79 376 4 219 7 365 5 290 6 345 4 
Antidepressants 970.0 419 3 465° 3 4°55 3 4°60 2 4:33 3 
Tranquillizers 970.1 1°84 7 226 6 3:24 6 2°74 8 215 7 
Phenothiazines .- 970.1 1'31 I0 2'19 7 1°86 rto 2'08 9 1:56 8 
Amphetamines +. 97I o'o5 22 o'06 24 0°48 18 027 22 0'13 23 
Agents affecting auto- 

E I eas 972 o-62 19 0-84 10 1°24 12 rog 12 O76 14 
Agents affecting car- 

diovascular system 973 otoa I6 0°45 15 ©œ34 19 oo 18 O729 17 
Agents acting on 

musculo-skeletal 

system .. 976 0'09 20 0'13 22 — 27 o'07 27 œo 25 
Ethyl alcohol ` .- 980.0 0'04 23 0'32 17 5°72 2 2°94 5 04 10 
Other alcohols .. 980.19 oro2 26 o3z 17 0755) 16 0'43 7G 20 
Industrial solvents .. 982 0°04 23 O19 20 0°55 16 0:37 19 O15 22 
Corrosives .. 983 1°65 0-78 r2 ae 15 0'73 I4 1°33 9 
Lead and compounds 984 — 27 o'o6 24 o-28 ar 0717 23 O06 27 
Other metals »» 985 orr 18 of06 24 O21 23 O'19 25 O12 24 
Cyanide 989.0 1:35 9 O45 15 ©'2I 23 0'33 20 0'99 II 
Other non-medicinal 

substances .. +» 989.1-9 0-43 15 «+965 19 O94 I9 O°F0 15 0'45 16 
Other and unspecified 977 0°59 14 «00784 r10 1:03 13 ©93 13 œJ 15 
Miscellaneous is 961, 964, 

968, 969, 975, ; 
981, 987, 988 o'r 18 — 27 0o96 14 0747 16 0'23 18 

Psychotropics +» 967, 970. 83:43 86-23 79°05 82-76 83°19 
Psychotropics plus 

analgesics .. 965.967.970 94:36 94°18 86-84 90:63 93°06 
Multiple drug deste 9°7 II*2 9°8 10°4 9°9 


per cent and 86 per cent of the totals. The 
only differences of consequence relate to cyanide, 
almost exclusively suicide, and alcohols, ethanol 
and methanol, almost exclusively not suicide; 
but the number of deaths from these poisons is 
less than 2 per cent of the total. 


These exceptions are probably caused by 
inferences about intent which can be drawn 
from the drug. The swallowing of cyanide may 
be enough in itself for the coroner to infer 
intent. Alcohol deaths, on the other hand, may 
be genuinely unintentional, or the coroner may 
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consider that the taking of alcohol has impaired 
the capacity of the subject to form intent, in 
the legal sense. 


Disaussion 


What explanation can be suggested for this 
finding of similar fatal ‘drug profiles’ for suicide 
and non-suicide poisonings? A coincidence, 
caused by availability of lethal drugs may be 
one explanation; that is, the chosen drug of the 
suicide and the chance encounter with a lethal 
preparation are both determined by the same 
factors of availability and lethality, and the 
stated hypothesis under test is therefore wrong. 
The other possible reason may be that real 
suicides are misclassified as ‘accidental’ or 
‘open verdict’ cases. From the data in Table I 
there is, of course, no way of telling which is 
correct; but there are some facts which tend to 
support misclassification.* 

Non-suicide poisoning cases must be largely 
recruited from homes in which psychotropic 
drugs are kept. A national random sample of 
homes showed that only 20 per cent contained 
‘sedatives, sleeping tablets or tranquillizers’ (4). 
Now 8o per cent of poisonings classified as non- 
suicide are in fact caused by ‘sedatives, sleeping 
tablets or tranquillizers’, and 85 per cent of pois- 
oning deaths classified as accidents occur at home 
(9). Thus it appears that people who die by 
‘nonsuicide’ poisoning are likely to be living with 
family members who are taking psychotropic 
drugs or to be persons who are themselves 
being treated with such drugs and in this respect 
resemble the suicides. Further, in each of the 
three classifications there are similar proportions 
of deaths from multiple drug poisoning, and 95 
per cent of these in each category are from 
mixtures of psychotropic drugs. It seems reason- 
able to assume that swallowing more than one 
drug is a measure of intent to die, and if this is 
true then these groups officially classified as 
suicides, open verdicts and accidents are really 
similar in their intent. Finally, it seems highly 


* There might also be a small contribution to simi- 
larity from the very disturbed suicidal person randomly 
snatching whatever drug is to hand, and from the psychi- 
atric patient, confused by his disease or his drug, being 
more prone to accidental overdose. 
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improbable that people should swallow, by 
accident, in the sense that the coroners used the 
word, the large numbers of tablets required to 
produce death from drugs which are so safe in 
clinical practice. Thus the evidence, inter- 
preted with common sense, supports the view 
that most deaths from poisoning are in reality 
instances of suicide though they cannot be 
classified as such by the coroner. 

What of the difference between undetermined 
(‘open verdict’) deaths and accidental deaths? 
The statistics of poisoning are the result of the 
combined deliberations of some 230 coroners, 
their deputies and their assistants. The defini- 
tions for verdicts stated in the coroners’ hand- 
book could in practice be interpreted with some 
variation. But there is evidence that common 
ground may exist in the interpretation given to 
the suicide definition (2). The decisions given 
from time to time by the High Court in cases of 
appeals (10) against coroners’ verdicts on 
equivocal cases of suicide may serve to reinforce 
a generally accepted standard. 

For open verdicts, on the other hand, evi- 
dence suggests that an agreed standard is 
lacking (2), so that variation may exist in the 
placing of non-suicide cases in the open verdict 
or accidental categories. No appeals are recorded 
relating to the distinction between open verdict 
and accident verdict, and the distinction drawn 
in Jervis on Coroners leaves more room for sub- 
jective interpretation than does the advice 
given for suicide verdicts: ‘It should be noted 
that an open verdict is thus only to be used in 
the last resort if there is insufficient evidence to 
enable the coroner or the jury to reach one of 
the other verdicts. A coroner should not abnegate 
his duty of reaching a positive verdict merely 
because there is some doubt on some minor 
point. In cases of possible suicide the coroner 
should remember that suicide should not be 
presumed, and in the absence of evidence 
pointing to suicide a verdict of accident 
(assuming that there is evidence of there 
having been an accident) may seem suitable. 
There may, however, be cases in which it is 
impossible to decide whether the death was an 
accident or suicide, and in such cases an open 
verdict is legitimate’ (7). Since the open verdict 
category is the one in which doubtful cases of 
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suicide can be placed, it is possible to combine it 
with the suicide category in order to arrive at a 
truer estimate of suicide incidence than can be 
obtained from official statistics. It is important, 
therefore, that accidental poisonings should be 
as clearly distinguished in definition as are 
suicides, and that the category should contain 
only those cases in which chance did play the 
major part. 

What inferences may be drawn from these 
observations on poisoning cases about the error 
in the official suicide rate, and the hypothetical 
true incidence? There can be no doubt that the 
incidence of suicide by poisoning is under- 
estimated, but the underestimate must be lass 
than the non-suicide death rate from poisoning, 
since at least a proportion of these are certainly 
caused by chance factors and are not suicides. 
The average annual poisoning suicide rate for 
the population aged over 15, for the years 
1968-70, is 48 per million; the average, annual 
poisoning ‘non-suicide’ rate is 26 per million. 
If all the poisoning deaths classed as accident 
and open verdict were really suicides (which 
they cannot be) the error in the suicide rate 
from poisoning would be less than 50 per cent 
and the error in the suicide rate itself less than 
23 per cent. Thus a limit can be set, and the 
argument sometimes advanced that the ‘true’ 
suicide rate is two or three times the official one 
can be refuted as far as death by poisoning is 
concerned. 

Sincein mostindustrialized countries poisoning 
is such a common method for suicide, differences 
between national suicide rates may be affected 
by variations in procedure for deciding the 
coding of poisoning deaths. The Scottish 
enquiry, for example, is directed towards 
establishing grounds for criminal proceedings, 
and suicide coding is a by-product; in contrast, 
the English inquest’s purpose is to establish the 
cause of death (6). In 1968, 70 per cent of all 
drug poisoning deaths were recorded as suicide 
in England, but only 56 per cent were so 
recorded in Scotland. The difference between 
the official national suicide rates for that year 
tends to disappear when the difference in 
coding poisoning deaths is taken into account (1). 

A further point of interest concerns the 
opinions of Douglas (3), which have influen 
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the writings of sociologists concerned with 
suicide. His conjectures can lead to a conclusion 
that the reason why suicide surveys find high 
proportions of the mentally ill among those who 
take their own lives is because the coroner’s pre- 
inquest enquiries discover the presence of mental 
illness and use it to decide on a suicide verdict, 
‘knowing’ thatsuicide is often preceded bymental 
illness. Thus the association between illness and 
suicide may be spurious. If English coroners 
behaved in this way we should expect to see a 
disproportionate number of psychotropic drug 
poisonings, more especially with antidepressants 
and phenothiazines, in the suicide category, but 
this is not the case. 

Lastly, if we do assume that misclassification 
is responsible for the similarities in drug profiles, 
which aspect of misclassification is it? It could 
be that coroners misapply the rules by using a 
too stringent definition of suicide so as to spare 
the feelings of the surviving family. On the 
other hand coroners are well acquainted with 
the results of appeals made by insurance com- 
panies on the grounds of misclassification of 
suicides. Besides, coroners are lawyers and 
without doubt respect the law they administer. 
It seems unlikely, therefore, that large-scale 
misapplication of the rules can be the explana- 
tion. Perhaps the rules for classifying violent 
deaths are not suited to the data, at least for 
medical purposes. The unease expressed by 
doctors at some open or accidental death 
verdicts, particularly in cases with histories of 
mental illness, even when on legal grounds 
evidence of intent is weak or absent, and the 
decision therefore correct, is a manifestation of 
that aspect. Intent may be present but if it is 
unexpressed or unobserved the coroner cannot 
make use of it. The medical interest, in other 
words, is more in the relation between mental 
disease and violent death in which there is a 
component of self-infliction than in the results 
of applying a stringent legal definition to 
ambiguous evidence. The present classifitation 
of deaths from drug addiction seems a useful 
innovation to further that interest. These 
deaths can be classified to the I1.C.D. code number 
for that disorder and not as suicide, accident or 
indeterminate (8). A similar approach might 
eer for violent deaths associated with 
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serious psychiatric illness such as alcoholism, 
schizophrenia and manic-depressive psychosis. 
Certainly as a first step the mental illness present 
could be entered on the death certificate, and 
the resulting mortality statistics published in the 
Registrar General’s Annual Review. 


SUMMARY 

The distribution of fatal drugs recorded for 
suicides, accidents and undetermined deaths is 
similar, with some minor exceptions. The error 
in the suicide rate by poisoning must be less 
than 50 per cent and the contribution to the 
error in the suicide rate from all causes, less 
than 23 per cent. English coroners do not 
appear to use their knowledge of the fatal drug 
in reaching a verdict. 
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APPENDIX 

The 10 per cent of deaths associated with more than 
one drug, psychotropic drugs in 95 per cent of the mixtures, 
have been classified according to the first-named in 
alphabetical order of the drugs cited. The alternative, of 
according to combinations, was rejected because 
it resulted in frequencies so small as to be useless. Thus the 
drug which actually caused death may not always be the 
one used to classify, but as it is impossible to be certain 
which it is, and in any case the procedure is standard for 
each of the three groups, valid comparisons may be made. 
However, it may be argued that the alphabetical method 
will tend to overestimate deaths from aspirin and barbi- 
turate, because their two initial letters are the first two in 
the alphabet. As a check on this possibility the mixtures for 
one year were reclassified using the highest ranking drug 
in the mixture, the rank being decided from the frequency 
of single drug deaths. In this new classification there were 
2 per cent more deaths in the barbiturate group, balanced 
by small reductions in the frequency of the other psycho- 
tropics. Ranking was unchanged. The chosen method of 
classification does not, therefore, affect conclusions based 
on ranking and on the proportions of deaths attributed to 

psychotropic drugs. 
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ABSTRACT 


Psychosocial Study of Stammering in Egyptian Children 


By AHMED OBASHA, Z. BISHRY, M. KAMEL and A. H. HASSAN 


Stammering has been defined as an interruption 
in the normal rhythm of speech of such a frequency 
and abnormality as to attract attention, interfere with 
communication or cause distress to a stammerer or 
his audience (Bloodstein, 1960). 

Surveys of stammering in British schools con- 
sistently report a figure in the region of 1 per cent. 
Snyder (1960), in an American survey, found figures 
in the region of 0:8 per cent. We aimed at making a 
thorough combined psychosocial, psychometric and 
clinical study of such cases in Egyptian children. 


DESIGN or STUDY 

Selection of schools surveyed was done with the 
use of Random Number Tables. Every class at school 
was assessed to eliminate other speech disorders. In 
case selection, a child was included in the survey as 
a stammerer only if he was actually heard to stammer 
when interviewed at school, and the condition had 
existed for not less than one year. The records 
were searched for known stammerers aged between 
6 and r2 years from both private and state schools in 
the Eastern Cairo District. 

I. Assessment of each child’s speech was done by 
individual interviewing. The child was asked to read 
a uniform passage and then to answer standard 
questions, and was encouraged to talk freely on any 
subject interesting to him. Psychiatric, neurological 
and medical examinations were also made. 

2. The mothers of the stammerers were approached 
with a letter and invited to cooperate in giving a 
detailed history, including pregnancy, birth, mile- 
stones, the development of habits of feeding, sleeping, 
bladder and bowel control, and medical history. 
Also noted were the history of the child’s speech 
development, the age of onset of stammering, any 
family history of stammering, the number of siblings 
and the housing situation. 

3. Selection of the controls was made for them to be 
of the same sex as the stammerers and adjacent to 
them in age on the class roll, thus giving exact 
matching for age and sex. Coming from the same 
class at school, the children were already partially 
matched for social class. 

4. The following psychometric tests were used: 

(a) Goodenough test for intelligence in children 
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(‘The Draw-a-Man-Test’). In this test the child is 
given a pencil and test blank; all books and pictures 
are put away so that there is no opportunity for 
copying. He is then given the standard instructions to 
make the very best picture of a man that he can. 
There is no time limit for the test. His drawing is 
scored not for beauty but for completeness and 
coherence. This test was done in a group manner, 
about 10 children at a time, stammerers and controls 
together. 

(b) Verbal fluency test: The child was asked to 
write the largest number of words beginning with the 
letters in the arabic language (H-KH-MO), with a 
time limit of 3 minutes for every letter. 

(c) Personality test: we used the junior EPI test, 
which measures position on extraversion-introversion 
and on neuroticism. This is a questionnaire test with 
64 questions. The test proved too difficult for the 
6~7-year-olds, and was therefore not used for them. 


RESULTS 

The total number of schoolchildren aged between 
6 and 12 years who were the subject of this study was 
8,459. Out of these, 79 stammerers (0-93 per cent) 
and 80 controls were selected using the method 
described. Of these schoolchildren, the number from 
State schools was 6,592, of whom 54 were stammerers, 
males 42, females 12; the number from private 
schools was 1,867, of whom 20 males and 5 females 
were stammers. 

1. The highest number of stammerers was found in 
two age-groups, 6-7 and 11-12 years. The apparent 
rise in the incidence between 6 and 7 years may be 
due to the prevalence of the onset of stammering 
before school entry and soon after beginning to mix 
with schoolmates. But the rise between 11 and 12 
may be connected with the onset of puberty. The 
problems of independence, widening of the horizon 
of the adolescent, fear of the opposite sew, self- 
criticism and moral judgement, may be factors in 
precipitating the onset of stammering. The low 
incidence between 8 and 10 years may be due to 
cases of early onset which improved spontaneously or 
with treatment, 

2. At all ages there were more male than female 
stammerers, giving a sex ratio of 3+2 : 1, similar to 
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other studies (Reid, 1946; Morley, 1952). Mills and 
Streit (1942) explained this sex difference on the 
lines that, though boys are slower in their speech 
development than girls, there is considerably more 
social pressure upon them to attain fluent speech and 
this results in anxiety which brings on the stammer. 

3. Apparent emotional and physical precipitating 
factors were found in 18 cases: 

Psychological precipitating factors 

After divorce of parents (3). 

After separation of children to live with their 
grandmothers (2). 

After the war of June 1967 (2). 

After change of schools (2). 

After quarrel with other children and being 
much bullied by parents and headmasters (2). 

After death of mother (1). 

Physical precipitating factors 

After encephalitis (3). 

After head injury with loss of consciousness (2). 

After tuberculosis of the chest (1). 

4. Family history of stammering was positive in 
18 per cent. 

5. There was no significant difference in the deve- 
lopmental history of the two groups as regards 
pregnancy, delivery, and neurotic symptoms of 
childhood but delays in milestones were more common 
in the stammerer group. The development of speech 
in stammerers was inclined to be delayed. Seventeen 
children began to utter their first sentences at about 
2 years, eight at 2-5 years and another eight by the 
age of 3 years, 
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Aggression, irritability and shyness were more 
common in stammerers; but anti-social behaviour, in 
the form of truancy from school, stealing and de- 
structiveness, was not conmmoner. 

6. Psychometric testing gave the following results: 

Goodenough test: the mean IQ of stammerers 
was 94 and of controls 101 (a significant difference, 
t = 4'6) (Fig. 1). Similar results were reported by 
Andrews et al. (1964). . 

Personality test using Junior EPI: stammerers 
were more introvert than controls but there was no 
difference in the neuroticism scale (Fig. 2). 
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Verbal fluency test: stammerers were less fluent 
than controls (Fig. 3). 

In our material, left-handedness was reported in 
two stammerers and in only one control. Those who 
started left-handed and changed to right-handedneass 
were 6 stammerers and 5 controls, Our results do not 
confirm the theory of laterality. 
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ABSTRACT 


Electroencephalographic Study of Stammering 


By AHMED OKASHA, S. ABDEL MONEIM, Z. BISHRY, M. KAMEL and M. MOUSTAFA 


Stammering has been and still is one of the most 
challenging disorders in psychiatry. It may be the 
result of constitutional or neurological differences 
(Karlin, 1950; Boland, 1951), of delayed auditory 
feed-back (Lee, 1951), of neurosis or of a learned 
response (Wischner, 1950, 1952). Schmoigl et al. 
(1967) studied 50 cases of stammering and found 
abnormalities in 70 per cent of cases. The possibility 
of organicity in stammering tempted us to make 
EEG studies in Egyptian stammerers, 


Desion or STUDY 

The EEG was recorded in 54 stammerers who were 
studied (Okasha ef al., 1973), and 27 control school- 
children between the age of 6-12 years. The apparatus 
used in the present work was an Elema Schonander 
electroencephalogram. The recording unit was 
equipped with 16 recording channels. Twenty-one 
scale electrodes were positioned according to the 
international system, using a standard electrode 
paste as contact medium. Both unipolar and bipolar 
derivations were employed. Hyperventilation for 
three minutes was routinely used as a provocative 
procedure. 


RESULTS 
I. EEG changes in controls 

1. The dominant rhythm in the age between 6 and 
9 years were alpha/theta waves, alpha at 8-9 Hz 
and theta at 6-7 Hz (13 EEGs). 

2. The dominant rhythm in the age of 10-11-12 
years was alpha ranging from g-11 Hz, with super- 
imposed theta in one child aged 10 years (14 EEGs). 

The alpha rhythm was present in the postcentral 
region and responded normally to eye opening 
(suppression). Low voltage theta activity was present 
occasionally in the frontal, temporal and central 
regions. On hyperventilation, building up of slow 
activity occurred in all cases, and high voltage slow 
activity (excessive response) occurred in 10 cases 
of stammerers. 


Il. EEG changes in stammerers 
1. Epileptic changes (12 cases, i.e. 22 per cent). In 
these EEGs there were paroxysmal discharges. The 
.  Paroxysms of 11 EEGs were of high-voltage slow 
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waves, bilaterally synchronous, symmetrical, present 
without provocation, and augmented by hyper- 
ventilation; this is conclusive of primary centri- 
encephalic discharge. In one case, a history of 
grand mal fits was given by the patient’s mother and 
the patient was still receiving antiepileptic drugs. In 
another EEG of a patient aged 12 years, the back- 
ground showed slow alpha waves; there were fre- 
quent paroxysmal discharges of high voltage slow 
alpha waves and spikes of 2—3 Hz, typical of petit 
mal variant. The mother gave a history of a mixed 
type of epilepsy. In this particular case it was noticed 
by the family that the child’s stammering increased 
on the day before the occurrence of his epileptic fit. 

2. Non-specific changes, i.e. maturation defects (8 cases, 
i.e. 15 per cent), 

(a) In 4 reports the background showed alpha 
waves and runs of superimposed delta and theta 
waves; otherwise no abnormalities were recorded 
even by activation with hyperventilation. 

(b) In 3 patients the EEG revealed a normal 
background with short paroxysmal outbursts of high 
voltage slow waves on hyperventilation; these were 
bilateral but persistently more apparent on the right 
prefrontal and frontal regions. One patient had a 
strong positive family history of stammering. 

(c) In one patient, EEG hyperventilation showed 
an abnormal response with the slowing, was more 
apparent on the right side but sometimes shifting to 
the left especially in the frontal region. 

3. Diffuse changes, i.e. organic cerebral dysfunction (5 
cases, ie. 9 per cent). 

(a) In 4 cases there was diffuse cerebral dys- 
rhythmia (7 per cent), ie. bilateral diffuse high- 
voltage slow delta waves, distributed at random and 
with absence of alpha rhythm. In one of these cases a 
definite history of encephalitis was given by his 
mother. 

(b) In one case there was a temporal focus in the 
form of sharp waves with phase reversal element on 
the left side. Further investigations could not be 
done because of refusal of the family, but a plain 
X-ray for the skull was normal. 

4. Normal changes (29 cases, i.e. 54 per cent), The 
voltage of apha waves was higher on the left side in 
12 cases and on the right side in ro cases and in 7 
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cases it was equal on both sides (these results were 
not different from those found in the control group). 

The relationship between those cases with 
paroxysmal discharges in the EEG originating from 


the diencephalon associated with stammering can be 


accounted for by three explanations: 

(i) Chance combination—this is improbable as 
the incidence has a greater than chance probability. 

(ii) Stammering is caused by these paroxysmal 
discharges. But against this is the fact that stammering 
is a more or less constant condition, and rarely do we 

“find an epileptic who stammers; but epileptic dis- 
charge, when it is prevented from expressing itself in 

-van ordinary fit or in the classical EEG presentation, 

may implicate other neural pathways such as those 

- Subserving speech function, interfering with the 
latter function and producing stammering. 

(iii) Both the paroxysms in the EEG and stammer- 
ing are expressions of an underlying pathophysio- 
logical mechanism, i.e. a maturation defect and/or an 
unstable diencephalon, which is liable to produce 

-both EEG discharges and emotional disturbances 
which interfere with the speech mechanism. 

As regards those EEGs with slow alpha and theta 
waves (4 cases) and those due to over-reaction 
hyperventilation, we can consider them to have 
maturation defects in the EEG with occasional non- 
specific abnormalities. The mean IQ was 97. It 
seems that immaturity, low 1Q, non-specific EEG 
changes and stammering are all part of a process 
of faulty development which may be constitutionally 
determined but reinforced by environmental factors, 
This defect is not necessarily associated with a specific 


535 


pathological lesion, but it is dependent on high 
organized physiological deficits mediated through 
emotional pathways which may influence the flow of 
speech. When the individual is emotionally disturbed, 
this influence may be disturbed and lead to stammer- 
ing. On the other hand. cases with severe diffuse 
cerebral dysrhythmia are probably due to organic 
cerebral changes, a probability favoured by the 
relatively low mean IQ (83) in these cases, 

In short, there is a background of cerebral dysfunc- 
tion in many stammierers. Some stammerers are 
suffering from frank diffuse or focal cerebral path- 
ology, others are electroencephalographically and 
emotionally immature, We can. add to the various 
lines of treatment for stammering the antiepileptic 
drugs, especially in cases with paroxysmal changes in 
the EEG, or at least on an empirical basis. 
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A Survey of General Practitioners’ Referrals to a Psychiatric 
Out-Patient Service 


By A. Q. GARDINER, J. PETERSEN and D. J. HALL 


In recent years reports have shown that in 
psychiatric practice in this country short treat- 
ments with relatively brief interviews and much 
reliance on drugs are the rule (Carstairs and 
Bruhn, 1962; Sargant and Slater, 1964). That 
this is also true of general practice has been 
demonstrated (Cooper, 1965; Shepherd et al., 
1966). 

Because of the range of psychotropic pre- 
parations now available, large sections of the 
medical profession and the general public 
have come to regard these drugs as the answer 
to many social and emotional problems, and 
the G.P. is enabled to treat a wider range of 
mental ill health than before. Nevertheless a 
considerable number of people are referred for 
specialist routine out-patient psychiatric treat- 
ment. This paper examines such a group of 
patients, studying some of their characteristics, 
the treatment they received from their G.P. and 
their opinion and response both to this and to 
their referral. 


METHOD 

The patients studied comprised all first-ever 
referrals to the North-East Scotland Regional 
Out-patient Service, Ross Clinic, Aberdeen, 
over a period of one year 1965-66. Before every 
psychiatric consultation structured interviews 
were carried out by one of us (A.Q.G.) to gather 
data on the following four topics: 

(1) the patient’s attitude to referral; 

(2) characteristics of the general practitioner, 
his name, where he saw the patient, and 
the duration of treatment; 
characteristics of the treatment pre- 
scribed prior to attendance at the out- 
patient clinic, the patient’s adherence or 
otherwise to the treatment, and his 
opinion of its efficacy; 

kd 


(3) 


(4) any untoward events experienced during 
the treatment period. The definition of 
untoward events used was that of Finney 
(1965): ‘An event is a particular unto- 
ward happening experienced by a patient, 
undesirable either generally or in the 
context of his disease. The term is not 
limited either to recognized side-effects or 
to incidents that are in some sense un- 
expected’, 

To these data was added further information 
on the personal and diagnostic characteristics of 
the patients, taken from the North-East Scotland 
Psychiatric Case Register (Baldwin, Innes, 
Millar, Sharp and Dorricott, 1965; Hall, 
Robertson, Dorricott, Olley and Millar, 1973), 
and the number of years since the practitioner’s 
registration (G.P. experience), and the number 
of his partners. 


RESULTS 

The patients 

The study included 285 men and 384 women. 
Seventy-four per cent of both men and women 
were under the age of 45; the mean age was 35 
years for men and 36 years for women. The 
distribution of the population by diagnosis, 
showing the mean age by sex and the percentage 
of patients prescribed psychotropic drugs, is 
shown in Table I. Neurotic, character and 
behaviour disorders were the most common 
diagnoses. 


The general practitioners 

Table II shows the distribution of the patients 
by the sex of the patient and the experience of 
the G.Ps. Fifty-eight per cent of men and 62 per 
cent of women were referred by G.Ps of more 
than 20 years’ experience. The difference 
between the distribution by their experience of 
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Taste I 


Percentage distribution by diagnosis, with mean ages at 
referral and percentages prescribed psychotropic drugs 





of 
/o 














Patients Mean age prescribed 
Diagnosis (n==669) psychotro- 
Male Female pic drugs 
Schizophrenia 3 38 39 80 
Manic depressive 
psychoses .. 9 47 54 88 
Other functional 
psychoses .. I 40 53 88 
Disorders of 
ageing a 1 50 56 33 
Alcoholic states 4 36 43 34 
Character and 
behaviour 
disorders .. 19 28 29 50 
Neurotic de- 
pression .. 31 38 39 78 
Other neurotic 
states p 20 36 35 78 
Other es 12 30 24 46 
100 35 36 68 
Taste IT 


Percentage distribution of patients by experience of 
general practitioner 














General Regional Patients referred 
practitioner’s distribu- 
experience tion Males (Females 
(years) of G.Ps  (n=285) n=384) 
<r... T 20 15 13 
11-15 ta iH 12 12 
16-20 ar 15 13 12 
>20 .. ge 52 58 62 
Totals oF 98 98 99 





G.Ps in the region and that for the G.Ps of the 
patients referred was significant (x° == 15-10, 
df. = 3, p < -o1), more experienced G.Ps 
referring a higher proportion of patients. No 
difference was observed in the number of 
partners in a practice in relation to any other 
variable examined. 


The General Practitioners’ treatment before referral 
The distribution of the number of consulta- 

tions by sex is shown in Table ITI. Sixteen per 

cent of men compared with 31 per cent of 
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women. consulted more than eight times, this 
difference being significant (x? = 44°15, 
p < ‘oot, d.f. = 3). For both sexes, the number 
of consultations before referral for specialist 
treatment increased steadily with age up to the 
age of 65. There was little variation in the 
distribution of the number of consultations by 
the experience of the G.P. 

Table IV shows the distribution of the time 
from the patient’s first consultation with the 
G.P. to his first attendance at the clinic. Fifty- 
one per cent of men compared with 30 per cent 
of women were seen for less than one month 
before they attended. This tendency to refer 
men early was significant ( y? == 35:06, d.f. = 4, 
p < 001), and was preserved even when the 
age and diagnostic variations between the sexes 
were taken into account. The correlation be- 
tween the number. of consultations and the 
time from the patient’s first consultation with 
the G.P. to referral was0-755; only the former 
is therefore used in subsequent analyses. 


Taste TIT 


Percentage distribution of the number of consultations 
before specialist referral, by sex 


























No. of Male Female 

consultations (n==285) (n=384) 
BO 24 “a on 34 14 
2-4 H 48 35 37 
5-7 Aa = 7 10 
8+ i ia 16 31 
N/K ec 8 8 
Totals 100 100 

Taste IV 
Percentage distribution of the duration of consultations 
by sex 

Duration of Males Females 

consultations (weeks) (n==285) (n=384) 
<L? ees a 16 8e 
2-3 Be a 35 22 
4-7 we ie 13 15 
8-16 ice t 12 17 
>16 .. ae py 18 32 
N/K A Be 6 6 
Totals 100 100 
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When the location of the consultations was 
considered it was found that 26 per cent of 
women were seen at some stage in their own 
homes compared to only g per cent of men 
(x7 = 10°64, df = 2, p < -or). Again, this 
difference could not be accounted for by age or 
diagnostic variations. 


The use of psychotropic drugs 

Fifty-seven per cent of men compared with 
76 per cent of women were prescribed psycho- 
tropic drugs (x7 = 35°5, d.f. = 3, p < +001) 
(Table V}. Simple hypnotics were not regarded 
as psychotropic drugs in the context of this study. 
The number of such drugs prescribed increased 
with age both in men (x? = 34:6, d.f. = 6, 
p < -oo1) and in women (x? = 36-7, d.£ = 6, 


Taste V 


Percentage distribution of the number of psychotropic 
drugs prescribed by sex with mean age 




















No. of Males Females Mean age 
psychotropic (= (n==384) 
drugs 285) Males Females 
o 43 24 30 29 
I 30 28 gr t 37 
2 18 25 40 40 
3+ 10 23 44 40 
Totals 101 100 
Taare VI 


Percentage of the number of patients of G.Ps in each 
experience category who were prescribed one or more 
psychotropic drugs 





p < 001). The prescribing of psychotropic 
drugs was high in all diagnostic categories 
(Table ITT), but particularly so in the neurotic 
states and the functional psychoses. 

Analysis of the forms of treatment by the 
G.P., categorized as drugs, physical, psycho- 
therapy, advice, indicated the general reliance 
placed on psychotropic drugs. Sixty-three per 
cent of patients received these drugs as their sole 
treatment. The group of practitioners of 16-20 
years’ experience prescribed significantly more 
than their colleagues (Table VI) (x? = 4°27, 
df. = 1,p < +05). 


Drug defaulting 

Fifty-five per cent of both men and women 
seriously defaulted from the psychotropic drug 
regime; this rate varied little with age, In 
women, but not in men, the more drugs pre- 
scribed, the higher was the rate of default. 
Forty-five per cent of women on one drug 
defaulted compared with 63 per cent on three or 
more drugs (x? = 17°15, d.f. = 2, p < -oor). 


Untoward events 

Forty-eight per cent of men and 50 per cent 
of women declared that they had experienced 
untoward events. In the women, the number of 
untoward events increased with the number of 
psychotropic drugs presribed (Table VII) 
(x? = 17°44, df = 2, p < +001), but there 
was little variation with age. In men aged over 


Experience of G.P. Percentage 











<10 61 
Male LI~15 43 
patients 16-20 68 
> 20 57 
<10 68 
Female 11—15 80 
patients 16-20 85 
>20 73 
Tame VHI 


Percentage of the number of patients receiving each 


specified number of psychotropic drugs who declared 
untoward events by sex 











Males Females 
te =“ Wa 34 36 
2 aas es 60 49 
3+ e i 55 66 
Totals 149 151 





44, 61 per cent declared untoward events 
compared with only 406 per cent of younger men. 
Opinion 

Sixty-nine per cent of men and 66 per cent 
of women stated that they were satisfied with 
the treatment that they had received from the 
G.P. Whether or not they had been satisfied, 
64 per cent of men and 60 per cent of women 
welcomed psychiatric referral. There was little 
variation with age in either of these opinions. 


. 


The highest proportion of satisfied patients to 
whom drugs were prescribed were referred by 
G.Ps who had been registered for 11-15 years. 
In this group of patients 93 per cent of men and 
87. per cent of women were satisfied. These 
proportions were significantly different from 
the remaining groups (x? = 8:52, df = 1, 
p < or), 

. The experience of the G.P. made little differ- 
ence to the patient’s attitude to referral. Neither 
the number of consultations prior to referral 
nor the patient’s diagnosis had much effect on 
either the patient’s opinion of his treatment or 
his attitude to referral. 


Discussion 


In recent years, many studies into psychiatric 
morbidity in general practice have been 
published. Their varying results have made 
firm conclusions difficult to draw. Estimates of 
the proportion of patients at risk have ranged 
from 4-1 per cent (Ryle, 1959) to 13+2 per cent 
(Primrose, 1962) whilst calculations of the 
proportion of general practitioners’ consulta- 
tions for psychiatric conditions have ranged 
from 5 per cent (Logan and Cushion, 1958) to 
20 per cent (Finlay et al, 1954). From the 
reports available it may be concluded that 
between 10 and 20 per cent of the population 
attending their general practitioner are recog- 
nized to be suffering from some kind of psychi- 
atric disorder (Parish, 1971). 

Kessel (1960) and Logan and Cushion (1958) 
found that 10 per cent of patients with ‘con- 
spicuous psychiatric morbidity’ (Kessel) were 
referred to the specialist psychiatric services. 
Kessel and Shepherd (1962) have demonstrated 
a selective referral of young people from general 
practice to psychiatric out-patient services. 
Three quarters of the patients in the present 
study were under the age of 45, which supports 
these findings. In addition the relative absence 
of middle aged women from the present study 
of patients referred for specialist psychiatric 
treatment compared with the high numbers 
with psychiatric morbidity found in general 
practice also indicates selective referral (Kessel, 
1960; Cooper, 1966). 

In the present study, women were found to 
consult their G.P. more frequently and were 
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referred later than men. While this may reflect 
a reluctance by women to be referred it may 
also represent a greater willingness on the part 
of the G.P. to treat or tolerate women with 
psychiatric problems. On the other hand, 
G.Ps may find empathizing with men with 
psychiatric problems more difficult or they may 
recognize a greater therapeutic urgency in 
dealing with the traditional breadwinner. There 
were only 12 women G.Ps in the Region and 
no analysis by the sex of the G.P. was undertaken. 

Parish (1971) found that 13 per cent of the 
surveyed population. were prescribed psycho- 
tropic drugs by their G.P. during the year of 
study. The proportion increased with advancing 
age, and twice as many women as men received 
them. The present study showed that women 
were prescribed psychotropic drugs more often 
than men, and that. women received a greater 
total number of such drugs. This finding may 
be consequent upon the fact that G.Ps tended 
to treat women for longer periods before 
referring them, or it may indicate a greater 
willingness on the part of women to accept 
psychotropic drugs.. Prescribing increased with 
the age of the patient. All categories of G.P. 
prescribed very sparingly to young people of 
both sexes; this perhaps reflects a general 
professional caution in administering drugs 
which might in some way alter cerebral function 
or encourage dependence at an early age. 

A large proportion of patients treated with 
psychotropic drugs contacted their G.P. more 
than four months before attending the psychi- 
atric clinic. Further analysis of this group 
revealed no difference in their attitude to 
psychiatric referral from those who were referred 
earlier, but these patients may not necessarily 
have wished earlier psychiatric referral. 

Joyce, Last and Wetherall (1968), in a multi- 
variate analysis of G.Ps prescribing habits, 
found that not moré than 15 per cent of the 
variation could be accounted for by the Per- 
sonal attributes of the-G.Ps, but that in general 
higher educational qualifications and a holistic 
orientation were associated with a lower pre- 
scribing of drugs of all kinds. In the present 
study, G.Ps registered 16 to 20 years prescribed 
proportionately more psychotropic drugs than 


the other groups. It is of interest that their 


. 
. 
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early medical experience coincided with the 
introduction in the early 1g50s of the first of 
the contemporary psychotropic drugs. 

The rate of default of 54 per cent in drug 
taking accords with previous findings of 48 per 
cent in psychiatric out-patients (Wilcox et al., 
1965) and 50 per cent in general practice 
(Porter, 1969). The high level of drug defaulting 
produces many difficulties in both patient 
management and research. It cannot be assumed 
that once a drug is prescribed it will necessarily 
be taken by the patient as directed. This problem 
has been reduced in psychiatric hospital pre- 
scribing and drug administration (Watt et al., 
1973a, b), but remains a major problem in 
General Practice. Many failures and dis- 
appointments in psychotropic drug therapy may 
be due to individual patients defaulting from the 
prescribed regime. Gardiner and Hall (1971), 
reporting the results of drug monitoring from an 
in-patient series of psychiatric patients similar to 
those described in the present study, found a 
frequency of untoward events of 52 per cent. 
Further, the incidence was found to increase 
with the increasing number of psychotropic 
drugs prescribed (Hall and Gardiner, 1971). 
These findings were supported for the women of 
this out-patient series. 

To discover the reasons why G.Ps refer some 
types of patients and not others was not the 
object of this paper, which has merely observed 
and reported on those who are referred, but the 
subject is worthy of careful investigation. In 
psychiatry more than in any other branch of 
medicine there is probably a greater variation, 
at both ends of the distribution of severity and 
difficulty, in what the general practitioner is 
able and prepared to treat by himself and what 
he refers for specialist care. It might be sug- 
gested, therefore, that a rather different relation- 
ship and organization should exist between the 
general and specialist practitioners in the 
discyission and practice of the care and manage- 
ment of patients than is usual in non-psychiatric 
medicine, 


SUMMARY 
The 689 patients referred for specialist psychi- 
atric treatment were of low mean age (35 years), 


and neurotic and character and behaviour 


disorders were the most common diagnoses. 
Sixty-eight per cent were prescribed psycho- 
tropic drugs by their G.P.; 55 per cent of these 
failed to take their drugs as prescribed, and 50 
per cent declared untoward events. Women 
consulted their G.P. more frequently, were 
seen at home more cften, and were referred for 
specialist treatment later than men. Sixty-seven 
per cent of patients were satisfied with the 
treatment that they had received from their 
G.P. and 62 per cent welcomed psychiatric 
referral. 
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Personality Variables and Alpha Enhancement: 
A Correlative Study 


By T. A. TRAVIS, C. Y. KONDO and J. R. KNOTT 


INTRODUCTION 

Investigations into possible relationships be- 
tween EEG and personality traits began in 1935 
(Lemere, 1935), and have continued sporadic- 
ally (Saul et al., 1937; Gottlober, 1938; Lindsley, 
1938; Henry and Knott, 1941), More recently 
there has been a controversial British exchange 
(Savage, 1964; Fenton and Scotton, 1967; 
Broadhurst and Glass, 1969; Young et al., 1971). 

Several investigators (Mulholland, 1968; 
Kamiya, 1969; Nowlis and Kamiya, 1970; 
Brown, 1970; Travis ef al., 1973) have claimed 
that “control” of alpha (measured as increases in 
per cent time alpha) can be “learned” through 
biofeedback techniques. Kamiya (1969) stated 
his belief that “certain kinds of individuals” 
are better at “learning” alpha enhancement. 
This suggested to us the necessity for a structured 
investigation into such a relationship. 

The Eysenck Personality Inventory, which has 
been used by others to investigate resting alpha 
and personality variables (op cit), was chosen 
to define the independent personality variables 
of Extraversion and Neuroticism. These were 
then related to the following dependent mea- 
sures of alpha: (1) alpha emitted with eyes-closed 
during rest sessions (EC alpha index); (2) alpha 
generated with eyes-open during training (bio- 
feedback) trials (EO alpha index). 

Eyes-open alpha was used as a measure in the 
biofeedback situation because “eyes open” 
normally leads to alpha attenuation, and en- 
hancement should therefore be more readily 
detectable, ‘“Eyes-closed” alpha tends to be 
quitg constant for any individual (Davis and 
Davis, 1936), thus decreasing the possibility of 
demonstrating enhancement. 


METHOD 
Subjects were 45 students and employees (24 male; 
21 females), all unpaid volunteers. They were seated 
in a dimly lit, sound-attenuated room. 


Silver-silver-chloride electrodes were applied with 
collodion soaked strips of gauze: (1) 2 cm. above the 
inion (Q,); (2) on the right ear or mastoid; (3) at the 
vertex (C,); (4) above and below the right eye; 
(5) on the forehead (greund). 

The following leads were recorded, using a 
Grass Model 78 polygraph: (1) O,-ear/mastoid 
(alpha abundance); (2) C,-ear/mastoid (to detect 
drowsiness); (3) eye electrodes (to detect eye move- 
ment). Impedance was kept below 5 Kilohms. 
Occipital EEG was recorded by a Model 7P5 
amplifier, then filtered for alpha, RC integrated 
(Grass 7P3) and fed to level detectors which 
controlled a blue light serving as the feedback 
signal. 

The subjects were instructed to sit quietly with their 
eyes open until the beginning of the practice sessions. 
Criterion alpha was defined as follows: 0-07 to 0°13 
seconds or more of 8-13 Hz, activity which was 50 per 
cent or more of the amplitude of the maximum eyes- 
closed alpha observed during an initial calibration 
period. Subjects received the blue light feedback 
only when alpha equalled or exceeded this criterion. 
Subjects were instructed, identically, that the 
appearance of the blue light indicated the occurrence 
of alpha and that they should find a method which 
would keep the light om as much as possible. They 
received 5 eyes-open training sessions, each 10 minutes 
in length. After each eyes-open practice session, 
there was a 2-minute relaxation period with eyes 
closed. 

Forms A and B of the Eysenck Personality Inven- 
tory (EPI) (Eysenck and Eysenck, 1963) were used. 
About half of the males and half of the females each 
received forms A and B of this test, administered 
before any experience in alpha enhancement, and 
later graded by a person not involved in the study. 
All scores were converted into percentiles. 

Data analysis: The mean number of seconds of 
criterion alpha was recorded for both eyes-open 
training and eyes-closed rest periods, and scores 
during training and rest periods of the subjects with 
the 15 highest and 15 lowest percentile scores on the 

_Extraversion and Neuroticism scales were then 
compared. 
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RESULTS 
Eyes-closed (resting) alpha 


Eyes-closed alpha data for high and low 
_Neuroticism and Extraversion scales yielded no 
significant differences (type I ANOVA). 


_Liyes-open criterion alpha 

High and low subjects on the Extraversion 
scale did not differ significantly overall in 
amount of eyes-open criterion alpha produced 
during training (F = 1:1519; df. = 1,28; 
p < oʻr). However, a significant trials effect 
was seen (F = 19:8327; d£ = 4,112; p < 
otor). Subjects who had high Neuroticism 
scores produced significantly more eyes-open 
alpha during feedback than subjects who scored 


low on the Neuroticism scale (F = 7-8187; 
df = 1,28; p < 0-05) (Fig. 1). A significant 
change over trials was found (F = 15-2996; 


df. = 4,112; p < o-or. 
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DISCUSSION AND SUMMARY 


In the present study, the amount of eyes- 
closed alpha produced during rest period did 
not show significant change over trials, and it 
can be presumed that this provides a “baseline” 
measure of alpha abundance. There was no 
consistent relationship between personality 
characteristics and amount of spontaneous 
alpha between trials. 

The primary purpose of the present study 
was to examine relationships between a subject’s 
personality and his ability to modify his occipital 
alpha abundance by biofeedback techniques. 
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This presents a new approach to the examina- 
tion of relationships: between EEG and per- 
sonality traits. It was observed that subjects 
who score high on the Neuroticism scale of the 
EPI exhibit more eyes-open alpha in the feed- 
back setting than subjects with low scores on 
those scales. No differences were found relative 
to the Extraversion scale. 

The results suggest the possibility that bio- 
feedback control of alpha abundance may 
provide a physiological measure of certain 
personality traits. 
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ABSTRACT 


‘Steroid Psychosis’: A Case Report 


By N. BALOCH 


The occurrence of psychiatric complications follow- 
ing the administration of ACTH and corticosteroids 
is well recognized. Psychiatric disturbances usually 
take the form of euphoria or elation in mood. De- 
pression is less likely, and irritability or aggressiveness 
may occur. In about 5 per cent of cases:the alteration 
in mood may be accompanied by clouding of con- 
sciousness, delusions, hallucinations and disorienta- 
tion. This picture of an organic confusional state is 
“gaid to result from high doses and prolonged therapy 
with corticosteroids and ACTH. The latter is recog- 
nized to cause psychiatric sequelae more often than 
the corticosteroids (Truelove and Witts, 1959). 
Disturbances may appear within six to seven hours of 
initial therapy (Goolker and Schein, 1953), after 
prolonged administration, or even after complete 
withdrawal of the hormone therapy. 


Case REPORT 


A 41-year-old married man, a rubber moulder by 
occupation, was admitted to a psychiatric hospital 
with a history of disturbed behaviour at a rehabilita- 
tion centre for the physically handicapped. Appa- 
rently he had been admitted to this centre for treat- 
ment of his rheumatoid arthritis. 

On admission to the psychiatric ward he was found 
to be restless and overactive. He looked perplexed, 
his speech was disjointed and his thought processes 
were slow and tedious. His attention and concentra- 
tion were impaired and he had phases of clouding of 
consciousness. He exhibited delusions of grandiosity, 
ieg. that he had suddenly become famous, his name 
was all over the newspaper headlines and a television 
crew were making a film about him. Hallucinations of 
a visual and auditory nature were present; he could 
see ‘animals running across the lawn’ and ‘hidden 
cameras’ were clicking around him. All these features 
became more pronounced at night, and he had 
insomnia throughout the initial disturbed phase. 

Physical examination revealed swelling and tender- 
ness of the small joints of the fingers and the elbow, 
shoulder and knee joints. There were no positive 
signs in any other system. 

He gave a history of polyarthritis of four months 
duration which had been diagnosed as rheumatoid 
arthritis. He had been treated with phenylbutazone 
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100 mgm. t.d.s..it initially. Three weeks before his 
admission he was started on prednisolone 2-5 mgm. 
t.d.s. and he took this for a total of 12 days. However, 
he felt that his joints became more painful and was 
therefore advised to:tail off the steroids over the next 
few days. He recalled taking the last prednisolone 
tablet eight days before admission. 

Apart from previous operations for varicose veins 
and vasectomy, the patient had remained healthy 
throughout his life. There was no past history of a 
psychiatric disorder. 

The ‘patient’s mother: had. a N of crippling 
rheumatoid arthritis of 12 years duration. His wife 
had suffered from an obsessive-compulsive neurosis 
over a period of 14 years and had received various 
forms of psychiatric treatment. There were two sons 
of the marriage, aged 44 and 10. The younger son 
was mentally retarded and was- attending a special 
school. The patient had a good work record and had 
remained employed until the onset of his rheumatoid 
arthritis. 

The patient remained in the psychiatric ward for 
a total of 11 days during which he was investigated 
for a possible cause of the acute organic confusional 
state. All drugs were withdrawn and he was sedated 
with chlorpromazine 100 mgm. 6 hourly. Within 24 
hours he became mentally clear and correctly orienta- 
ted; he had a patchy amnesia for the events of the 
previous two days. 

Haemoglobin was found to be 11-1 G/dl, ESR 
66 mm./Hr; Blood urea 36 mg/dl. and fasting 
glucose level was 97 mg/dl P.B.I. was 4-9 pg./dl. 
and VDRL was negative. Urinalysis, EEG, X-ray 
chest and skull, revealed no abnormalities. The 
possibility of a psychosis associated with systemic 
lupus erythematosus. was considered (Heine, 1969). 
LE latex was negative and muscle enzymes were 
normal. RA latex was positive. 

He was restarted on phenylbutazone 100 engm. 
t.d.s, without any ill effects, and by a process of 
exclusion it was presumed that, in spite of the small 
dose and the short period ‘of therapy, corticosteroids 
were the most likely cause of the mental disturbance. 

The patient was then transferred back “to the 
rehabilitation centre. He stayed there two days, 
during which his shoulder joints became so painful 


ee bot 


546 


and immobile that he was given an intra-articular 
injection of methyl prednisolone 40 mgm. in each 
shoulder joint. This relieved the pain and he slept 
well that night. The following morning he was 
‘excitable and garrulous. His mood was elated and he 
became interfering, noisy, irritable and hostile to- 
wards the staff. He believed that a ‘miracle cure’ had 
been achieved and that he had suddenly come into a 
lot of money. His attention and concentration fluctua- 
ted from moments.of complete awareness to complete 
disorientation in place and time. Emotional lability 
was present. He mistook the other patients for his 
relatives and was ‘constantly running around in a 
half-dressed state; in fact he became so unmanageable 
that he had to be transferred back to the psychiatric 
hospital. Over the next 72 hours he was sedated in 
bed. with large doses of chlorpromazine, following 
which he became ‘mentally clear again. 

An EEG taken during this disturbed state was 


reported as being fluctuant between periods of 


relative normality. and left-sided slow activity which 
was present over a wide area but more prominent in 
the left parieto-temporal region. After 72 hours the 
EEG. had returned to normal, corresponding with his 
mental state. 

The diagnosis of an organic psychosis due to 
steroid administration was confirmed and the patient 
was advised. to. have alternative therapy for his 
rheumatoid arthritis. 

He was discharged after a stay of 16 days. 


Discussion 
In this case a small dose of a steroid preparation 
produced not just an alteration in mood but also an 
organic confusional state. 


STEROID PSYCHOSIS: A CASE REPORT 


Some authors. have-emphasized the predisposition 
towards. an affective psychosis’ in the premorbid 
personality, but Lewis and Fleminger (1954) did 
not find either this or ‘the history of a previous psy- 
chosis to be important.. The latter may complicate 
the picture, as a past history of affective psychosis 
may lead one to believe that one is dealing with a 
relapse of a functional disorder rather than with an 
organic psychosis. The alterations. in moad may be 
quite marked and the clouding of consciousness may 
be fleeting. A careful account of all physical illnesses 
and drug therapies should prove helpful. 

In conditions like systemic lupus erythematosis and 
multiple sclerosis. one bas to weigh the importance 
of continuing steroid or ACTH therapy against a 
continuing psychosis, Dose reduction with added. 
chlerpromazine may keep the more florid psychotic 
features in check. 


ACKNOWLEDGEMENTS 


I wish to thank Dr. Richard Fox and Dr. J. B. Millard 
for their permission to report this case. 


REFERENCES 


GooLKER, P. & Sosem, J. (1953) Psychic effects of 
ACTH and cortisone. Psychosomatic Medicine, 15s 
589-369. 

Heme, B. E. (1969) Psychiatric aspects of systemic lupus 
erythematosus. Acta Prychiatrica Scandinavica, 45s 307. 

Lews, A. J. & Fremincer, J. J. (1954) The psychiatric 
risk from corticotrophin and cortisone. Lancet, i, 983. 

Trugove, S. C. & Wrrers, J. L. (1959) Cortisone and 
corticotrophin in ulcerative colitis. British Medical 
Journal, ti, 390. 


N. Baloch, M.B., B.S., M.R.C.Psych., Senior Psychiatric Registrar, Severalls Hospital, Colchester, Essex 


(Recewed 24 August 1973) 


Brit, 7. Psychiat. (1974), 124, 547-53 


Sleeping Pills and Dream Content 


By HUGH FIRTH 


Almost all sleep-promoting drugs distort the 
natural pattern of sleep by suppressing rapid 
eye movement (REM) sleep, and cause a 
rebound to above-normal values on withdrawal 
which typically lasts about six weeks (Oswald, 
1968, 1969). Furthermore, barbiturates reduce 
the number of eye movements per unit time in 
REM sleep (Oswald et al., 1963; Baekeland, 
1967; Lester et al., 1968; Feinberg et al., 1969), 
with a rebound in eye movement (EM) pro- 
fusion on withdrawal (Oswald, 1970). Non- 
barbiturate hypnotics do likewise, also with a 
rebound in EM profusion on withdrawal 
(Allen et al., 1968; Lewis, 1968). 

There is evidence that even if individual EMs 
do not represent the dreamer ‘scanning’ his 
world, profusion of EMs is associated with 
experiences in which the dreamer is an active 
participant, rather than thinking, reflecting, or 
passively observing events (Dement and Wol- 
pert, 1958; Berger and Oswald, 1962; Molinari 
and Foulkes, 1969). Other variables in dream 
content have been shown to correlate with EM 
profusion: for example, Karacan et al. (1966) 
found rated aggression, and Takeo (1970) 
found that bizarreness, complexity, colour and 
distinctness correlated with high EM profusion. 
Nightmares have frequently been reported 
following drug withdrawal (e.g. Oswald and 
Priest, 1965; Hartmann, 1970), and it might 
seem that this was related to high profusion of 
EMs at this time. 

Carroll et al. (1969) predicted that barbi- 
turates should lead to more passive, tranquil 
dreams, and withdrawal to especially active and 
vivid dreams. They reported (with three 
subjects) that sodium amylobarbitone made 
more dreams passive and thoughtlike; all three 
sexual dreams occurred on withdrawal. Three 
other quantitative studies have examined drug 
effects on dream content. Whitman ef al. (1961) 
found that phenobarbitone increased the ex- 
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pression of homosexuality on a psychodynamic 
scale. Kales ef al, (1969) found that two non- 
barbiturate hypnotics: reduced dream un- 
pleasantness and detail; withdrawal led to the 
reverse effect. They and Morgan et al. (1970) 
recorded subjects’ dreams at home; Morgan 
et al. found that both amylobarbitone and 
nitrazepam reduced dream. hostility, but they 
suggested that the former effect could be due 
to poorer recall. 

The object of the present study was to extend 
and replicate that by Carroll et al. (1969). It 
was predicted that amylobarbitone and nitra- 
zepam would: 


1. Reduce the visual aspects of dreaming; 

2. Produce passive dreams with few activities 
and social interactions; , 

3. Make REM experiences more like non- 
REM sleep experiences—thoughtlike and 
less ‘real’ (Foulkes et al., 1966); 

4. Produce dreams with fewer aggressive and 
more friendly interactions, fewer un- 
pleasant and more happy emotions; 

5. On withdrawal produce very visual, active 
and unpleasant dreams. 


Mernop 


Twenty subjects each spent a total of either 7 or 11 
nights in the laboratory. The first two nights, with 
full electrophysiological: recording (EEG), were 
solely to adapt them to laboratory sleeping. On a 
further (‘adaptation’) night they were subjected to 
dream-recording procedures. Subjects were healthy 
male paid non-student volunteers aged 19 to 26 and 
abstained from alcohol and other medication 
throughout the experiment. Their mean scores on 
the MPI were within one standard deviation of 
population means (Eysenck, 1959). Subjects spent one 
week on baseline (placebo), one week on low dose, 
one on high dose, and one week on withdrawal 
(placebo). Drugs were 200 and 400 mg. amylobarbi- 
tone, 10 and 20 mg. nitrazepam, or placebo through- 
out. Subjects were assigned randomly, 8 each to 
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amylobarhitone and placebo, 4 to nitrazepam; the 
experiment was double-blind except for those subjects 
on nitrazepam, for whom it was single-blind. Pills 
were taken nightly before retiring. All subjects were 
recorded on the first night of each week (except that 
in the withdrawal week they were recorded on the 
second withdrawal night). Four subjects in each 
group were also recorded on the sixth night of each 
week, They were all woken twice on each of these 
nights, 74 min. from the start of their second and of 
their fourth REM periods, and their reports of any 
mental activity were collected by a standard taped 
interview; these were then transcribed and coded. 
The subject was asked for what was passing through 
his mind, for anything else, and for anything earlier. 
Then he was asked whether he had been thinking or 
dreaming, observing or participating, and whether 
he had mentioned all the people, had he had any 
emotion, was it everydayish or bizarre, was it real at 
the time, and had he seen the events. 

Besides these reports, every morning (both at home 
and in the laboratory) all subjects filled in visual 
analogue scales similar to those used by Oswald et al. 
(1971) to estimate the amount, and (for some 
subjects) quality, of the previous night’s dreaming. 
The latter 10 cm. line was given to the latter four 
subjects on both amylobarbitone and placebo, and 
ran from ‘very everydayish or boring’ to ‘very vivid 
or bizarre’ dreaming. Measurements of subjects’ 
marks were subsequently made to the nearest mm. 

Physiological recordings consisted of fronto-parictal 
and parieto-occipital EEG, submental electromyo- 
gram, and electro-oculogram from outer canthus 
and supra-orbital bipolar A.C. electrode derivations. 
All-night recordings were made at a paper speed of 
15 mm./sec., and sleep stages were scored in 20 sec. 
epochs by the erttena of Rechtschaffen and Kales 
(1968). To quantify tne profusion of EMs within 
the REM periods, the number of 2 sec. epochs with 
rapid EM was counted for the 5 min. before each 
awakening; this can be regarded as a measure of the 
physiological ‘intensity’ of the REM period. The 
reliability of the number of 2 sec. epochs with EM 
was 0-98 (Pearson product-moment correlation 
coefficient for 20 records rescored after 6 months). 

The dream content was analysed by three different 
methods: ratings of the whole report, content analysis, 
and s@ores on the psychodynamically oriented scales 
of Saul et al. (1954) and Whitman et al. (1961). 
Dreams were rated as visually active or passive by an 
experienced, ‘blind’ psychiatrist on criteria of Berger 
and Oswald (1962). He also rated them for sexiness, 
anxiety and psychotic thinking, and lastly tried to 
guess whether each came from baseline, drug, or 
withdrawal conditions. Ratings were also made on 
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the Dreamlike Fantasy scale of Foulkes et al. (1966); 
this is an eight-point scale ranging from o (nothing 
recalled, believes nothing was happening) to 7 
(visual, bizarre experience, real at the time), Content 
analysis followed the system of Hall and Van de 
Castle (1966) (corrections for report length were not 
applied since this did not differ between conditions). 
This system details the type and number of characters, 
activities, social interactions, emotions, success and 
failures, good and misfortunes, etc. in the dream. 
The psychodynamic scales scored hostility, anxiety 
and heterosexuality in both manifest and latent 
content. Dreamlike Fantasy scale ratings, psycho- 
dynamic scoring and content analysis were done by 
the author from the coded reports some months after 
dream collection. All the reports from 12 of the 
subjects (those who were recorded twice each week) 
were scored on the content analysis scales independ- 
ently both by the author and by an experienced, 
‘blind’ judge who was also unaware of the psychi- 
atrist’s ratings on these reports, 

Inter-rater reliability for the Dreamlike Fantasy 
scale was 0-96 (Pearson product-moment correlation 
for 24 reports scored by a. third judge); for the 
number of characters and activities it was o-g0 and 
ogr (for 62 of the reports content analysed by the 
second judge and the author). For the active-passive 
ratings there was 75 per cent agreement for 24 reports 
between two judges. Saul et al. (1954) quote mter- 
rater reliability of the hostility scale as 0-03. 

Analysis for the physiological data and the number 
of characters and activities in each dream was by 
repeated measured analysis of variance. using 
separate error terms for each F test as recommended 
by Graham (1970). Friedman two-way analysis of 
variance (Siegel, 1956) was used for the psycho- 
dynamic scale scores. Analysis of other dream content 
measures was by chi-square or the sign test (Siegel, 
1956). 


Resu.ts 


Physiological effects of the drugs were as 
expected. On the other hand drug effects on 
the dreams were almost entirely contrary to 
prediction: the drugs only affected dream con- 
tent minimally. 

On the adaptation night, half the wakenings 
failed to produce recall of any content; on 
subsequent nights only 6 per cent of wakings 
gave no-content reports. Time of night had a 
significant effect on dreaming, Fig. 1 shows that 
later in the night there were more dreams 
scoring 6 or 7 on the Dreamlike Fantasy scale of 
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Foulkes et al. (1966): dreams were more realistic 
- later in the night (p < 0-01, sign test). 


Drug effects on eye movements 
Both drugs greatly reduced profusion of eye 
movements (Fig. 2 and 3). These effects were 
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highly significant (p < 0-001, F test), and very 
large in magnitude. Eta (a form of correlation 
coefficient, Cohen, 1965) was 0:83 between EM 
profusion and drug conditions for amylobarbi- 
tone, and 0-89 for nitrazepam. 


Drug effects on dreams 

Drug effects were largely contrary to pre- 
dictions. Whereas the profusion of EMs was 
greatly reduced by the two active drugs, dreams 
were rated just as visually active on drug as on 
baseline (Figs. 2 and-3)..None of the psycho- 
dynamic scales showed any effect, nor did the 
psychiatrist's ratings for anxiety, sexuality or 
psychotic thinking, The experienced judge was 
unable to guess better than chance which dreams 
were collected under baseline, which under 
drug and which under withdrawal conditions. 

However, nitrazepam did reduce the number 
of bizarre dreams, as reported by Oswald et al. 
(1973). Withdrawal led to an exceptionally 
large number of bizarre dreams on the Dream- 
like Fantasy scale of Foulkes et al. (1966) (p < 
otoo, chi-square). Amylobarbitone, on the 
other hand, had.no effect on this aspect of 
dreaming. These résults are illustrated in Fig. 4. 

PLACER AMYLONAROITONE WITRAZE PA 
LE LEJ LELI 
“fa 
REPORTS 


WIR aay 
CONTERT 





on 


i 


BASELINE WITHDRAWAL 
DRIG 





t i Bt 
BASELINE FLACERO BASELINE ; a ea 
Ri 


{PLALEROIPLACEBO 


Fic. 4.~—-Nitrazepam, but not amylobarbitone or placebo, 
affects the number of dreams rated bizarre on the scale 
of Foulkes et al, (1966). 


On the Hall and Van de Castle scales (1966), 
there were no drug effects on the number. of 
activities, social interactions, emotions or other 
scales, except two, ‘The number of characters in 
each dream was reduced by amylobarBitone 
from a mean of 3-4 per dream to 2-7 on drug, 
with 4:7 on withdrawal (p < 0-05, F test). 
This effect of amylobarbitone on the number of 
characters can be expressed as a correlation 
coefficient eta (Cohen, 1965). of 0-61. Nitraze- 
pam had no such effect. Nitrazepam did reduce 
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the number of dreams with specific looking or 
watching activity on the part of the dreamer as 
scored on these scales {p < 0-05, chi-square), 
but examination showed that there was no 
relation with the EM profusion in the appro- 
priate REM periods. Amylobarbitone had no 
such effect. Such activities on these scales were 
in any case infrequent, occurring in only one 
third of dreams. 


Subjective estimates 


There were wide individual variations in the 
effect of the drug on subjective estimates of 
dreaming: some showed decreased dreaming on 
drug, some showed increased dreaming on 
withdrawal, others showed no effects of the 
drugs. One subject reported some very vivid, 
aggressive dreams while he was on amylobarbi- 
tone. When results were pooled across subjects, 
those on amylobarbitone showed no particular 
effect of active drug, but there was a striking 
rise in the vivid and bizarre quality of dreaming 
on ‘the first withdrawal night as assessed by 
morning ratings (the first withdrawal night was 
spent at home). This effect is shown in Fig. 5. 

Further, two subjects spontaneously reported 
nightmares at home on their first night of 
withdrawal from 400 mg. of amylobarbitone. 
Apart from being asked to mark the visual ana- 
logue scales, subjects were not asked questions 
about their home dreams; debriefing showed 
that subjects were not aware that the design 
involved: withdrawal: One subject insisted that 
his nightmare had ‘nothing to do with the pills’. 
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Fic. §.~—The effect of amylobarbitone withdrawal on 
morning ratings by subjects of the quality of cach night’s 
dreaming. Ratings were on a visual analogue scale 
described in the text. Days are counted from the first 
adaptation night. Data from four subjects. 
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Discussion 


At first sight these results suggest that REM- 
suppressant hypnotics have very little effect on 
dreaming. Such a conclusion seems justified 
within the experimental situation, but the 
nightmares at home and the subjective estimates 
imply factors operative in clinical use which 
may be important when these sleep-promoting 
medications are reduced or withdrawn. 


Other explanations for the results 


Before proceeding further, it is necessary to 
examine the validity of these results in the light 
of previous work. Carroll et al. (1969) reported 
that amylobarbitone made REM experiences 
both passive and conceptual. This was not 
found in the present study. Closer examination 
of Carroll’s raw data (Carroll, 1969), however, 
showed first that there were no differences in 
active or passive dreaming between the active 
drug night and a final baseline night. Analysis 
of his results from the Dreamlike Fantasy scale 
showed a critical effect to be that no dreams on 
drug were ‘real at the time’. These points lead 
to a different interpretation: it is the ‘reality 
value’ which is affected by the drug. 

The fact that profusion of EMs was reduced 
by both drugs and accentuated on withdrawal 
(Figs. 2 and 3} shows that sampling of the 
conditions was adequate. The demonstrated 
existence of experimental effects in previous 
studies shows that all the dream content mea- 
sures are sufficiently sensitive. This is clearly 
true for the Dreamlike Fantasy scale, as it 
detected time of night differences (Fig. 1). 

Cohen (1965) has pointed out that the power 
of most tests as commonly used is very poor: 
i.e. the tests are unlikely to detect differences 
from the null hypothesis with the samples used 
even if such differences exist in the populations. 
Was power adequate in this experiment? The 
probability of detecting an effect size (Cohen, 
1969). one third or one quarter the magnitude 
of the drug effect on EMs was 0-83 for such 
measures as the number of activities in each 
dream. For dichotomous variables such as the 
number of active dreams, the power of chi- 
square for a comparable effect size was 0-84. 
Thus tests and sample sizes were adequate to 
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detect effects much less than the effects of the 
. drugs on EM profusion. 


Interpretation of the results 

An experienced judge could assign the reports 
to ‘the drug conditions no better than chance; 
the drugs did not make dreams less visually 
active, and there were few other drug effects on 
dream céntent. These results are consistent with 
conclusions such as those of Jacobs et al. (1972), 
that dream content is mostly unrelated to EMs 
in REM sleep. 

Such effects as there were on dream content 
are, however, interpretable as effects on the 
quality of thought processes in sleep. Although 
some specific predictions were not confirmed— 
that drug dreams would contain more friend- 
liness and happiness, success and good fortune 
(Trinder, personal communication)—neverthe- 
less nitrazepam, a minor tranquillizer as well as 
a hypnotic, reduced the number of bizarre 
dreams, and withdrawal accentuated them. 
The results of Carroll et al. (1969) have been 
interpreted as showing that amylobarbitone 
made dreams less ‘real’; its withdrawal might 
be expected to have the opposite effect. Pre- 
vious work with hypnotics (Kales et al., 1969; 
Morgan et al., 1970) showed that those drugs 
reduced dream unpleasantness and hostility. 
Ogunremi et al. (1973) have shown that with- 
drawal of amylobarbitone or a minor tran- 
quillizer produced increases in night-time 
plasma corticosteroids as well as in self-rated 
anxiety. These effects all point to the idea that 
hypnotics may affect the quality of dreaming or 
thought processes at night. 

In this experiment, REM. periods were 
interrupted and therefore were shorter than 
they normally would be. If uninterrupted, 
REM periods are abnormally long after with- 
drawal of hypnotics. Foulkes (1966) showed 
that as REM periods increase in length dreams 
become more unpleasant, emotive, hostile and 
anxious. When patients or subjects on with- 
drawal from hypnotics sleep uninterrupted at 
home, these consequences of longer REM 
periods would thus be expected to intereact 
with the effects of hypnotic withdrawal per se on 
the quality of dreams. One would therefore 
expect that at home withdrawal dreams would 
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be especially unpleasant and anxiety-filled. 
Further, Lewis (1969) has shown that people 
perceive their sleep as worse than it is, when 
they are withdrawn: from hypnotics. In the 
light of this, it seems hardly. surprising that 
nightmares were reported by subjects at home 
after withdrawal from amylobarbitone. Thus it 
would not appear to be a high profusion of 
EMs that is the condition for the nightmares 
following drug withdrawal frequently reported 
in the literature. 


GONCLUSION 

It is concluded that although these hypnotics 
greatly reduce eye movement in REM sleep 
they scarcely affect the visual aspects of dream- 
ing. These hypnotics do not affect the activity 
of the dreamer or other characters in his dreams. 
The drugs, however, do affect to some extent 
the quality of sleeping thoughts and dreams. 
Thus they may lead to more everydayish 
dreams. This and other studies indicate that 
withdrawal of hypnotics makes dreaming vivid, 
bizarre and possibly unpleasant and full of 
anxiety. REM periods were interrupted in this 
experimental situation. When withdrawal takes 
place at home in clinical situations, these effects 
will be accentuated by the especially long REM 
periods which occur during withdrawal of 
hypnotics. 


‘Summary 


It was predicted that amylobarbitone and 
nitrazepam would make dreams less active, 
and withdrawal would make them especially 
intense. Dream reports were collected from 
subjects before, during and after chronic 
administration of either of the two drugs. or 
placebo. Dreams were rated as conceptual or 
perceptual, and as visually active or passive. 
They were also rated for hostility, anxiety, 
sexuality, psychotic thinking, bizarreness and 
degree of reality. A variety of other measures of 
content were made, such as the number of 
characters, activities, social interactions and 
emotions in each dream report. An experienced, 
‘blind’ judge tried to assign reports according to 
whether they came from baseline, drug or 
withdrawal conditions. Subjective estimates of 
dreaming were also collected. 
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Contrary to prediction, dreams were virtually 
indistinguishable under the three conditions. 
Two effects were that nitrazepam made dreams 
everydayish and its withdrawal made them 
bizarre, and withdrawal of amylobarbitone 
produced exceptionally vivid dreaming and 
nightmares at home but not in the laboratory. 
Consideration of the results suggests that these 
hypnotics affect the quality of thought processes 
in sleep, and that in clinical use their withdrawal 
would be expected to produce unpleasant, 
anxiety-filled dreams and nightmares. 
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Assessment of Neurotic Symptoms in Irish Female Patients* 


By M. J. KELLEHER and J. R. M. COPELAND 


The purpose of this short paper is to draw attention 
to the higher scores on neurotic scales found by the 
authors in Irish female subjects in three separate 
comparative studies of different categories of Irish 
and British hospital patients, using three different 
instruments for enquiry. 


METHOD 


Sections M-R of the Cornell Medical Index, and 
the Leyton Obsessional Inventory (L.O.I.) were 
used to examine patients admitted to orthopaedic 
wards in Cork and London hospitals following 
accidents, and the average scores compared. The 
exact method is detailed elsewhere (Kelleher, 1972). 
The Cornell Medical Index (Sections M-R) scores of 
Irish-born and British-born male and female patients 
attending the Maudsley out-patients department for 
the first time in 1968 and part of 1969 were also 
examined and their average scores compared. 
Lastly, the Present State Examinations recorded on 
21 female patients, selected because each was 
diagnosed as having an affective disorder by the 
U.S./U.K. Diagnostic Project, from among 57 
consecutive mental hospital admissions in Cork, 
were analysed and compared with 55 British female 
patients, who were similarly examined, diagnosed 
and selected from 174 random mental hospital 
patients admitted in London. The details of the 
method have been described (Kelleher and Cope- 
land, 1973). 


REsuLts 

Cork-London comparison of orthopaedic in-patients. Irish 
female patients had higher C.M.I. (Sections M-R) 
scores than either British females (p < -oor) or 
Irish males (p < -o2) (Table I), The highest scores 
on the G.M.L, and on the L.O.L, were obtained by 
Irish women living in rural areas (Table IT). 

Maudsley out-patient. comparison, Yrish-born female 
out-patients had higher C\M.I. scores than either 
British-born female (p < -o1) or Irish-born male 
out-patients (p < +02) (Table IT). 

Cork-London comparisons of mental hospital admissions. 
Irish female admissions diagnosed as affective dis- 
order by U.S./U.K. Diagnostic Project, had higher 
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Taare I 
High average Cornell scores (Sections M-R) of Irish female 
patients compared to British female and Irish male patients 











Average Proba- 
No. score t= bility 
Orthopaedic in-patients 
Irish females... 22 19°91 3-6442 P< -oor 
British females .. 29 779 
Irish females 22 19°91 g'4201 P< -o2 
Irish males sy 5i ggi 
Psychiatrie out-patients 
Irish females .. 23 25-210 2-6t1r p< -o1 
British females .. 298 igoz; 
Irish females... 23 «25°21 2'5402 p< -og 
Irish males tse 40 1807 
Tarte H 


Obsessional symptom, trait and Cornell scores by place of 
dwelling of Irish and British women 














Dwelling place 
Smali Cork 
Rural town City London 
Number: 7 8 7 29 
Mean symptom score 24°42 1800 15°00 13°79 
Mean trait score 19°57 32°00 roig 9'98 
Mean Cornell score 16-57 r250 roo 7°41 





scores on those scales derived from P.S.E. covering 
obsessions (p < +05) and anxiety on examination 
(p < +05), than their British counterparts in London 
(Table HT). 


CONCLUSION 


These results are reported because although 
different selection factors were at work in nominating 


* This work was supported in-part by Grant MH og191 
from the National Institute of Mental Health, Washing- 
ton D.C., U.S.A. 
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Taste IHI 
Sections scores ( from P. S. E.) that discriminated between Irish and British female afute 

















Great Britain (N = 55) = Ireland N= ai) 
z SERA T Pp 
x S.D. Š S.D.. 
0 Anxiety OJE o a rG 
Obsessions... ae “60 
(Over activity symptoms a 2:60 
3 Tasigh t . T 1-70 





oO Indicates higher in Irish. 
+, Indicates higher in British. 


~ subjects for inclusion in these three studies, Irish 
female patients emerged with consistently higher 
neurotic ‘scores on the three instruments used for 
- examination. These findings donot prove that 
“neurotic illness is commoner among Irish female 
patients, nor do they indicate. that the community : 
prevalence of neurotic symptoms in women is likely u. g smile rss R M, (i ie Psychiatric diagnosis 
to be greater in Treland than elsewhere. They do, in. Cork and: Lone t Joumal z Trish “Medical Associa- 
however, suggest caution in interpreting the scores tion (in press). o 
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Childhood Psychopathology and Psychotic Phenomena 
in Adults 


By THOMAS FREEMAN 


The tendency of adult and child psychiatrists 

to go their separate ways has led to neglect of 

_the common ground which exists between the 
psychopathology of childhood and that of the 

“psychoses ‘of adult life. The purpose of this paper 
is to rekindle interest in what once was regarded 

as an important field for research into the 

psychoses. In this paper the phenomena which 

are to be found in children who suffer from 

neurotic disorders, ‘borderline’ states and psy- 

choses will be compared with the signs and 

symptoms of adult psychoses and the significance 

of the similarities assessed. In both children 

and adults the data to be presented consists of 

the symptomatology observable at the onset of 

the illness and the phenomena which appear 

during the course of the illness and during 

psychotherapy. 


DELUSIONS AND PHANTASIES 


I 

In adult psychoses a great variety of delusions 
are to be found. They mostly appear during 
acute phases of the illness which may be at the 
onset, at relapse or even in chronicity. Usually 
they disappear, to be followed either by a 
remission of the illness or by a defect state or by 
personality deterioration. Grandiose delusions 
are commonplace in adult psychoses; they 
represent the fulfilment of wishes. Apart from 
those patients who believe that they are en- 
dowed with extraordinary physical and mental 
powers there are others who assert that they 
possess a special quality or capacity. There are 
also a®*number of other delusions which again 
must be regarded as being of the wish fulfillment 
type. Unmarried and unattached patients claim 
that they have spouse and family or have a 
lover from whom they have been forcibly 
separated. There are others who deny their 
parentage and insist that they are of royal or 


. 


noble birth. Occasionally male patients are 
seen who believe that they have given birth 
to children. 

Although a great. variety of persecutory 
delusions have been described, they can all be 
derived from three fundamentally different 
forms of content. First there are those patients 
who complain they are under constant sur- 
veillance. There is no rest from this observation 
which proceeds day and night. Privacy and 
personal freedom is intruded upon either subtly 
or in a destructive manner. Every thought, 
feeling and act of the present and of the past is 
recorded and broadcast through wireless and 
television. Second are those who maintain that 
persecutors attack their bodies, cause bodily 
mutilation, inflict discomforts and symptoms of 
all kinds either through poison, radioactivity 
or other mysterious means. Third, there are 
those who state that persecutors interfere with 
their bodily functions and mental life. Affects, 
sensations, intentions and actions are initiated 
against their will. In every case these mental 
events are claimed by the patient to be foreign 
to his natural inclinations. These are the ‘made 
phenomena’ (Jaspers, 1913) and comprise 
aggressive and sexual affects and alterations in 
sexual and personal identity. 


I 


Delusional phenomena are among the less 
common manifestations of childhood psycho- 
pathology. When they occur it is in those later 
periods of childhood which approximate to the 
period of puberty and adolescence. In early 
childhood phantasies have the quality of reality 
and in that sense bear a striking resemblance to 
the delusions of the adult patient. In later 
childhood phantasies are recognized as a pro- 
duct of imagination, but this insight is momen- 
tarily lost when they occupy the centre of 
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* 
attention as is so frequently the case when they 


are of a frightening or pleasurable nature. 

o In healthy and neurotic children phantasies of 

<a- wish-fulfilling kind can be observed during 
_ play and conversation. The young child lives 
out his. phantasies, believing, for example, that 
he is a horse, an aeroplane or a motorcar with 
all their appropriate characteristics. He does 
` not think it out of the way to endow inanimate 
objects and animals with ideas and feelings 
identical to his own and to join in conversation 
with them. The child has no difficulty in 
believing himself to be the courageous soldier, 
the brilliant footballer, doctor, nurse or mother 
and sustaining the belief until the end of the 
game. 

Typical of the wish-fulfilling phantasies of 
neurotic children are those described by Anna 
Freud (1936). She quotes the case of a little boy 
who. said that he possessed a lion who only 
obeyed his commands and terrified everyone 
else. In another instance a child phantasied 
that he had tamed a number of fierce animals. 
When a thief tries to shoot him the animals 
protect him, catch the culprit and punish him. 
Nagera (1970) describes the case of a four 
year old boy who said he had as friends a 
crocodile and a tiger. During psychoanalytic 
treatment he would try to kick or hit the analyst. 
Soon after these attempts the child became 
frightened; at this point he would warn the 
analyst that his two friends, the crocodile and 
the tiger were there to protect him. 

Apart from such commonly occurring wish- 
fulfilling phantasies there are others of a most 
specific kind which make their appearance 
during psychoanalytic treatment and psycho- 
therapy. Of particular relevance in the present 
context is the phantasy of the imaginary com- 
panion. This phantasy is most commonly found 
at two different periods of childhood—early, 
about the age of two and a half to three, and 
later at the ages of nine and a half to ten. 
Nagera has given a detailed account of these 
imaginary companions and their characteristics. 
The ‘companions’ are most often human, but 
can be elves, fairies, dolls and animals. The 
imaginary companions ‘ . . . play a most active 
role in the household . . . some children demand 
a place at the table or in the car for their 
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interfere with’ such activities as going out, 
eating or sleeping’. To the observer the com- 
panion seems to take up an actual space in the 
child’s environment. 

Children make use of the companion in many 
different ways. Sometimes a child reports 
that the companion is critical of his behaviour, 
asking him (the child) why he is so naughty and 
threatens punishment. In other instances the 
companion is blamed by the child for his 
misdemeanours. ‘The child will excuse himself, 
saying that the companion told him to speak or 
act in the way that incurred the displeasure of 
the parents. Imaginary companions appear in 
healthy children and this has been reported on 
by numerous writers (see Nagera, 1970). How- 
ever their presence reflects considerable mental 
pathology when the companion is used to assume 
responsibility for sexual (masturbatory) and 
sadistic preoccupations and actions. 

Children who. claim that the companion told 
them to behave in socially unacceptable ways or 
provoked ‘bad’ thoughts only differ from adult 
patients who demonstrate ‘made’ phenomena 
with respect to insight, and this does not permit 
a satisfactory differentiation to be made 
between the two categories. In some children 
there is recognition of the phantasy nature of 
the companion and the way in which it is being 
used (ie. to attribute responsibility). In others, 
particularly in ‘borderline’ states, the child’s 
insight is partial or absent. Lack of insight 
characterizes the adult patient, but even here, 
particularly during «psychotherapy, there are 
periods when he can assume responsibility for 
his wishes, thus making the persecutor super- 
fluous. 

Two other phantasies wich i in their origins 
are closely related to the imaginary companion 
are the ‘family romance’ (Freud, 1909) and the 
phantasy of having a twin. Both these phantasies 
are found in children over the age of six. The 
content of the ‘family romance’ arises frem the 
wish for new parents. These new parents have 
special qualities admired by the child. The 
real parents are renounced. This phantasy has 
many variations which are determined by the 
child’s family situation and his inner reactions 
to it. The phantasy of having a twin (Burling- 
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ham, 1952) is similar to the imaginary com- 
panion. Ideas, wishes and feelings are shared 
and the twin serves many of the uses described 
for the imaginary companion. 

The family romance is often found as a 
delusion in adult patients. It presents in either a 
fully or a partially developed form. In the former 
the patient claims that she is, for example, a 
princess, and refuses to acknowledge her parents. 
In the latter the patient denies that his parents 
are his real parents. In spite of the absence of the 
positive features of the phantasy, these partial 
forms display one or more of the features of the 
childhood family romance. The real father is 
hated as well as renounced and accused of 
criminal acts, while the mother is condemned for 
alleged promiscuity. 

The last wishful phantasy of childhood to be 
described is one which occurs in the early child- 
hood of boys—in healthy as well as in neurotic 
individuals. It appears somewhere between the 
ages of two and four. It is the phantasy of bear- 
ing a child (Jacobson, 1950). Unconscious preg- 
nancy phantasies are not only commonplace in 
adult males, both healthy and neurotic, but 
delusions with this content are to be observed 
in adult psychotic patients from time to time. 
Such ideas are often part of a grandiose omni- 
potent delusional complex. 

The anxieties of early and late childhood are 
very similar to the persecutory fears of adult 
patients. The content and intensity of the 
childhood affect usually distinguishes that which 
is to be regarded as within the limits of normal 
from the morbid. At different periods of child- 
hood different kinds of anxiety-provoking 
phantasies make their appearance. Apart from 
fears of doctors and dentists, which often have 
some reality basis, there are fears of the world 
coming to an end, fears of being poisoned, fears 
of bodily mutilation, fears of blindness and 
disease and fears of annihilation. When these 
phantasies are vividly experienced reassurance is 
of litt help in alleviating the sense of panic. 

Frightening phantasies are best observed in 
children whose fears are of such an intensity as 
to require psychiatric treatment. Illustrative are 
children whose phantasy comprises the fear of 
being bitten by an imaginary or real person, by 
an animal or some other creature. A little girl 





° 
° 


CHILDHOOD PSYCHOPATHOLOGY AND PSYCHOTIC PHENOMENA IN ADULTS 


of two and a half years of age would, out of fear 
of being bitten, sit for hours in a crouching 
position making grunting noises. At night she 
would wake up screaming that she was being 
bitten by a dog or a cat. Even when playing 
with a doll she was afraid to put her finger near 
the doll’s mouth (Sperling, 1952). In another 
case (Furman, 1956) a girl of three and a half 
years of age whose speech and motor “develop- 
ment seemed to be arrested expressed similar 
fears during treatment. She was afraid a man 
had bitten and damaged her genitalia. 

During the acute psychotic attack in an adult 
persecutory ideas may appear whose content 
consists of the fear of being bitten by phantasy 
figures. A young man of 19 years of age was 
terrified by the thought that he would be bitten 
by what he described as hermaphrodites. This 
would turn him into a woman. In another case 
a youth of 18 became acutely ill when he 
observed blood on a calf’s tongue. He feared 
that the cow he was working with would bite 
him. This was succeeded by a phantasy in which 
a vampire sucked his blood in the night and in 
so doing removed his masculinity. 

The delusion of being turned into a woman 
by a persecutor is common in adult male 
psychotic patients. This idea causes intense 
anxiety, particularly when the patient experi- 
ences homosexual desire or when there is aware- 
ness of bodily sensations identified in the patients 
mind as feminine. Again such persecutory ideas 
have their counterparts in the phantasies of 
some boys around the age of six to eight. These 
children fear that they may turn into girls. 
Except in a few instances such phantasies 
gradually disappear from consciousness. 

In children who suffer from ‘borderline’ 
states and psychoses acute anxiety follows 
phantasies of bodily destruction, disease and 
injury to the genitalia. A girl of eight and a half 
years of age (Elkan, 1973) phantasied that she 
had a poisonous pimple at the entrance to her 
vagina. This spread poison throughout her body. 
She phantasied that doctors performed opera- 
tions on her genitalia. She also had phantasies in 
which she was beaten, tortured by radiation and 
starved. All these ideas caused intense anxiety. 

The phantasies of this young patient can be 
compared to the persecutory delusions of a 
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middle-aged woman. She complained that she 
was tortured and beaten every night; she said 

that her genitals were interfered with during 
sleep. The child’s belief that poison spread 
‘through her body is identical with a delusion 
‘frequently found in long-standing cases of 
psychosis, In the adult patient the poison, it is 
alleged, was introduced into the body by a 
doctor ðr dentist, resulting in bodily disease. 


PSYCHOMOTOR PHENOMENA 
I 


In adult psychosis the concomitants of psycho- 
motor overactivity vary from case to case. In 
some elation is the predominent affective state, 
in others it is depression with or without 
anxiety. Where there are delusions they repre- 
sent the fulfilment of wishes. A common accom- 
paniment of psychomotor overactivity is en- 
hanced sexual desire which leads to frequent 
masturbation, exhibitionism and promiscuity. 
Other people are treated merely as vehicles for 
the satisfaction of needs. Disappointment results 
in anger and physical violence. 

The other category of psychomotor pheno- 
mena to be found in adult psychoses is the 
catatonic symptom-complex. This includes hy- 
pertonia of the limb musculature, postural 
abnormalities (postural persistence), negativism, 
catalepsy, ambitendency and forms of motor 
(repetitive) perseveration. The motor pheno- 
mena are parallelled by such psychical mani- 
festations as thought blocking and perseveration 
of speech content. 


I 


z -Psychomotor overactivity has been reported 
in children whose abnormal mental states have 
been classified as ‘borderline’ and psychotic. 
In the ‘borderline’ condition mental develop- 
ment may have proceeded normally and then 
been interrupted with the simultaneous appear- 
ance of symptoms of which the outstanding 
features are excitement and motor restlessness. 
In the eight year old child described by 
Elkan (1973) continuous movement and rest- 
lessness was accompanied by the dramatization 
of exciting phantasies which had an omnipotent 
and sadistic content. The self was overvalued in 
a way no different from that found in adult 
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patients suffering from mania. Like the manic 
patient, she gave free expression to sexual 
feeling through masturbation, genital exhibi- 
tionism and attempts. to seduce the psycho- 
analyst into sexual play. Disappointment in this 
respect and failure to relieve tension led to 
anger and rage. As in cases.of mania the excite- 
ment and over-valuation of the self gave way 
periodically to depression of mood, apathy, 
self-reproach and anxiety; 

In contrast to this young patient there are 
other children whose mental disturbance is so 
severe that they are unable to distinguish 
between phantasy. and reality. In these cases of 
childhood psychosis bouts of psychomotor over- 
activity may occur. Rosenfeld and Sprince 
(1963) describe the case of a boy aged nine and a 
half who was overactive and given to outbursts 
of rage. He differed from the ‘borderline’ child 
(Elkan, 1973) in that his speech was indistinct 
and repetitive and he was unable to easily 
establish a relationship with the therapist; when 
it did emerge it was oma bodily rather than on a 
mental level. When this patient was disappointed 
or when he was left to himself he became over- 
active. The motor activity was chaotic-—‘his 
whole body would: become entangled in itself 
... wild phantasiés of being chased and trapped, 
expressed in a high-pitched voice and slurred 
speech accompanied. these activities’, Such 
manifestations also occur in adult patients—for 
example a young man of 20 suffered from 
schizophrenia, and was admitted to hospital in 
a withdrawn, inaccessible state. Suddenly he 
he became excited and overactive, jumping and 
dashing about the ward. He would spin on his 
own axis. He rushed about the ward making 
noises like a machine gun and the exploding of 
bombs. In this dramatized phantasy he played 
the roles of attacker and attacked. 

Many overactive psychotic children demon- 
strate a phenomenon reminiscent of the adult 
patient in the midst of an acute psychotic attack. 
This is the tendency to confuse or merge self 
with object images. Both child and adult patients 
attribute aspects of themselves—bodily and 
mental—to the psychiatrist, nurse or therapistand 
simultaneously assimilate their characteristics. 

The catatonic .symptom-complex is to be 
found predominantly in psychotic children. 
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Elkan (1969) reports the case of a girl of seven 
years: of ‘age whose acute symptoms were 
initiated by a visit to a film of Peter Pan. This 
child’s development had been slow. When she 
started school at five she was unable to play 
with other children or make a start at formal 
learning. At the onset of the attack ‘. . . she 
cried and screamed a great deal, and stereo- 
typed repetitive behaviour which had been 
noted previously greatly intensified. She seemed 
compelled repeatedly to walk forwards and 
backwards through a door . . . to hold herself in 
stiff postures with hands stretched out in front 
of her. At times she stood rigidly still for long 
periods ‘without talking’. Periodically there 
would be wild outbursts of excitement and 
psychomotor overactivity. She would dramatize 
phantasies the content of which consisted of two 
people arguing and fighting, and she would 
change her tone of voice accordingly. On such 
occasions there were bodily contortions and 
facial grimacing. While overactive she was 
sexually excited and gave way to sadistic 
behaviour (beating dolls, teddy bears, etc.). 

In chronic (adult) schizophrenic patients 
where catatonic signs are the leading clinical 
manifestation bouts of excitement and. restless- 
ness occur from time to time. Sadistic phantasies 
and sexual wishes are given brief but free 
expression. In this respect there is almost a 
complete identity between psychotic children of 
the kind described by Elkan (1969) and chronic 
catatonic schizophrenic patients. The similarity 
is most pronounced in the content of speech and 
in the acts of violence. Elkan quotes from a letter 
dictated by the child. The following is an 
extract ‘. . . come at six o'clock and you will 
break everything of his bones and his head, and 
his chin, and his ears, and his arms, and his 
other arms, and his feet, and his tummy and 
back’. A 36 year old female schizophrenic 
patient spoke as follows—‘I am going to kill 
you dead .. . I am going to kill you stone 
bloody dead . . . I have no mercy on you.. I 
am going to bash you to pulp’ (Freeman, 1965). 


DISTURBANCES OF AFFECT 
Childhood mental disturbances share one 
important characteristic with adult psychoses— 
namely severe anxiety which frequently reaches 
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a state of panic. All those who work psycho- 
therapeutically with disturbed children have 
commented on this phenomenon. Rosenfeld and 
Sprince (1963) refer to the special quality of the 
anxiety of ‘borderline’ and psychotic children 
and distinguish it from the anxiety which 
appears in children suffering from neuroses. 
The accompanying thought content consists of 
the idea of being out cf control with réspect to 
sexual and aggressive feelings and a loss of 
personal and sexual identity. 

The other important affects which ‘border- 
line’ and psychotic children have in common 
with adult psychoses are anger and hate. 
Psychotherapeutic work with psychotic children 
and schizophrenic adults has shown that the 
therapist is regarded primarily as a means of 
need satisfaction (Thomas, 1966; Freeman, 
1969). There is no realistic recognition or under- 
standing of the therapist as an individual with 
limitations as well as abilities and capacities. 
This egocentric orientation leads to rage when 
needs cannot be met. 


Tue SIGNIFICANCE OF THE SIMILARITIES 


This review of childhood psychopathology 
and adult psychotic phenomena raises the 
question of how much significance should be 
attached to the descriptive similarities. Can the 
childhood phenomena be regarded in any way 
as precursors of the adult manifestations? This 
question has not been answered by the discovery 
that cases of childhood psychosis with cognitive 
and volitional arrests are still severely handi- 
capped in adolescence or early adult life (Eisen- 
berg, 1957). Such studies merely indicate that 
there has been little advance in the years 
between childhood and adult life and that the 
condition remains essentially the same. These 
investigations have failed to throw light on the 
problem of whether it is possible for abnormal 
phenomena which oceurred in childhood to 
recede, and after a period of reasonable psycho- 
social adjustment to reappear in an almost 
identical form in adult life. 

The principal evidence in favour of the 
hypothesis that certain aspects of childhood 
psychopathology may be the precursors of 
psychotic symptoms in the adult comes from the 
data obtain during the psychotherapy of adult 
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patients suffering from psychoses of different 
kinds. While this evidence is inconclusive its 
existence must be recognized. Two brief 
-vexamples will be described. The patient, a 

single women of 40, came to believe that she 
was employed by the Secret Service to spy on 
the IRA. The special powers which she claimed 
for herself and by which she conducted her 
investigdtions were derived from a relationship 
with a man which had recently come to an end. 
She was admitted to hospital fearful that she 
was about to be killed. This patient was an only 
child who had lived in a lonely part of the 
country and was without playmates. About the 
age of ten she created an imaginary companion. 
This companion was the central figure of 
exciting adventures based on reports of the 
war which she read in the newspapers and 
magazines. Her companion was parachuted 
into occupied Europe, rescued prisoners from 
the Nazis and so on. Her delusion and the 
phantasies of the companion were almost 
identical. 

In the second case the patient, a married 
woman of 35, was subject to a hallucinatory 
voice which not only criticized her but made 
her express angry thoughts and feelings against 
her husband by whom she felt betrayed. In 
childhood she had also created an imaginary 
companion who gave comfort in her loneliness. 
Like the hallucinatory voice of adult life the 
companion would encourage her to have 
vengeful thoughts against her mother and sister 
who were insensitive to her unhappiness. 

Unfortunately it is not always possible to 
establish a psychotherapeutic treatment in 
paranoid syndromes even with the help of 
phenothiazines. When it is possible information 
about childhood phantasy is rarely abundant. 
It is not uncommon, however, to find the 
pubertal and adolescent antecedents of adult 
delusional content. A young man of 27 believed 
that his genitalia were stimulated at night when 
he was asleep by both men and women. During 
psychotherapy he revealed that the delusion of 
being sexually stimulated by women during 
sleep had been present from puberty. The 
belief that men interfered with him was a 
recent development, having started when he 
was committed to a closed ward in a mental 
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hospital. The delusion of adolescence was based 
on the wish for a woman to touch his penis. 

There are instances when information about 
childhood phantasies becomes available. This 
is most likely to occur following the resolution of 
an acute psychotic attack and during the period 
of complete or partial remission. This was so 
with the young man of 18 whose case has been 
discussed earlier. During psychotherapy he dis- 
closed that at puberty he had experienced 
intense anxiety arising from phantasies similar 
to the later delusional content. At night some- 
thing which he could not identify was draining 
his blood away, weakening him and making him 
effeminate. He did not connect these fears with 
his nightly masturbation. 

During the further course of the psycho- 
therapy he remembered, about the age of eight- 
or nine, wondering what it would be like to be 
a girl and imagining himseif as one. At this time 
the phantasy did not cause anxiety. Later in the 
treatment he remembered that when quite 
young he suffered from night terrors, believing 
that someone was about to attack him. This 
patient was the youngest of his family by six to 
seven years. He spent a great deal of time by 
himself inventing games in which sticks were 
people; he would talk with them and have 
exciting adventures. This exciting phantasy life 
of daytime was matched by a terrifying phantasy 
life at night. 

Most of the childhood data obtained from 
adult psychotic patients have comprised child- 
hood and adolescent phantasies. So far it has 
not been possible’ to obtain information from 
adult patients suffering from manic-depressive 
psychosis regarding the possible occurrence of 
childhood states of psychomotor overactivity. 
Data have been found in manic-depressions 
which suggest that these individuals suffered 
from depression of mood, boredom and self- 
reproach in their early years. 

It has often been remarked that the real and 
phantasy childhood experiences of individuals 
who develop psychoses in adult life are essen- 
tially no different from the childhood experi- 
ences of those whose adult years are marred by 
neuroses and by the effects of a disorder of 
personality. This criticism can well apply to the 
cases just described. What is of interest is that the 
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childhood of those who develop psychotic 
symptoms in adult life is characterized by the 
same kinds of environmental stresses as are to be 
found in children who come to present a psycho- 
pathology which requires psychiatric inter- 
vention. 

These environmental stresses have been 
designated ‘developmental interferences’ by 
Nagera (1966)—‘a developmental interference 
can be defined as whatever disturbs the typical 
unfolding of development’. Outstanding amongst 
the developmental interferences are the follow- 
ing—separation of the child from the mother at 
a period when the child is not yet able to sustain 
the consequence of object loss; illnesses of a 
distressing nature in the child; mental distress in 
the mother; death of a parent or a sibling; 
sexual seduction; oral and anal over-stimula- 
tion; and the witnessing of sexual activity 
between adults. 

The great variety of psychopathological 
manifestations which may occur in childhood 
shows that children react in different ways to 
‘developmental interferences’, Whether the 
psychopathological phenomena can be regarded 
as precursors of adult symptoms remains an 
open question. However all agree that children 
whose psychopathology is similar to that of the 
adult patient must be regarded as vulnerable 
individuals. 

The psychoanalytical view is that this 
vulnerability consists of the child losing the 
ability to establish emotionally satisfying rela- 
tions with others. As a result the self becomes the 
object of love and concern. This development is 
attested to by those phantasies in which the 
imaginary companion or other phantasy object 
embodies aspects of the child’s wished for idea of 
himself. Disappointment and unhappiness are 
represented in the phantasy of the family 
romance. The child’s vulnerability is increased 
by the hatred which disappointment in the 
parents has engendered. This hatred acts by 
convefting potential friends, real and phantasy, 
into persecutors, with resulting terrifying phan- 
tasies. 

When these inner charges gather strength 
there is an ever-increasing tendency for the 
child to turn away from the real world and to 
seek emotional outlets in phantasy. Lack of love 
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and ‘contamination’ of the phantasy life by hate 
prepare the ground for the emergence of severe 
psychopathology in adult life. Follow-up studies 
of vulnerable children are handicapped by their 
inability to identify and make allowance for the 
activity of the child’s phantasy life. Changes in 
the child, for good or ill, may occur without 
their cause being known to the investigator. 
Even allowing for this limitation, follow-up 
studies must be seriously pursued informed as 
far as possible by the insights provided by 
psychoanalysis. 


SUMMARY 


This paper comprises an account of the 
descriptive similarities which exist between 
aspects of childhood psychopathology and the 
phenomena which are to be observed in the 
different forms of adult psychosis. The signifi- 
cance of the similarities is discussed. 
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Multiphasic Screening Programme for Somatic Diseases 
Among Elderly Long-Term Psychiatric Patients 


By KNUT GJESDAL and JOHAN H. STROMME 


INTRODUCTION 


Older people in institutions are often disabled 
by physical disease (Wilson et al, 1962). 
Psychiatric patients, in general, have more 
somatic disorders than mentally healthy people 
(Westrin, 1961; Shepherd et al., 1964; Maguire 
and Granville-Grossman, 1968). In fact, most 
elderly long-term psychiatric patients in hospital 
suffer from one or more somatic disorders (Ask, 
1962). Even a small improvement in the general 
health of these patients may be of importance 
for their daily life activities, and also reduce the 
requirements for assistance. An established 
regular somatic screening of these patients will 
help to detect disease which otherwise may be 
over-looked. 

The benefit, particularly in relation to cost, 
of mass screening including biochemical pro- 
filing, has been much debated lately (Cochrane 
and Holland, 1971; Collen et al., 1969; Feinleib 
and Zelen, 1969; Pole, 1971; Korvin and 
Pearce, 1971; Ahlvin, 1970). It is agreed, 
generally, that longitudinal profiles are of more 
value than those obtained by a one-shot pro- 
gramme (Moss et al., 1971; Cunnick et al., 1972). 
Perhaps the best cost/benefit ratio is obtained by 
multiphasic screening of a selected group of 
people, as has been done in the present study. 

This presentation describes somatic health 
problems in a mental hospital, as revealed by a 
multiphasic screening programme applied to a 
selected group of long-term psychiatric patients. 
The value of regular somatic screening pro- 
gramfes in mental hospitals is discussed, and a 
proposal for such a programme is put forward. 


SUBJECTS 
A group of long-term patients at Åsgård Psychiatric 
Hospital (regional mental hospital for the two most 
northerly counties in Norway), Tromsø, were sub- 


jected to a multiphasic screening programme in the 
period August to December 1971. Only patients 
having been in the hospital for at least one year 
were included. Most of them had been in hospital 
for many years (up to 40 years). They were selected 
at random from among 80 patients in two wards. 
A total of 41 patients, 24 women (mean age 65 years, 
range 41-91) and 17 men (mean age 55 years, 
range 38-89) were examined. 

Twenty-eight of them had the psychiatric diagnosis 
schizophrenia, among them two with chronic 
alcoholism in addition. The remaining thirteen had 
a psychosis associated with mental retardation, senile 
dementia or other cerebral disorders. All but one 
were receiving drugs for psychosis, mainly chlorpro- 
mazine, levomepromazine, perphenazine and halo- 
peridol. Nine were receiving depot injections of 
fluphenazine. 

Table I lists their chronic physical disorders as 
known before the study. Only conditions disabling 
the patient to a major degree or requiring treatment 
were included. There were 49 physical diagnoses 
among the 41 patients. The number of physical 
diagnoses given each patient is shown in Table H. 
Twenty-eight of the patients had a normal physical 
activity, 6 were mainly sitting and 7 mainly bed- 
ridden. 

It is an established routine of the hospital that 
every in-patient has his haemoglobin concentration 
and erythrocyte sedimentation rate (ESR) checked 
yearly along with a urine examination for protein, 
blood, glucose and microscopy of urine sediment. 
Annually patients’ chewing function is also assessed 
by the hospital dentist. Moreover, the patients 
presented here were physically examined by one of 
us (K.G.) during the preceding six months. 


Somatic screening programme 

Blood and serum analyses. All blood samples were 
drawn before breakfast, The serum was separated 
from the clot within 14 hours. 

EDTA-blood was used for the haematological 
examinations. The following parameters were mea- 
sured: Haemoglobin, packed cell volume (PCV), 
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TABLE I 
The pattern of somatic diagnoses 
Only chronic conditions recognized before the screen- 
ing investigation, requiring treatment or disabling the 
patient to a major degree, are included. 

















No. of Most frequent 
Affected system patients diagnosis 
Cardio-vascular .. 3 Compensated 
. cardiac 
insufficiency 
Respiratory vi 5 Chronic bronchitis 
Endocrine es 9 Osteoporosis and 
diabetes mellitus 
Kidney and urinary rı Chronic 
pyelonephritis 
Musculo-skeletal . . 6 Fracture sequelae 
Central nervous 
and cerebro- 
vascular (cerebral 
atrophia excluded) 9 Epilepsy 
Sense organs .. 3 Deafness, glaucoma, 
cataract 
Gastro-intestinal . . 2 Chronic diarrhoea, 
gastric cancer 
Reproductive .. I Senile colpitis 
Taste IT 


Distribution of somatic disease among the patients 








Number of diagnoses Number of patients 
o 13 
I 13 
2 12 
3 I 
4 I 
5 1 





ESR, vitamin Bj, folic acid, serum iron and total 
iron binding capacity. Vitamin B} was examined by 
radioisotope methods, and folic acid by a micro- 
biologic method (Lactobacillus casei). When sub- 
normal serum folic acid values were found, folic acid 
content of the erythrocytes was assayed. The folate 
assays were kindly performed by the Clinical Chemi- 
cal Department, Vestfold Central Hospital (Head: 
H. A. Hansen). 

The serum, properly stored, from blood without 
additions was assayed for 15 non-enzymic com- 
ponents and 4 enzymes as listed in Table IV. Serum 
to be analysed for acid phosphatase was acidified to 
pH about 6 with acetic acid immediately after its 
separation from the clot. Conventional clinical 
chemical methods were used under daily control of 
standard and reference solutions. When abnormal 
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values judged to be of clinical significance were found, 
a new blood sample. was examined. 

Urine examinations.. Urine specimens were investi- 
gated with HEMA-combistix, Ames Company (pH, 
protein, glucose, blood) and by microscopy of 
stained sediment. For bacteriological examination. of 
urine a morning clean voided midstream sample was 
taken by a trained nurse. Care was taken to avoid 
contamination. A catheter specimen was used only 
when indicated for therapeutic purposes. The urine 
was inoculated on a dip-slide medium (Uricult, 
Orion), incubated at 37 °C. for 48 hours and classified 
according to the manufacturer’s instructions, When 
the count of colonies indicated more than 10° bacteria 
per ml., a new urine specimen was examined with 
conventional bacteriological technique by the Govern- 
mental Microbiology Laboratory, Tromso. 

Dental examination. ‘The dental status was classified 
by the hospital dentist, The terms ‘good’, ‘inter- 
mediate’ and ‘insufficient’ chewing function were 
used. Those with insufficient chewing function were 
mentally reduced to a ‘degree that prohibited the use 
of dental prostheses: 

Chest X-ray examination. An. anterior-posterior chest 
X-ray was taken at the Governmental Chest X-ray 
Service, Tromsø. 


Resutts 


The laboratory results obtained are related to 
reference values which include 95 per cent of a 
normal population studied with the methods in 
use. The high reference values used for ESR is 
based on the fact that older people in general 
have considerably higher values than younger 
ones (Borchgrevink et al., 1965). 


Haematological examinations (Table LIT) 

Two slightly anaemic patients were found. 
One suffered from a known gastric cancer, the 
other had diabetes insipidus of renal origin. 
Both of them had low haematocrits and serum 
iron content, as well as microcytic red corpuscles 
in their stained blood smears, 

Two had markedly depressed serum iron 
values without anaemia or morphological blood 
smear changes, while six had only a mild iron 
deficiency. os 

Among those with insufficient chewing func» 
tion, 7 of the 19 (26 per cent) had low serum iron 
values, compared with only 2 among the 14 
whose dental function was good. Depressed 
values for folic acid were found in 8 patients. 


e 
. 
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Taste II 
Results of haematological analyses 





Reference values 


Results within « 
reference values 


Results outside 
“reference values 





‘Test procedure (unit) 





Low High Mean S.D. No. Values 
Haemoglobin (g./100 ml.) .. M 13°5 18-0 15e (1*0) i (12°3) 
F 15 16+5 13°4 (0-8) I (10-1) 
PCV (%) M 40 54 44 (2) 2 (37, 39) 
F 35 47 41 (a) 2 (27, 34) 
ESR. (mm./hr.) M R 25 12 z) 2 28) 
’ F 3 30 18 (8) 5 33 to 52) 
Serum iron (ug./100 ml.) .. M go 150 119 (ig) 5 (75 to 85) 
F ç 75 125 97 (15) 5 (30 to 65) 
TIBC (ug. Fe/roo ml.) .. .. 270 390 325 (25) o 
Serum folic acid (ng. fat) >3°0 472 G2 8 (1'8 to2+g) 
-) 169 850 604 326 2 (130, 140) 


Serum vit. Bj (pg./ml. 





Markedly low blood values (less than 2 ng./ml.) 
were seen in 2, both of whom also had sub- 
normal folic acid content of their red cells. 
Their blood smears were normal. Two had 
slightly decreased values of serum vitamin Bn, 
but only one was verified by a control assay. 
Blood smear and bone marrow study revealed 
no pathology. 


Clinical chemical examinations (Table IV) 

A total of 129 results (as much as 15 per cent 
of total) were found outside the reference values. 

Electrolytes. One male with diabetes insipidus 
had low values for sodium and chloride. An old, 
clinically dehydrated woman had a small eleva- 
tion of these values. 

Calcium and phosphorus. Five women and one 
man had calcium values below reference value. 
The deviations were moderate, and all of them 
had normal serum phosphorus. Only one of 
them had low serum albumin. One man had 
elevated phosphorus content as the only 
abnormal finding. 

Urea and creatinine. The urea value was 
markedly elevated in a woman with chronic 
urinary tract infection. Her creatinine value 
was also high. Another woman with a well 
regulated epilepsy as her single clinical disorder 
had a creatinine value of 1-7 mg./too ml. The 
reason for this remained obscure. There was 
no correlation between elevated urea or creati- 
nine and the presence of bacteriuria. 


Blood sugar. Seven of the high glucose values 
were not verified by control analyses, suggesting 
that true fasting samples were not obtained in 
these cases, One was discovered as being diabetic 
with an abnormal oral glucose. tolerance test. 

Proteins. Three wornen and 2 men had low 
values for total proteins. Of these 2 had signi- 
ficantly reduced levels of serum albumin. 
Another 7 patients had albumin values a little 
lower than the reference value. The chewing 
function of those with low protein or albumin 
values was classified as insufficient in 8, inter- 
mediate in 1 and good only in 3. 

Twelve women and 8 men had a moderately 
increased gamma-globulin level. One woman 
had a monoclonal peak in the serum electro- 
phoretic pattern, immunologically determined 
as IgG. She had no somatic complaints, the 
ESR as well as the X-ray of the skull and pelvis 
and bone marrow were normal, suggesting a 
benign gammopathy. 

Lipids. Four of the patients had abnormal 
serum lipid values suggestive of type II hyper- 
lipoproteinaemia; one of them suffered from a 
thyroxin-treated myxoedema. Two other pa- 
tients had results suggestive of type IV (Beau- 
mont et al., 1970). 

Bilirubin. Three men had elevated levels. of 
bilirubin. One was icteric when the sample was , 
drawn, another. developed: icterus later on. 
The pathophysiology in each case was classified 
as hepatocellular, and the blood was normalized 
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Taare IV 
Results of clinical chemical analyses 





Reference values 


Results outside 
reference values 


Results within 
reference values 





Test procedure (unit) 











upon withdrawal of chlorpromazine. The third 
patient had had an icteric drug reaction one 
year before the study. After the drug was 
withdrawn the hepatic function became normal. 
At the time of the current evaluation, the bili- 

< rubin was again elevated, even though he had 
not been given further medication. 

Enzymes. A high percentage of slightly abnor- 
. mal enzyme activities was found. It has been 
difficult to correlate these with other clinical or 
chemical data. One patient with cardiac in- 
sufficiency had a borderline elevation of GOT 
activity (aspartate aminotransferase). The LDH 
(lactate dehydrogenase) activity was increased 
in 7 women and 4 men. The CPK (creatine 
kinase) activities were high in as many as 12 
women and 9 men. 

The alkaline phosphatase values were signifi- 
cantly higher in two: one woman having 
extensive arthrosis of the hip joints, the other 
having epilepsy and a chronic urinary tract 


Low High Mean S.D. No. Values 
Sodium (meq./L) 137 148 142 3 2 (129; 149) 
~ Potassium (meq./L) . 3'5 5'0 44 org o 
Chloride (meq./1.) 98 106 105 25 to (90, 107 
to rn 
-© Phosphorus groa ml.) .. 2'5 4'5 3:1 o4 r (1:6) í 
Calcium (meq./l.) .. 4°5 5'5 4°7 Org 6 = (4°3 to4*4) 
-Urea (mg./100 ml.) .. 10 50 42 10 10 (51 to 80) 
Creatinine (mg. /100 ml.) o4 Ig ro o2 2 (1-5, 1°7) 
Uric acid (mg./100 ml.) 2'0 8-0 4°5 itg o 
Glucose (mg./100 ml.) 76 102 gl 8 13 (103 to 143) 
‘Total protein (g nee ml. ). 6'5 8-0 7'0 o4 5 (6-2 to6+4) 
Albumin (g./100 ml.) 3°3 4°9 3°7 o3 7 = (2*7 tog-t) 
Gamma globulins (g. [109 ml.) 09 yey 1°5 o-2 20 (1°8 toz} 
Cholesterol (mg./100 ml.) . 150 350 294 40 5 (352 to447) 
Triglycerides (mg./100 mil. y 50 150 80 26 4 (156 to 374) 
Bilirubin (mg./100 ml.) . Ji 0-2 ro 0'5 oz 3 (1-3 to2'2} 
GOT valiant amino transf. UV- 
method, 25°C. (U/) or 5 7 I1 2'9 I (19) 
LDH lactate dehydrogenase, UV- 
method, 25 °C. (UJ) ; 75 160 148 25 I (170 to225) 
GPK creatine kinase, >35 2I 7 7 (37 to 100} 
UV-method, 25 °C. (UA) >20 13 4 12 (22 to 78) 
Phosphatase, alkaline (UA) 37 a 
Bessey, Lowry, Broc 3 ; 10 5 2 1 1 to 
Phosphatase, acid (on) 37 °C, i i t (51 t073) 
Bessey, Lowry, Brock .. 12 5'3 14 o 





infection. Acid phosphatase activities were all 
normal, 


Urinary examinations (Table V) 


Urinary tract infection was verified in ọ 
women and 1 man, In addition to the 10 listed 
in Table VI, two women had other obvious 
signs of urinary infection, but an adequate 
sample for cultivation could not be obtained. 
Massive pyuria without significant bacterial 
growth was found in 2. patients. Another 2 
patients had blood in urine, one with colpitis, 
one man with nephrogenous diabetes insipidus. 


Chest X-ray examination è 

A reactivation of an old: tuberculous focus 
was suspected in.one man on the basis of the X- 
ray picture. Sputum cultures and control X-rays 
were negative. Another man demonstrated 
sequelae after a clinically undiscovered broncho- 
pneumonia. 
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Tasir V Dental examination 
Results of urine examination The following classifications were made: 15 
No. above Patients, good; 7 intermediate; and 19 
"Test procedure Reference ref. insufficient chewing function. 
values values 
yee Diagnostic and therapeutic consequences 
Sie RA ) es f 3 a Table VI shows that 185 abnormal values 
Leucocytes (number per of a total of 1,230 results were found, i.e. 15 per 
high-power field) o-15 6 cent. After selective reanalysing, 13-5 per cent 
Bt - of the results remained abnormal. Sixty-eight 
umpe (5°5 per cent) were of clinical value, 50 of 
dat 4 * 
Bacteria oumb per ml) <10 13 which lead to new diagnoses or therapy. The 
* 10 verified on re-examination. remaining 18 reflected previous known disorders. 
Tase VI 
The validity and value of the discovered abnormal findings 
Number of abnormal results 
Not previously 
Substance Not known, but Previously Only of Of diagnostic 
verified without clinical  _known* diagnostic. and therapeutic 
consequences* conseqyuences** consequences ** 
Haemoglobin 1 I o 
Haematocrit .. ae I 3 o 
ESR... e fa 5 1 I o 
Serum iron .. T I I o 8 
Tron bind. cap. o a 
Folicacid .. px 2 4 0 2 
Vitamin Bi, .. kx I o I 
Sodium iA 4 1 I o o 
Potasium .. oe I 1 o o 
Chloride .. a I 7 2 o o 
Phosphorus .. F I o 
Calcium is as I 5 o o 
Urea. 3 9 1 o 
Creatinine I I o 
Uric acid o o 
Glucose de ae 7 I 4 o I 
Total protein a I 4 ° o 
Albumiin s " o o 
Gamma globulin .. 19 i o 
Cholesterol 3 5 o 
Triglycerides 4 o 
Bilirubin .. a 1 0 2 
GOT... te Re I o o 
LDH .. s3 ke u o o 
CPK I 20 o o 
Alkaline phosphatase 4 o o 
Urine albumin zi 2 1 o 
* ‘blood . 2 0 o 
leucocytes i T 5 o 
bacteria a 3 o 10 
Chest X-ray : 2 o 
Total .. be s 18 99 18 26 24 





* Not all re-examined, 
** All verified by re-examination, 
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» 
DISCUSSION 


« Somatic health studies of patients in psychi- 
atric hospitals are usually carried out upon 
. admission. Among the elderly, an incidence of 
60-80 per cent of somatic disorders is found by 
physical examination (Johnson, 1968; Maguire 
and Granville-Grossman, 1968) or by clinical 
chemical studies (Skaug, 1971). Kemp et al. 
(1969) tsed a nurse interview technique, and 
found physical disorders in 74 per cent of the 
elderly. 

Reports of multiphasic screening investiga- 
tions including biochemical profiles, particu- 
larly among long-term psychiatric in-patients, 
are more scanty. Studies of one or a few para- 
meters have often been reported, such as haema- 
tological parameters (Henderson, 1966), folic 
acid analyses (Carney, 1967; Hallstrom, 1969), 
vitamin Bi. (Edwin et al., 1965; Henderson, 
1966; Hunter et al, 1967; Shulman, 1967; 
Kaillstrom and Nylef, 1969), immunoglobulins 
(Solomon et al, 1969; Hendrie et al, 1972), 
CPK and aldolase (Meltzer, 1969, and copper 
(Coffey et al., 1970). 

Prior to our study, 66 per cent of the patients 
were known to have one or more somatic dis- 
orders. This high frequency may be ascribed 
to the high mean age of our selected patient 
groups as well as to the preceding careful 
physical examinations. Nevertheless, the screen- 
ing programme revealed another 26 diagnoses 
which led to treatment, and the percentage of 
patients with a disabling somatic disorder 
increased to 78. This demonstrates the import- 
ance of somatic health care among such people. 

The study revealed. special problem areas in 
nutrition, infection and complications of psycho- 
pharmacological drugs. 

Nutrition. In spite of regular dental care, more 
than one half of the patients did not have 
sufficient chewing function. This group also 
comprised the most sedentary people, with low 
calorie intake. Among them it was a higher, but 
statistically not significant frequency of low 
values for total protein, albumin and serum iron. 

The few anaemias found in this study may 
reflect the routine policy of the hospital to 
carry out annually a control of the haemoglobin 
concentration of the patients. 

In agreement with Hurdle and Williams 
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(1966), we believe that the low mean serum 
value of folic acid found in this group is most 
likely due to a low dietary intake. The tradi- 
tional diet in Northern Norway contains com- 
paratively few fresh vegetables and fruits 
during most of the year. Anti-epileptic drugs 
are known to interfere with the folate meta- 
bolism (Reynolds, 1968), but the patients with 
low folate values were not being given these 
drugs. It may be important to search for folic 
acid deficiency, since many reports claim that 
lack of this vitamin may lead to reversible 
mental deterioration even before haematological 
changes are seen (Strachan and Henderson, 
1967; Reynolds, 1968). 

Infections. Ten to twenty per cent of healthy 
elderly people are reported to carry significant 
bacteriuria (Kass, 1962; Brandberg et al, 
1970; Lund and Sallmander, 1971). It is diffi- 
cult to obtain a clean voided. urine specimen 
from demented women, but all significantly 
increased bacterial counts. were verified by a 
second culture. The technical reliability of this 
procedure is reported to be 90-95 per cent 
(Kass, 1960; Mabeck, 1969). Microscopy of 
urine sediment appears to be of limited value 
in detecting infections in elderly women 
(Mabeck, 1969). 

Our findings show that as many as nearly 
50 per cent of the women carried significant 
bacteriuria. Several factors may contribute to 
this high prevalence. Mental reduction and 
poor personal hygiene, as well as incontinence 
may be important: factors. Shand et al. (1970) 
have shown that it is difficult to eliminate 
bacteria from the bladder if the residual urine 
volume is more than 1 ml. They show that the 
residual urine volume increases with age. 
Bladder emptying is mediated through the 
parasympathetic nervous system (Lapides et al., 
1958), and most of our patients were receiving 
psychopharmacological drugs interfering with 
the function of this system. The urinary tract 
infection may therefore, in part, be related to 
the use of drugs. 

The consequences of asymptomatic bac- 
teriuria are uncertain. Probably it is related to 
the development: ‘of chronic pyelonephritis 
(Kass, 1960). Thus, Dontas et al. (1966) found 
a 15-20 per cent reduction in renal concentra- 
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tion capacity among bacteriuric people. Serum 
creatinine and urea do not reveal early changes 
in kidney function and are not increased among 
bacteriurics (Waters et al., 1970). Our results 
are in agreement with this. Hypertension may 
be related to bacteriuria (Waters et al., 1970). 
Flocks (1970) claims that non-specific symptoms 
like fatigue, lack of appetite and nausea follow 
bacteriuria. Urinary tract infection probably 
represents the greatest somatic health problem 
of our group of patients. 

Complications of psychopharmaca, Three patients 
had signs of hepatocellular injury associated 
with drugs. The incidence of chlorpromazine- 
induced icterus reported in the literature is 
probably lower than 2-4 per cent according to 
Jarvik (1968), and decreases during prolonged 
administration. The limited number of patients 
studied does not allow us to draw conclusions 
about our high icterus prevalence. 

CPK may be moderately elevated in acute 
psychosis, but is generally normal in chronic 
psychosis (Meltzer, 1969). Following intra- 
muscular injections, particularly in children, a 
significant rise in serum CPK occurs (Meltzer 
et al., 1970). A few of our patients were receiving 
phenothiazines as depot injections, but their 
CPK-activities were not higher than those of 
the others. Apart from this injections were not 
given. To our knowledge medication with 
psychopharmaca does not, in general, lead to 
abnormal! levels of serum CPK. Nevertheless, 
the 4 patients who received the largest quantities 
of psychopharmaca (chlorpromazine more than 
300 mg. a day or perphenazine more than 20 mg. 
a day) all had elevated serum CPK activities, 
whereas among the 4 patients not receiving 
drugs 3 had normal CPK activities and one 
had a borderline value. The most sedentary 
patients had a lower mean CPK activity level 
than the normally active ones, but the difference 
was not statistically significant (0-20 > p > 
0-10, Student’s t-test). 

kd 


Conclusion. The magnitude of somatic health 
problems among psychiatric patients in hospital 
makes it mandatory that efforts are made to 
detect and treat disorders. Many may be 
overlooked or cannot be detected by clinical 
examination. A practical approach will be one 


e 
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where every hospital establishes a regular 
laboratory screening programme which once a 
year includes all in-patients. The number of 
parameters to be included in the programme 
will depend on the laboratory facilities avail- 
able. On the basis of the present study we may 
for long-term patients suggest a minimum 
laboratory profile consisting of: 

Packed cell volume (PCV), alternatively 

haemoglobin (to detect anaemia or dehydra- 

tion). 

Serum iron, folic acid and vitamin Br, (to 
detect, e.g. deficiencies or malnutrition). 

Serum proteins (to detect, e.g. under- 
nutrition, dehydraticn or gammopathies). 

Serum bilirubin (te detect, e.g. liver diseases 
and drug reactions). 

Blood glucose (to detect, e.g. diabetes). 

Serum creatinine and qualitative stix 
examinations of urine (to detect kidney 
diseases). 

Bacteriological examination of a properly 
collected urine sample (to detect urine infec- 
tions). 

Cholesterol and triglycerides (to detect 
primary or secondary hyperlipoproteinae- 
mias). 

Serum calcium (to detect, e.g. hyperpara- 
thyeroidism). 

Our study allows us only to suggest this 
limited screening programme for elderly long- 
term patients, but we believe it will be of value 
to all in-patients. Determination of vitamin Biz, 
cholesterol, triglycerides and calcium may be 
restricted to the time of admission, whereas the 
remaining 9 parameters should be estimated at 
least annually. With this limited screening pro- 
gramme, in addition to a physical examination, 
abnormal results would have been obtained 
indicating all the disorders listed in Table VII, 
as well as those previously known. 


SuMMARY 

Forty-one long-term (1-40 years) psychiatric 
patients (24 women, average age 65 years and 
17 men, average age 55 years) at Asgard Hospi- 
tal, Norway, were subjected to a multiphasic 
screening programme consisting of haemato- 
logical, clinical chemical, urine bacteriological, 
dental and chest X-ray examination. Fifteen 








Taare VII 
Diagnostic and therapeutic consequenses of this study 
Not given Given 
Diagnosis treatment treatment 
Icterus .. ; < I g 
Hyperlipoproteinaemia ae 
ype II 2 a 4 
Type IV she X 3 
-olron deficiency .. pi 8 
Folic acid deficiency D 2 
Vitamin By deficiency .. 1 
Chemical diabetes ie 1 
Urinary tract infection .. 12 
Renal insufficiency = 2 





Total 


per cent of a total of 1,230 laboratory results 
were abnormal. The screening procedure led 
to 36 previously unknown diagnoses, and 21 
patients were given treatment for one or more 
disorders. Prior to the screening, somatic dis- 
orders were known to affect 66 per cent of the 
patients; after the screening, this percentage was 
increased to 78. 

The magnitude of somatic problems in this 
group of patients warrants the establishment of 
regular laboratory screening programmes in 
psychiatric hospitals. On the basis of the results 
presented, a minimal laboratory profile is 
suggested consisting of 9g parameters which 
should be determined annually and another 
4 parameters which need only be assayed upon 
admission. With this limited screening pro- 
gramme, in addition to a physical examination, 
abnormal findings indicating all known dis- 
orders of the group studied would have been 
obtained. 
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A Scale For Predicting Subsequent Suicidal Behaviour 


By DOROTHY BUGLASS and JOHN HORTON 


Between 1962 and 1970, the male parasuicide 
(attempted suicide) rate in Edinburgh has 
doubled, and the rate for women shows a 70 per 
cent increase (Kreitman, 1972). Of those who 
are admitted following a parasuicidal act a 
substantial proportion are readmitted—approxi- 
mately 15 per cent within 12 months and 25 per 
cent within three years. Parasuicide is a sign of 
severe distress, and repetition indicates that the 
distress has not been adequately alleviated. A 
means of early identification of the potential 
repeaters would be valuable. 

An earlier study (Buglass and McCulloch, 
1970) described an attempt to construct a scale 
predictive of a recurrence of suicidal behaviour 
within a three-year period. In that instance, the 
scale for women was successfully validated, but 
the scale for men was not predictive at a later 
date. In this paper we present a new predictive 
instrument developed and validated on more 
recent data. The follow-up period has been 
shortened to one year, in the belief that a 
measure which can select people at short-term 
risk of further suicidal behaviour will be of 
greater clinical relevance than longer-term 
prediction. 

MetHop 


The material for this study was provided by 
the Regional Poisoning Treatment Centre at 
the Royal Infirmary, Edinburgh. The work of 
this centre has been described elsewhere 
(Matthew et al., 1969). It receives 98 per cent of 
all adults admitted to a city hospital with a 
diagnosis of poisoning. Anyone who has taken 
drugs in excess of the prescribed therapeutic 
dose is admitted regardless of the degree of 
life endangerment. Self-injurers are also trans- 
ferred to the R.P.T.C. when they present at the 
hospital. Standard information, including demo- 
graphic, clinical and social data, on admission 
to the R.P.T.C. is recorded by the medical and 
clerical staff and subsequently coded on 
punched cards. Patients recorded as having an 
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admission for parasuicide during 1968, 1969 and 
1970 were selected. Each calendar year was 
treated as a separate cohort. A person’s first 
appearance at the R.P.T.C. for parasuicide 
during the year was termed his ‘key’ admission 
and determined his inclusion in the cohort for 
that year. Although a person could appear only 
once in a single cohort, it was possible for him 
to reappear in a subsequent cohort, as about 
10 per cent of patients have a prior admission in 
the preceding calendar year. This degree of 
overlap was considered small enough to warrant 
the treatment of the cohorts as independent. 
Persons in each cohort were followed up for 
evidence of further suicidal behaviour within 
twelve months of their key admission. Informa- 
tion about further acts of parasuicide was 
obtained from the R.P.T.C. records, while 
evidence of suicide was obtained from lists of 
violent deaths prepared by Edinburgh public 
health department. A person who either was 
readmitted to the R.P.T.C. or committed 
suicide within 12 months of the key admission 
was termed a repeater. The 1968 cohort was 
used for scale construction. Twenty-four items 
referring to the patient at the time of his 
admission and describing his social situation, 
clinical diagnosis and past history were selected. 

The method of scale construction consisted of 
identifying items which discriminated repeaters 
from non-repeaters and combining these items 
into a predictive scale.* 


RESULTS 


Table I shows that the proportion of repeaters 
in the construction and validation cohorts 
remained fairly constant—16 per cent in 1968, 
14 per cent in 1969 and 17 per cent itt 1970. 
The results of the comparison between repeaters 
and non-repeaters in 1968 are shown in Table I. 

* An alternative method—predictive attribute analysis 
—was used to construct a scale on 1968 data. As this scale 
failed to validate when applied to 1969 data no further 
details are presented here. $ 
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A SCALE FOR PREDICTING SUBSEQUENT SUICIDAL BEHAVIOUR 


Tase I 
Repetition of suicidal behaviour within 12 months 
Year of cohort admission 





1968 1969 1970 
M F M-+F M F M+F M F M+F 
$37) 510) 847) 352) 558)  9ro) 386) 666) -1,052) 
Repeaters 19% 14% 16% 17% 12% 14° 199 169 179 
Non-repeaters .. 81%, abe, 84% 83% 88% sae ee ne age 
More items distinguish female than male re- Taste II 


peaters, perhaps in part because significance is 
more easily achieved with the larger numbers 
available in the female group. Of the nine items 
which distinguished male repeaters, 8 were also 
shared by female repeaters. Thus male and 
female repeaters showed a greater degree of 
similarity than in the earlier study (Buglass and 
McCulloch, 1970), and it was no longer con- 
sidered necessary to construct a separate scale 
for each sex. 

Having identified items discriminating re- 
peaters and non-repeaters, the next stage was to 
combine these in a manner capable of predicting 
repetition prospectively. Since the data were 
derived from material recorded routinely on all 
persons admitted to the R.P.T.C., information 
on a particular patient was sometimes in- 
complete. Whereas his past psychiatric history 
and current clinical state were usually noted, 
detailed questions about his social circumstances 
and living conditions were not always asked or 
recorded. This factor was taken into account in 
selecting items for inclusion in the scale. 

In the first instance a scale was constructed 
by giving an individual a score of one point for 
every unfavourable item which (a) discrimi- 
nated repeaters from non-repeaters at above 
the -oor level of probability, and (b) on 
which information was available in at least 95 
per cent of all cases. This resulted in the selection 
of six items. Two alternative scales were con- 
structed by reducing the level of probability to 
‘or and, secondly, by scoring all items significant 
at the -oo1 level, regardless of the proportion of 
people on whom no information was available. 
These latter two scales had no greater predictive 


Comparison of repeaters and non-repeaters 1968 
* Indicates items associated with repetition at the 
05 level; ** at the -or level; and *** at the -oor 


level of significance (x7 test). 
Male Female M+F 


Male sex .. se €) ¢€) 
Separated or divorced 
Social class V os 
Diagnosis of depression .. 
{Diagnosis of sociopathy . . 
Problem in use of alcohol 
Alcohol taken at time of act 
Drug dependent .. 
Previous Hra psych- 
iatric treatment . 
Previous out-patient pyel 
iatric treatment. 
Previous parašuitidé result- 
ing in hospital admission 
Previous parasuicide NOT 
admitted to hospital 
tSeparated from mother 
when under 10 years .. 
+Separated from father 
when under 10 years .. 
Not living with relatives . 
TViolence used .. 
tViolence received ‘ 
4 or more dwelling changes 
in past 5 years . 
Less than 1 year at resent 
address . ý 


tOvercrowded 
Unemployed 

tIn debt 

Criminal record .. 


Aged 25-44 years 
+ Definitions given in Appendix A. 


Personal attributes 
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power than the first (six-point) scale and 
resulted in the exclusion of more people because 
of missing information. The six-point scale was 
therefore preferred. The items included in this 
scale were: sociopathy, problems in the use of 
alcohol, previous in-patient psychiatric treat- 
ment, previous out-patient psychiatric treat- 
ment, previous parasuicide (resulting in hospital 
admission) and not living with a relative. The 
distribution of scores by repetition is shown in 
Table III. People who scored o had only a 
5 per cent chance of repetition compared with 
those scoring 5 or 6, of whom 48 per cent were 
repeaters. 


Slightly less than ro per cent of all cases were excluded 
from the scale because of missing information on one or 
more items. These 81 excluded cases were compared with 
the remainder (766) on whom the scale was constructed. 
In general, the excluded cases were less well documented 
than the others—information lacking on one item was 
associated with the absence of information on other items. 
For items where missing data was negligible—sex, age, and 
civil state—the distribution of the excluded cases was 
indistinguishable from the remainder. A comparison of 
the two groups on available information for other items 
produced only two significant differences. The excluded 
patients were more often categorized as drug-dependent 
(30 per cent compared with 19 per cent of the remainder) 
and they were much more likely to be referred to in- 
patient psychiatric care on discharge from the R-P.T.C. 
Thirty-seven per cent of the excluded, compared with 
17 per cent of the remainder, were transferred to hospital. 
The excess of drug dependents may be explained by the 
tendency of some of these patients not to co-operate with 
the ward regime and to take their own discharge before 
full information has been collected on them. The latter 
finding is most probably due to clinicians being less con- 
cerned to collect complete information on patients whom 
they know are to be more fully investigated by their 
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psychiatric colleagues in hospital. With regard to repeti- 
tion, there was a slightly higher, but non-significant, 
percentage of repeaters among the excluded cases: 18-5 
per cent compared with 15°4 per cent in the remainder. 
In general, therefore, it was concluded that the population 
on whom the scale was constructed was not materially 
different from the total group of R.P.T.C, admissions. 


` 


Validation 

Table IV shows the results of validating the 
six-item scale on the 1969 and 1970 data, The 
range of predictive ability was similar in 1969, 
though some shrinkage occurred in score groups 


`g and 4. In 1970 the main discrepancy was in the 


reduced effectiveness of the highest risk groups 
(5 and 6). The predictive power of the scale 
before and after validation was tested by the , 
Mean Cost Rating (M.C.R.).* The M.C.R. of 
the scale constructed on 1968 data was +52; 
when the scale was applied to the validation 
cohorts, the M.C.R. was -38 on 1969 data and 
"41 on 1970 data. Thus, although some shrink- 
age occurs on validation, the predictive power 
of the scale remains reasonably stable when 
tested on the two subsequent cohorts. 

A further analysis was made for each sex 


* The Mean Cost Rating is a measure of predictive 
power developed by Duncan, Ohlin, Reiss and Stanton 
(1959) and discussed by Simon (1971) in the Home Office 
study of young men on probation. The M.C.R. varies 
between o, where there is no differentiation in the ‘failure’ 
(in this study ‘repetition’) rates between groups, to I. 
where all groups comprise only repeaters or non-repeaters, 
It is sensitive to the ordering of groups and is highest 
when the groups are ordered according to decreasing (or 
increasing) rates. This property of the M.C.R. is useful in 
comparing results from one cohort with a validation cohort. 


TABLE III 
Six item scale constructed on 1968 data 
ae scored: (a) sociopathy; (b) problem in the use of alcohol; (c) previous psychiatric in-patient care; 
d) previous psychiatric out-patient care; (e) previous parasuicide admission; (f) not living with a relative.) 








Score 
o I 2 3 4 5 6 Total 
_ Repeaters S Y 14 15 15 30 22 18 4 y8 
5% 9% 6% 27% 37% 48% 
Not repeaters 283 144 79 81 37 16 8 648 
95% 91% 84% 73% 83% 52% 
Totals 100%. oo 297 159 94 III 59 34 12 766 
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Taare IV 
Validation of the 6 item scale in 1969, 1970 





% repeaters observed 
in validation cohorts 





1969 1970 
% 
Score repeaters Total N Total N 

predicted imscore % inscore % 
group rep group rep. 

o 5% 299 6% 347 6% 
I 9% 205 12% 175 14% 
2 16% 120 17% 156 24.% 
3 27% 114 18% 126 31% 
4 37% 63 25% 62 39% 
Bl 48% s h a g% 


separately (Table V). In each year the scale 
validated for females very satisfactorily. Males 
showed somewhat more fluctuation, and in 
particular the decline in the predictive ability of 
the high risk group in 1970 is entirely accounted 
for by the men. In 1970, 48 per cent of the men 
with a score of 4 repeated within the year, but 
only 21 per cent of those with a score of 5 or 6. 
It is difficult to establish the importance of this 
finding. The high risk group is small—the 
number of males in 1970 scoring 5 or 6 was only 
28—and is inevitably subject to some fluctuation. 


Completed suicides 

Table VI shows the scale scores for the 
completed suicide in the construction and vali- 
dation cohorts: there were 8 in 1968, 7 in 1969 
and 8 in 1970. The suicides in the 1968 cohort 
scored rather low; in the validation cohorts they 


Taste V 
Validation of the 6 item scale by sex 


% Repeaters in each score group 





Males Females 

Score 

1968 1969 1970 1968 1969 1970 
o ° 3% 1% 4% 5% 4% 7% 
I 8% 8% 16% 10% 15% 12% 
2 16% 16% A 16% 179% 24% 
3 26% 18% 28% 28% 19% 33% 
4 34% 29% 48% 26% 21% 29% 
3} 49% 46% 21% 45% 44% 46% 


A SCALE FOR PREDICTING SUBSEQUENT SUICIDAL BEHAVIOUR 





Tarte VI 
Scale score of completed suicides 
Score 

o rı 2 3 4 5 6 NK 
1968 cohort r 4 1 I — — — I 
1969+ 1970 
cohorts — 2 2 8 r rw i 
Total .. ıı: 6 3 9 I1 1 — 2 


scored predominantly in the middle of the scale. 
The numbers are, however, too small for any 
conclusion to be drawn about the short-term 
prediction of suicide. 


Discussion 


We are aware that in using material derived 
from routinely collected (though standardized) 
records the data obtained are likely to be less 
complete and contain more inaccuracies than 
would be found in specifically collected research 
material. The identification of repeaters is also 
less complete than if a personal follow-up study 
had been carried out. Although we know that 
few parasuicides are admitted to other hospitals 
in the City, we do not have information on those 
who have moved out of the district or who have 
committed suicide in other areas. Nevertheless, 
we consider that these evident disadvantages 
are counterbalanced by the accumulation of 
sufficiently large numbers for analytic purposes. 

The simple 6-item points scale described here 
is a satisfactory instrument in terms of its easy 
application and its validation. For the construc- 
tion cohort (1968), the probability of repetition 
ranged from 5 per cent for people who scored 
o to 48 per cent of those who scored 5 or 6. 
On validation on the 1969 cohort the proportion 
of repeaters varied from 6 per cent in the lowest 
risk group to 46 per cent in the highest. Using 
the same scale on the 1970 data, the predictive 
power of the highest risk group declined, 
although the other score groups had much the 
same predictive ability as in the two previous 
years. Analysis by sex showed that this decline 
was entirely accounted for by the men. Never- 
theless, the fact that the range of predictability is 
stable in three out of four validation samples— 
for both sexes in 1969 and for women in 1970—is 


BY DOROTHY BUGLASS AND JOHN HORTON 


encouraging. Using the M.C.R. as a measure 
of predictive power, the results obtained here 
compare satisfactorily with the findings of the 
Home Office Research Unit (Simon, 1971) 
study of the prediction of success and failure 
among young men on probation. 

Although there is good reason to differentiate 
completed and attempted suicides (Stengel, 
1964) Wwe have chosen to include completed 
suicides in our definition of a repeater. Oven- 
stone (1973) has shown marked differences 
between completed suicides with and without a 
history of previous suicidal behaviour, the 
former sharing many of the characteristics of 
the surviving repeaters. Some acts of para- 
suicide end in death through ‘misadventure’ 
rather than through ‘intent’, and a distinction 
of the two is very difficult. Whilst a means of 
identifying prospective completed suicides is 
highly desirable, the prediction of an event as 
infrequent as suicide is fraught with difficulty 
(Rosen, 1954). The long-term prediction of 
suicide is a question of a different order and one 
which cannot be treated here. 

We have so far considered the scale in terms 
of its ability to distinguish which people are 
most likely to repeat their suicidal behaviour. 
A second function of a predictive scale is to 
provide a basis for decisions about the alloca- 
tion of resources. If resources are limited, it may 
be desirable to concentrate special attention on 
the group at greatest risk of relapse. Information 
from predictive scales gives some measure of the 
degree of misclassification which occurs in this 
process. Two types of misclassification must be 
considered: firstly, incorrectly classifying a re- 
peater as a non-repeater; and secondly, in- 
correctly classifying a non-repeater as a repeater. 
In the first type of error, we will fail to give 
adequate attention to people who will go on to 
repeat; in the second, we will use our resources 
on those who would not, in fact, have relapsed 
anyway. The present study may be used to 
illustrate this approach. The largest group of 
parasuicides consists of those scoring o, who 
have a low probability of repetition. If intensive 
- treatment is focused on those scoring 1 or above 
(i.e. assuming these to be potential repeaters) the 
number requiring attention would be reduced 
by about 40 per cent. Eighty-eight per cent of 
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the repeaters would be correctly identified and 
12 per cent missed. The proportion of the non- 
repeaters included in the group (i.e. falsely 
classified as potential repeaters) would be 56 per 
cent, and because the non-repeaters greatly 
outnumber repeaters, the treatment group 
would contain 3} times as many non-repeaters 
as repeaters. The degree of misclassification in 
both directions can, of course, be varied accord- 
ing to the score selected as the dividing line. As a 
basis for planning, it is important to have 
information about both types of misclassification. 
Bagley and Greer (1971) present findings not 
unlike the example given above: the presence 
of one or more of five variables selected from a 
multiple regression analysis identifies 80 per cent 
of their repeaters. They do not, however, give 
the proportion of non-repeaters who would also 
be identified by these items, so a full comparison 
is not possible. 

For simplicity, the discussion has treated 
repetition as the focus of clinical concern. We 
are well aware that many patients will require 
psychiatric treatment regardless of their scores 
on predictive indices and that clinical assess- 
ment is a complex matter. Nevertheless, if it is 
accepted that repetition is something the clini- 
cian wishes to prevent, a predictive scale may 
well be a useful adjunct to his normal interview 
practice. A further application of the scale is in 
designing studies to evaluate treatment innova- 
tions. Since the scale enables patients to be 
classified according to their level of risk, groups 
can be structured so that adequate numbers in 
each risk category are included in the study. 
The description of intensive follow-up of para- 
suicides by Chowdhury et al. (1973) provides an 
example of the use of an earlier instrument. 


SUMMARY 

Information on patients admitted to the 
Regional Poisoning Treatment Centre in Edin- 
burgh after an act of parasuicide (attempted 
suicide) in three successive years was docu- 
mented. Patients who were readmitted to the 
R.P.T.C, for further parasuicidal behaviour 
within twelve months of their key admission or 
who committed suicide within the same period 
were termed ‘repeaters’ and compared with 
non-repeaters. 
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A scale predicting subsequent suicidal be- 
haviour was constructed on 1968 data by allo- 
cating one point for each of the following items: 
sociopathy, problem in the use of alcohol, 
previous psychiatric in-patient or out-patient 
treatment, previous parasuicide (resulting in 
hospital admission), and not living with a rela- 
tive. This scale gave a range of probability of 
repetition of 5 per cent at a score of o up to 48 per 
cent at a score of 5 or 6. The M.C.R. was 52. 
The scale was validated on 1969 and 1970 co- 
borts, giving M.C.R.s of +38 and -41 
respectively. It is concluded that the scale 
validates reasonably well, and its applications, 
especially in evaluative studies, are discussed. 
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APPENDIX 


DEFINITIONS OF ITEMS USED IN THE ANALYSIS 


Sociopathy: Predominant distress of the patient’s 
situation falls on society. 

Problem in use of Includes ‘excessive drinking’ as well 

alcohol: as alcohol addiction. 

Separation from A permanent situation in which 

mother/father: parent has ceased to live with patient 
and includes parental deaths. 

Violence used: (1968) Patient known to have used 
physical force to spouse or other 
relatives; (1969, 1970) Patient known 
to have used excessive physical force 
in past 5 years. 

Violence received: (1968) Patient known to have been 
subjected to physical force from spouse 
or other relatives (after 1969: ‘in past 
5 years’ added), 

Overcrowded: Over 1:5 persons per room. 

In debt: Arrears of payment, 

Criminal record: Previous court conviction and/or 
police action currently threatened or 
in progress. 

Family member: Father, mother, sibling, spouse or 
child. 


A synopsis of this paper was published in the November 1973 Journal. 
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Non-Diagnostic Prediction of Behaviour and Outcome in Male 
Psychiatric Admissions 


> 


. By E. R. ALEXANDER, D. J. HALL and J. CRAWFORD LITTLE 


INTRODUCTION 


The success of an in-patient therapeutic 
programme depends, in many instances, on the 
willingness of the patient to co-operate with 
medical and nursing staff, and to react posi- 
tively to the permissive regime characteristic of 
the modern psychiatric hospital. 

When a patient is first admitted, an intuitive 
assessment is made by the ward staff as to the 
likelihood of his disturbing the functioning of 
the ward and of the prospect of therapeutic 
success. To some extent medical diagnosis is 
predictive, but the object of the present study 
was (a) to identify and record methodically a 
range of non-diagnostic variables, present at the 
time of admission, which probably contribute 
largely to intuitive predictions, and (b) to 
determine the relationship of these variables to 
in-patient behaviour and to outcome. 

The degree to which adverse prejudgement, 
based on either formal diagnosis, or intuitive 
assessment, may adversely affect patient- 
therapist relationships and thereby undermine 
the prospect of successful therapy, is open to 
argument (Ekdawi, 1967). 


METHOD 


A study was made of all males, between ages 
15-64 years, admitted over the twelve months, 
1 September 1967 to 31 August 1968, to the 
acute male admission ward at Crichton Royal 
Hospital, Dumfries. Private (ie. fee-paying) 
patients were excluded, being a highly selected 
group largely drawn from without the hospital’s 
catchment area. 

The information was recorded under three 


headings: 
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(1) Details of the patient as at his admission: 
age, previous admissions, social class, employ- 
ment history, immediate involvement with 
police or courts, criminal record, marital and 
home circumstances, drinking habits and social 
behaviour. 

(2) Assessment of behaviour while in hospital, 
and circumstances of leaving hospital. 

(3) Outcome: (a) condition on discharge; 
(b) known behaviour and re-admissions in the 
ensuing twelve months; (c) subsequent criminal 
behaviour in those with a previous criminal 
record. 

All the patients were well known to E.R.A. 
and J.C.L. With respect to 3{b), informal 
reporting of subsequent social behaviour came 
back from many sources, including nurses, 
social workers and general practitioners, in a 
manner characteristic of a close knit community 
in a thinly populated and somewhat isolated 
area. 


Resutts (I) 
Characteristics of the population studied 
The study comprised 213 males. Sixty-three 
per cent had had previous psychiatric admission 
either to Crichton Royal or elsewhere. 


Tase I 
Previous admissions No. % 
None .. a aye 79 037 
One ortwo.. ai 72 34 
Three or more .. i 62 29 
Total 213 100 


The age distribution is shown in Table II, 
with the modal group being in the forties: 
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Tase II 
Age distribution 

Age No. % 

Under 20 years i3 15 7 
20-29 years ae Ka 39 18 
30-39 years .. ii 46 22 
40-49 years .. ii 59 28 
50~59 years .. Ae 43 20 
§ years .. ve II 5 
Total 218 100 


The distribution by social class is shown in 
Table III: 





Taste III 
Social class No % 
i Ger a a ce 10, 5 
It oy gia ats 27 1g 
II 2a as ea 57 27 
IV er pa iv 88 4I 
Vv Ba z soi 12 6 
No social class (students, 
pore pa 
etc.) .. 19 9 
Total 213 100 
Employment history 


Nineteen patients had never worked. Of the 
194 who had ever been in employment, 34, 
i.e. r in 6, had never held a job for longer than 
two years. Only 110 (51 per cent) had been in 
employment in the two months prior to 
admission. Fifty-two (24 per cent) had not 
worked in the past year. 


Marital status 

Only gt-patients (43 per cent) were married 
at the time of admission. Of the remainder, the 
number of single men, 92 (43 per cent) was 
high, considering the age distribution of the 
cohort; 26 (12 per cent) were separated or 
divorced and 4 (2 per cent) were widowed. 


Living circumstances 
Sixty-six (31 per cent) lived with relatives; 
26 (12:5 per cent) lived in lodgings, hotels, etc. ; 
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12 (5*5 per cent) lived alone, and 18 (8-5 per 
cent) admitted from within the service (‘catch- 
ment’) area, were without a fixed abode. All 
the g1 (43 per cent) married patients were living 
with their wives. Thus, 56 (26 per cent) of these 
men had no close family contacts. 


Criminal record 

Thirty-four (16 per cent) had served prison 
sentences. Excluding traffic offences, a further 
20 had at some time been sentenced in courts, 
making a total of 54 (25 per cent) with a known 
criminal record. These figures are probably 
under-estimates being compounded of what we 
knew and what the patient cared to reveal. 


Immediate conflict with the law 

Twenty-six patients were admitted following 
conflict with the law; 10 compulsorily, 7 as a 
condition of probation, and g informally. 


Serious drinking problems 

These were present in 87 (41 per cent). This 
figure comprised 45 men considered to have an 
alcohol problem sufficiently serious to warrant 
a primary or secondary diagnosis of alcoholism, 
and 42 who were known to have a serious 
drinking problem, though not classified as 
alcoholic addicts. 


The psychiatric diagnoses 
The psychiatric diagnoses established were as 
shown in Table IV. 











Taste IV 

Primary diagnostic category No. % 
Affective disorder ee 64 30 
Schizophrenic disorder. . 53 25 
Personality disorder .. 35 16 
Alcoholism 7 fe 2 II 
Physical illness I 8 
Neurosis II 5 
Mental subnormality . 10 5 
Total 213 100 

dn summary 


` The one year’s cohort of male admissions was 
characterized by a high previous admission rate, 


a modal age group in the forties and a pre- 
dominence of social class IV, a high unemploy- 
ment rate and low marriage rate. One quarter of 
the men had no close family contact, a quarter 
had criminal records. An exceptional number 
had serious drinking problems, and just over 
half were diagnosed as suffering from func- 
tional psychoses. 


RESULTS 
1. The relationship of pre-admission characteristics 
and behaviour with (a) I.P. behaviour, (b) outcome 
Eight factors were considered, a priori, to be 
of possible adverse significance: 
(i) Poor work record. 
(ii) Criminal record (non-prison). 
(iii) Prison record. 
(iv) Marital breakdown (separated or divorced). 
(v) Recent prolonged unemployment (of over 
two months’ duration). 
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(vi) Admission arranged following involvement 
with the law. 

(vii) Serious drinking problems. 

(viii) History of disinhibited behaviour. 

Only 52 patients (25 per cent) failed to 
exhibit any of the above characteristics; a 
further 53 exhibited only one. The cohort was 
accordingly divided into two groups: 

Group A—104 patients with one adverse pre- 

admission characteristic or none. 

Group B—109 patients with two or more 

adverse pre-admission characteristics. 

Comparisons were effected between the 
groups for both: 

(a) co-operative behaviour as I.P.s, and 

(b) outcome. 


In-patient co-operative behaviour 


Table V shows (a) that while both groups 
evidenced subsequent degrees of non-co-opera- 


Taste V 
Adverse pre-admission variables in relation to behaviour in hospital 





Indices of co-operative behaviour in hospital 





Co-operation with medical Good a 
treatment Intermediate 
Poor Me 
Attitude to nursing staff Co-operative 
Neutral .. 
Unco-operative 
Prepared to work, N/A 
i.e. occupational therapy Yes 
Intermediate 
No 
Known to have gone out Yes 


drinking No 
Left hospital grounds or 


overstayed leave without Yes 
permission No 
Discharged because of Yes 
unacceptable behaviour No 
Discharged self against Yes 
medical advice No 











Adverse pre-admission variables 
Group A (104) Group B (109) x and 
P value 
N % N % 
87 84 57 53 25:40 
15 I5 37 34 <0'001 
2 ed 15 14 
93 90 76 70 13°54 
5 5 9 9 <0°01 
6 6 24 22 
34 44 
61 87 48 74 3'02 
8 Ir 14 22 N.S. 
I r 3 5 
8 8 24 22 7°47 
96 93 85 78 <o-or 
8 8 19 17 3:72 
96 92 go 83 N.S. 
I i 3 3 0°33 
103 99 106 97 N.S. 
8 8 43 40 27:76 
96 93 66 6r <<0-00! 
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tive behaviour, Group B was consistently less 
co-operative than Group A, to a statistically 
significant degree with regard to co-operation 
in medical treatment, attitudes displayed to- 
wards nursing staff as recorded in nursing notes, 
going out drinking, and self-discharge; (b) out- 
come, was considerably less favourable in Group 
B (Table VI) as evidenced by condition on 
discharge, subsequent lack of persistence in O.P. 
attendance, and drinking in the year following 
discharge. 

Conclusion I—adverse non-diagnostic factors 
in the pre-admission history are positively 
related to unco-operative behaviour in 
hospital and to poor outcome. 


2. The relationship of immediate precipitants of 
admission with (a) I.P. behaviour, (b) outcome 
Rejecting for present purposes any totally 

determinist philosophy of human behaviour, it 

is possible to distinguish those admitted as 
apparently passive victims of an illness process 

(Sub-group C), and those whose admission to 

mental hospital would be regarded by many of 
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their fellow men as a result of their own actions 
(Sub-group D). 

Events immediately precipitating admission 
which could be wholly ar partly attributed to the 
patient’s own action, and hence qualify for 
inclusion in Group D, were: 

(1) Matrimonial crisis; 

(2) Suicide attempt; 

(3) Conflict with the criminal law; ° 

(4) acting out, anti-social or drunken beha- 
viour. 

Group C—88 patients with no such immediate 
precipitant. 

Group D—125 patients with at least one such 

immediate precipitant. 

(a) In-patient co-operative behaviour: Table 
VII shows that there were statistically signifi- 
cant differences between the two groups, 
Group D proving less favourable with respect to 
co-operation in medical treatment and leaving 
against medical advice (self discharge). (b) Out- 
come was significantly less favourable in Group 
D as evidenced by condition on discharge, 
defaulting from out-patient follow-up, and 


Taste VI 
Adverse pre-admission variables in relation to outcome of hospital stay 


Indices of outcome of hospital stay 


Condition on discharge Worse 
I1s.Q. .. 
Improved .. 
Recovered 
Follow-up appointment N/A oy 
Defaulted .. 
Persisted . 


Dee oe ae pores 
arge coholic . 

Heavy drinker 
e Sober a 


Number of re-admissions 
within 12 months 


None 
One 
Two 
Three 


Nothing known .. 





Adverse pre-admission variables 
Group A (104) Group B (109) 37 and 
P value 
N % N % 
I I o o 
26 25 49 45 
33 $e 45 $2 22°36 
44 43 15 14 <0°001 
44 71 
5 9 I 29 5°81 
55 92 27 7r <00 
29 41 
o o I 21 go'r 
8 4 I 24 <0'001 
72 96 38 56 
qt 68 66 61 
19 18 29 27 
8 8 9 8 2°30 
5 5 5 5 NS. 
I I o o 
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Taste VII 
Immediate precipitation of admission in relation to behaviour in hospital 
Admission immediately 
precipitated by 
No 
Indices of co-operative behaviour in hospital personal actions Own actions E4 ant 
ee ue 
` Group C (N 88) Group D (N 125) 
N % N % 
Co-operation with medical Good š 73 83 71 57 
treatment ‘ Intermediate 14 6 38 gr 18:47 
Poor I I 16 13 <0'001 
Attitude to nursing staff Co-operative 76 86 93 74 
Neutral .. 4 5 10 8 4°52 
Unco-operative 8 9 22 18 N.S. 
Prepared to work, N/A 28 50 
i.e. occupational therapy Yes 51 85 58 77 o+82 
Intermediate 8 13 14 19 N.S. 
No 1 2 3 4 
Known to have gone out Yes u 13 21 17 0'45 
drinking No 77 88 104 83 N.S. 
Left hospital grounds or 
overstayed leave without Yes 12 Iq 15 12 0°02 
permission No 76 86 110 88 N.S. 
Discharged because of Yes o o 3 Hra 
unacceptable behaviour No 88 100 121 97 = 
Discharged self against Yes 10 I2 4I 33 11-88 
medical advice No 78 89 84 67 <o-oor 


drinking in the year after discharge (Table 
VIII). 

Conclusion T]—in general, when the ad- 
mission could be attributed in part to the 
patient’s own action the level of co-opera- 
tion in medical treatment was poor and the 
outcome was unfavourable. 


3. The relationships between in-patient behaviour as 

(a) subjectively and globally assessed and (b) as 

analytically and more objectively recorded 

The patients were divided into two groups: 

Group E—177 patients in whom there were 
no adverse comments recorded by either 
doctors or nurses as to the degree of co- 
operation shown while in hospital. 


Group F—36 patients in whom either doctors 
or nurses, or both, reported the patients as 
being unco-operative while in hospital. 

(a) Table TX shows that both Groups E and 

F contain patients whose in-patient behaviour, 
as methodically analysed, was not co-operative. 
However,’ in Group F, specifically stated by 
nursing and/or medical staff to be non-co- 
operative, there was a higher incidence of more 
objectively recorded unco-operative behaviour, 
to a statistically significant degree with respect 
to—being unprepared to work, leaving hospital 
grounds, or overstaying ‘leave without per- 
mission, i because of un- 
acceptable behaviour, and finally leaving hospi- 
tal against medical advice. Only with respect 
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Taste VIII 
Immediate precipitation of admission in relation to outcome of hospital stay 
Admission immediately 
precipitated by 
; No 
Indices of outcome of hospital stay personal actions Own actions xX and 
—— P value 
Group C (N 88) Group D (N 125) . 
N % N % 
Condition on discharge Worse o 0 I I 
IS.Q. Ea 19 22 56 45 14°30 
Improved .. 36 4I 42 34 <0-001 
Recovered 33 38 26 2I 
Follow-up appointment N/A os 39 76 
Defaulted .. 3 6 13 27 6-05 
Persisted .. 46 94 36 74 <0:02 
Drinking in the year after Nothing known 20 50 
discharge Alcoholic .. 2 3 12 16 13°35 
Heavy drinker 6 15 20 <0-001 
Sober + 62 gt 48 64 
Number of re-admissions None 52 59 85 68 
within 12 months One 23 26 25 20 1-80 
‘Two í 8 9 9 7 N.S. 
Thre . 4 5 6 5 
More than four I I o o 





to going out drinking frora hospital was there no 
significant difference between the groups. 


(b) Outcome (Table X). 

In Group F, significantly fewer were well on 
discharge and significantly more drank to excess 
in the ensuing year. 

Conclusion [{I—there was good accord be- 
tween doctors’ and nurses’ subjective and 
global assessments of behaviour while in 
hospital and the behavioural variables 
more methodically observed and recorded. 
This was reflected in the outcome of the 
patients’ treatment. 


4. Thepverlap between the different groups 

It is of interest that only 36 patients were 
described by medical and/or nursing staff as 
being non-co-operative, of whom 29 (80'5 per 
cent) belonged to Group B (unfavourable pre- 
admission history) and 29 belonged to Group D 
(admission precipitated by own actions). Only 


2 of the patients globally assessed as having 
been ‘non-co-operative’ while in hospital were 
in both Group A and Group C, i.e. with favour- 
able pre-admission history, with no personal 
action precipitating the admission. 


5. Criminal activity 

It proved possible to obtain information on 
the subsequent criminal records of all those with 
a criminal record prior to the key admission. 
Comparing the records for the 3} years before 
and after the key admission the results were as 
follows: 


Following the key admission: 


(1) Less apparent criminal activity 35 per 
cent; 

(2) No change in criminal activity 52:5 per _ 
cent; 

(3) More of apparent criminal activity 12°5 
per cent. 
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Tas: IX 
Nurses’ /doctors’ global intuitive assessments of co-operation in relation to recorded indices of behaviour 
a Nurses’ /doctors’ assessments 
ile in hospital 
P Indices of co-operative behaviour in hospital ‘Co-operative’ ‘Unco-operative’ x cane 
eS a a, aeea, ue 
Group E (177) Group F (36) 
. N % N % 
Prepared to work, N/A es be 58 20 
i.e, occupational therapy Yes A .. I0 89 3 19 40°49 
Intermediate as 12 Io 10 63 <o-oo1 
No ie he 1 I 3 19 
Known to have gone out Yes T ae 26 I5 6 17 0:09 
drinking No =. o> 151 85 go 83 NS. 
Left hospital grounds or . 
overstayed leave without Yes es bs 15 9 12 34 14°53 
permission No ia .. 162 92 24 67 <0'001 
Discharged because of Yes ai “2 I I 3 9  Fisher’s 
unacceptable behaviour No i -. 176 99 83 92 =P=0'199 
Discharged self against Yes os = 33 19 18 50 14°48 
medical advice No a . I4 82 18 50 <0'00I 
Tare X 


Nurses’ |doctors’ global intuitive assessmants of co-operation in relation to outcome of hospital stay 
Nurses’ /doctors’ assessments 


while in hospital 
Indices of outcome of hospital stay ‘Co-operative’ ‘Unco-operative’ x? and 
— o Pval 
Group E (177) Group F (36) 
: N % N % 
Condition on discharge Wore .. ix o o I 
ILS.Q. is 53 30 22 61 13°58 
Improved 65 37 13 36 <0-001 
59 33 o 9 
Follow-up appointment N/A p3 bs 89 26 
Defaulted .. 48 12 14 4 40 2°84 
Persisted .. 76 86 6 6o N.S. 
Drinking in the year after Nothing known .. 52 18 
discharge Alcoholic .. is II 9 3 17 15°35 
Heavy drinker 12 ro 7 39 <0'@01 
Sober ii 102 82 8 45 
& 
+ , Number of re-admissions None 114 64 23 64 
= within 12 months 39 ‘22 9 25 0°25 
Two 14 8 8 8 N.S 
i Three Pe 9 5 I 3 
More than four I I o 0 
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Discussion 

Within a cohort of consecutive male ad- 
missions to mental hospital a sizeable group of 
men (C.50%) was identified who behaved badly 
while in hospital and whose stay did not seem to 
have been of much benefit. There is little reason 
to believe that the problem is confined to one 
hospital; it is national in scale. 

The question arises whether non-psychotic 
males considered likely to prove unco-operative 
and disruptive should be admitted. When 
psychotic illness presents treatment cannot be 
withheld, but hostile attitudes and unco- 
operative behaviour may well persist after 
resolution or control of the psychosis. In many 
diagnostic categories persistent lack of co- 
operation makes any attempt at treatment 
extremely difficult. 

As the long-stay population of mental hospi- 
tals has decreased, the turnover of acute 
admissions has increased (D.H.S.S., 1971). 
There has been an associated change in the 
character of admissions (Carstairs, 1959; Rat- 
cliff, 1964). Open door policies, the adoption of 
permissive treatment regimes, and the em- 
phasis on informal admission following the 
Mental Health Acts all create difficulties in the 
management of anti-social patients. The latter 
disturb other patients, who ethically should not 
be subjected to this added stress; they affect the 
morale of nurses, who resent the impact of 
persons who are not easily recognizable as 
being in need of nursing care and whose use of 
expensive established acute in-patient resources 
is often of little identifiable benefit. Does the 
prospect of occasional success justify the price 
to be paid? The follow-up of recorded criminal 
convictions indicates that in some instances 
mental hospital admission is associated with, if 
not necessarily a cause of, a subsequent decline 
in overt criminal activity. 

There is a natural history of professional 
response to new therapies. Initially impressed 
by thé number of patients who benefit we only 
later concentrate attention on those who do not. 
Permissive regimes are therapeutically beneficial 
for the majority in acute admission wards and 
have revolutionized behaviour in the long-stay 
areas of the mental hospital. Our delight at the 
overall response these last twenty years should 
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not blind us to the possible need for different 
regimes for a sizeable minority. 

Non-selective acute admission wards dealing 
with psychotics, neurotics, alcoholics, per- 
sonality deviations, etc., are attempting to 
perform functions which may not be easily 
reconciled (Woodside, 1968). Sociopathic 
patients may make a more satisfactory response 
to a different type of treatment regime (Craft 
et al., 1964; Craft, 1968; Whiteley, 1970). 

We suggest, in the best interests of all con- 
cerned, that if disturbed men, statistically pre- 
dicted to be unco-operative in hospital and to 
make little progress, are to be admitted for 
treatment, consideration should be given to the 
establishment of appropriate special units, 
within the hospital, more suited to cope effect- 
ively with the problems presented. 

Our findings indicate that allocation of male 
patients to appropriate in-patient treatment 
settings can be decided by either a methodical 
consideration of non-diagnostic variables imme- 
diately prior to admission, or from the intuitive 
assessment of nursing and medical staff. Further 
controlled studies are required to determine 
optimal programmes for sociopaths, meanwhile 
the burden of their company should be lifted 
off non-sociopathic patients and those who are 


nursing them. 


SUMMARY 


Pre-admission social and personal charac- 
teristics, and immediate precipitants of ad- 
mission, are described in a one year’s cohort of 
male admissions to a mental hospital. 

It is shown that both co-operative behaviour 
while in hospital, and outcome, are related to 
such pre-admission non-diagnostic variables. It 
is suggested that males who can statistically be 
predicted to behave badly and to make little 
progress in hospital should not be im on 
other patients and nurses in a general acute 
male admission ward. 
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Group Exposure (Flooding) in vivo for Agoraphobics 


By I. HAND, Y. LAMONTAGNE and I. M. MARKS 


Exposure treatments such as flooding are 
being used increasingly for phobic and obsessive- 
compulsive disorders (reviewed by Marks, 1972). 
The shortage of treatment personnel has led to 
a search for ways to save therapist time. An 
obvious way of economizing is to expose a 
number of patients simultaneously in groups, 
instead of individually, to the real life situation 
which they fear. 

Apart from potentially saving therapist time, 
group exposure in vivo could have another 
advantage. Social cohesion and reinforcement 
might increase the motivation of patients to co- 
operate in treatment and facilitate their anxiety 
reduction in the phobic situation. Modelling of 
coping behaviour to one another could also help 
patients deal with phobic anxiety during expo- 
sure, Equally, however, modelling of panic to 
one another might lead to further helplessness, 
Whether patients would help or hinder one 
another during group exposure in vivo is studied 
here. Rather than compare group with indivi- 
dual exposure, which would not indicate which 
components of group exposure might be thera- 
peutic, we examined two groups with varying 
degrees of social cohesion, in order to clarify 
the role of social cohesion as a facilitator of 
improvement during treatment and follow-up. 


METHOD 

Twenty-five chronic agoraphobic out-patients were 
without their knowledge assigned randomly to rapid 
exposure in vivo (flooding) under one of two differing 
group conditions, In condition S (structured), group 
cohesion was fostered; in condition U (unstructured), 
patients were treated as several individuals who 
together happened to form a group but interacted as 
little as possible with one another, so that group 
cohesion was minimized. Differential group conditions 
were maintained over follow-up. 


Treatments 
Structured groups (S): The patients met as a group 
with the therapist(s) before the start of every exposure 


(flooding) session (day) and for half an hour ex- 
changed information about their phobias, en- 
couraged when needed by the therapist. A similar 
half-hour group discussion immediately followed 
the end of each session. After every 45 minutes 
exposure interval of each four hour treatment 
session there was a 15 minutes group discussion 
(including the therapists) about actual therapeutic 
problems, during which patients continued to stay in 
the real phobic situation. 

In all these discussions patients were given a simple 
explanation of treatment and aims (available on 
request), but were told that’they needed to achieve 
these by working as a group, discussing each treat- 
ment step with each other and never proceeding 
faster than the slowest person could accept. Therapist- 
patient interaction was kept to a minimum, and the 
therapists only intervened when the group did not 
know how to proceed, even then trying to encourage 
group-interaction by suggesting alternative actions 
on which the group might embark. The two therapists 
tried to act together in unison. On follow-up days the 
group met again to report their exercises, discuss 
individual achievements and encourage further 
individual exercises where necessary. They rarely did 
post-treatment exercises together or in dyads, but 
rather motivated each other to do exercises alone. 

Unstructured groups (U): The patients had the same 
treatment rationale and discussions as in S, but 
individually. They met each other only shortly 
before they were taken out into the phobic situation, 
and were asked not to talk together about their 
phobias or other problems. They were only together 
on the way to and from the ‘treatment area’ in the 
city, and even there were separated as much as 
possible. The therapists split, and each had two to 
three patients to look after at the same time; they 
exchanged patients after cach hour. Before, hourly 
during, and at the end of each treatment day, the 
patients discussed therapeutic problems individually 
with their therapist. On follow-up days the patients 
discussed the same points individually with the 


therapists as the structured groups did in their group . 


discussion. 

The treatment rationale for all groups emphasized the 
role of avoidance in maintaining phobias, Written 
and verbal instructions were given to go straight 
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into the frightening situation and stay there regardless 
of how much anxiety increased, until the patients 
had experienced its spontaneous decrease. During 
that time they were not to engage in any physical or 
mental avoidance, but instead were to concentrate on 
describing to themselves their surroundings, bodily 
feelings and mental events; the therapists would be 
responsible for any unusual behaviour during panics. 
The criterion for moving from one phobic situation 
to the next was decrease of anxiety rather than its 
absolute level. Patients would thus learn that peak 
anxiety did not last very long and could be tolerated, 
and after a few successful exercises would regain 
confidence. Whatever the original cause of the 
phobias might have been long ago, these were now 
autonomous and required treatment in their own 
right. Patients should not rely passively on the 
therapists as ‘doctors’, but use them as ‘trainers’ who 
would tell them how to do the exercises properly. 
They were instructed to continue the exercises after 
treatment for an hour daily over several weeks or 
months until their new non-phobic behaviour had 
become an easy habit. They were told to expect fur- 
ther anxiety attacks in the formerly phobic situations, 
but less so the more exercises they did. If they could 
not overcome relapses by themselves within a week 
they were to contact us for further help. 

Patients were told that treatment results were 
generally encouraging, but that individual prognosis 
was impossible. If treatment failed a different 
approach would be offered. If they also wanted 
treatment for any other problems, help for these 
would be arranged. All patients were taken off drugs 
from one week before the start of treatment. 

Predictions: In S the company of others would 
facilitate exposure to the phobic situation, but might 
not compensate for a lack of solo experience of the 
phobic situation. Although this treatment might be 
easier for patients and therapists, the immediate 
outcome might not reflect subsequent ability to cope 
alone. However, if social pressure from the group 
enabled patients to go out alone towards the end of 
the treatment, this too might motivate them to carry 
out post-treatment exercises, improve further and 
prevent relapse. 

U would be more difficult to conduct, as the thera- 
pist would supervise individual exercises of two to four 
patients at a time. Individual exposure might lead to 
greater improvement during and immediately after 
treatment, but lack of group pressure or cohesion might 
lead to fewer gains and more relapses during follow-up. 


Patients 


Twenty-five out-patients (g male) were treated 
who had a major problem of moderate to severe 
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agoraphobia or travel phobia. Patients were referred 
by other doctors inside or outside the hospital. Mean 
age was 35 (range 17-56) and mean phobic duration 
8-5 years (range 1°5-26). Twenty-one patients had 
had previous treatment for their phobias, including 
drugs, desensitization in fantasy, or dynamic psycho- 
therapy. Nine patients had been treated previously 
for non-phobic problems. Many had current per- 
sonality problems apart from their phobias; only 7 of 
the 21 married patients regarded their marriages as 
satisfactory. Eleven patients were working before 
treatment, 8 of these being severely restricted in the 
locale of work to which they could travel, usually 
accompanied. Two patients declined treatment. 


Design (Fig. 1) 

The first two authors treated four separate groups 
in the balanced order $-U-U-S. Some months later 
the first author treated another two groups (S, then 
U). No patient was in more than one group. 
group had 4-5 patients and was treated for three 
sessions (usually Monday, Wednesday and Friday) in 
one week. Each session consisted of four hours of 
exposure (flooding) in practice, with 15 minute in- 
tervals every 45 minutes during which ratings were 
completed and information about events during the 
45 minutes practice were either exchanged (S) or 
reported to the therapist (U). During the 15 minutes 
interval the patients continued to remain in the phobic 
situation. On each treatment day the first and last 
two hours of exposure were separated by a half hour 
lunch break. The total exposure in vive for each 
patient lasted 12 hours. In all groups the exposure 
was carried out at least five miles away from the 
hospital, and the second and third sessions took 
place in crowded areas of London’s West End and 
City. Each exposure session was preceded and 
followed by discussions of phobic problems (see 
above), total discussion time being six hours for each 
condition, half of which were in the phobic situation 
(3x2x4 hr. and 3x4} hr.). 


Assessments 

Phobias and social adjustment weru rated on the 
o-8 clinical scales of Watson and Marks (1971) 
and Gelder and Marks (1966) (score 8 = maximum 
pathology). Phobic anxiety and phobic avoidance 
were rated by the patient, the therapist aad an 
independent assessor (5 different clinical psycho- 
logists and 1 psychiatrist—one for each group). All 
assessors except the psychiatrist were blind with 
respect to the treatment condition. 

A behavioural avoidance test was designed to be 
given by the independent assessor; it can be applied 
to a variety of phobias, and requires the patient to go 
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alone for up to 45 minutes as far as he can into his 
two most frightening phobic situations. The 21 
patients who completed treatment and four weeks 
follow-up thus attempted a total of 42 test tasks. 
Patients could score o to 8 on the test. [8 = complete 
avoidance, resists even leaving the office; 7 = doesn’t 
get beyond Hospital building; 6 = doesn’t get beyond 
Hospital grounds; 5 = goes to threshold of the feared 
situation, but escapes (returns) immediately; 4 = 
goes to threshold of the feared situation and tries 
repeatedly but without success to enter the situation; 
3 = enters feared situation, but leaves at the first 
possible opportunity, unable to return in a controlled 
way (e.g. takes taxi or stuck at that place); 2 = same 
as 3 but able to return in a controlled way (e.g. with 
same transport or walks); 1 == stays in the feared 
situation up to the required point, but unable to 
return in a controlled way (see 3); o =... (as 1), 
but able to return in a controlled way (see 2), ie. 
test completely done.] 

Patients were told that their performance on the 
test had no influence on subsequent treatment. They 
were asked to complete as much of the test as they 
could without undue anxiety; in most cases this 
required travelling on public transport and going into 
open spaces or busy shopping centres outside the 
‘main treatment area’. 

Pre-treatment ratings were made about three days 
before the first treatment day. 


During treatment sessions patients rated their 
anxiety every 20 minutes and other variables after 
each 45 minutes exposure. These included depression 
and tendency to escape, and a questionnaire we 
devised to measure group cohesion* partly based on 
scales adapted from Liberman (1971) and Bales 
(1950). Patients rated help they felt they had 
received from and given to each of their peers and 
therapists. At the end of each treatment day they 
rated interpersonal attraction, group and therapist 
influence on anxiety reduction and overall improve- 
ment. 


Post-treatment measures were made three days after 
the last (grd) treatment day. These comprised the 
behavioural test by the assessor, the phobic avoidance/ 
anxiety scales, and a subjective overall improvement 
rating by the patient. 

Follow-up ratings were made at one, three and six 
months after treatment for five groups and at one 
month for the last structured group. All ratings were 
subjected to multivariate analyses of variance, 
except the behavioural test and social ratings, which 
were subjected to 2-tailed t-tests. 


* Available from one of the authors (I.M.M.). 
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RESULTS 
Before treatment 

Patients in structured and unstructured 
groups showed similar initial severity of phobic 
disturbance on the anxiety/avoidance scales 
(Fig. 4) and the behavioural test. 

The behavioural test was tougher than those 
usually described in the literature. Nevertheless, 
of the total of 42 test-tasks (2 per patient), ten 
were completed by 7 patients (4 S, 3 U—Fig. 3), 
only one of whom had previously been able to 
engage in such activities alone, albeit with high 
anxiety. Three days later, immediately before 
treatment began, only one of these patients felt 
that his test-performance had been therapeutic; 
in the rest it did not diminish anticipatory 
anxiety about the forthcoming exposure. None 
exposed themselves voluntarily to further similar 
situations in the intervening three days. 

The behavioural test required patients to 
act as they would need to in later treatment 
sessions. It might measure more a patient’s 
expectation about or commitment to exposure 
treatment than his ability to tolerate the phobic 
situation in everyday life, as several patient’s 
statements suggested. By itself a behavioural 
test is not an adequate measure of handicap, 
and it needs to be combined with other measures. 
to give a reasonable picture of the patients’ 
disability. Pre-treatment performance on the 
behavioural test did not predict outcome at 
follow-up. 


During treatment 

The two forms of group exposure in vivo led to 
differential social cohesion and therapist involve- 
ment. A multivariate analysis of variance com- 
pared results across the two treatment conditions 
(S versus U). 

Patisnt-patient interactions (social cohesion). 
Fig. 2 shows results from the questionnaire on 
social cohesion during and immediately after 
treatment sessions. The dark columns represent 
the structured and the dotted columns the un- 
structured groups. The data are means of all 
three treatment sessions together. At the end of 
each treatment day the group was rated as 
more helpful by patients from S (S v. U, 
p < +07). During sessions, ratings of ‘direct 
help’ received from individual fellow patients 
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PATIENTS’ RATING 


a STRUCTURED 


UNSTRUCTURED (n= 10) 


(n= 1) 
GROUPS 





Help from Help from 
whole group individual 
patients 
SvU p< -07 "0001 


Help to Perceived Liking of 
individual liking from other patient: 
patients other patients 

-0002 ‘007 0003 


ALL MEASURES TOGETHER p¢-:0001 


Fic. 2,—Group cohesion: Patient-patient interaction during treatment sessions, 
S=Structured. U= Unstructured. 


were lower than from the group as a whole in 
both conditions, but especially in U (S v. U, 
p < 0001). Even lower was the rating of help 
each patient felt he gave to his fellows during 
sessions; it was o in U (S v. U, p < -o00g). 
The ‘direct help’ rating was high on the first 
two treatment days and nearly zero on the last 
day, when patients began acting independently. 
Also low was the rating of direct help patients 
thought they had received from the therapists. 

Compared to patients from U, those from S 
felt more liked by their peers (p < -007) and 


. 
. r 


liked them more (p < +0003). Patients in both 
conditions felt that they liked their fellows more 
than their fellows liked them. This was con- 
cordant with their ratings of more help received 
from than given to their peers. 

Group cohesion and influence was thus 
consistently and significantly greater in struc- 
tured groups, as planned in the design. When all 
five ratings of cohesion were taken together 
(help from whole group, help from individual 
patients, help to individual patients, liking of 
other patients, perceived liking from other 
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patients), S and U groups differed very signi- 
ficantly (p < 'ʻo001). 

Patient-therapist interactions. S and U did not 
differ significantly on these measures. While the 
presence of the therapists was regarded as 
important, they were rated as less helpful than 
the group as a whole, and about as helpful as 
individual patients in S. This suggests success in 
motivating patients to rely on themselves 
during exposure. The therapists were liked as 
much as fellow-patients. Patients liked the 
therapists more than they felt the therapists 
liked them, especially in U (S v. U for perceived 
liking from therapists, p < +035). The latter is 
surprising, because the therapist devoted more 
attention to individual patients in U. Patients 
showed no consistent preference for either 
therapist. 

Group therapeutic effects. Patients rated their 
groups as having a calming effect, especially S 
(S v. U, p < +10). This is consistent with the 
low tendency to escape felt by patients in both 
conditions, again especially in S (S v. U, 
p < ‘052), and with the low anxiety experi- 
enced during exposure in both conditions. On 
all three variables taken together p for Sv. U = 
<-o51. When anxious during exposure in vivo, 
patients in S had fewer urges to escape than 
those in U. 

On all treatment days, just before exposure 
began, patients anticipated greater anxiety 
than they in fact experienced when exposed in 
the session. Anticipatory anxiety was thus 
greater than situational anxiety, which was 
surprisingly low. Our instructional set had 
emphasized the importance of exposure to the 
highest items on the phobic hierarchy rather 
than the experience of anxiety. 

Patients rated the importance of the two separ- 
ate segments of each treatment hour, ie. the 45 
minutes exposure period and the 15 minutes 
discussion interval. S rated both as equally 
important, while U found the periods of 
exposure more helpful. This could reflect the 
greater amount of individual exposure experi- 
enced early in U. 

Treatment preference: On each assessment and 
treatment day patients rated whether, given a 
free choice, they would have preferred individual 
or group therapy. Sixty-five per cent of all 
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patients in both S and U conditions opted for 
(their) group therapy; 30 per cent of S and 20 
per cent of U had no preference; only 5 per cent 
of S and 15 per cent of U opted for individual 
therapy. 


Observations during treatment sessions: S groups went 
up the hierarchy of frightening situations faster than 
U ones. On the first treatment day S groups went 
right into the most frightening situations, whereas U 
ones usually reached this point only in the second 
session. S groups were most co-operative in carrying 
out the treatment tasks. From the start therapists 
were allowed to walk comfortably behind them, and 
soon could avoid contact with patients for up to 30 
minutes, and on later days up to 1 to 2 hours. Given 
different graded suggestions about where to go, S 
groups often voted to try even more difficult ones than 
the therapist suggested. S members thus had more 
group exposure to the peak phobic situation. This 
appeared to be due to ‘social facilitation’. But only at 
the end of the second treatment day did patients send 
each other out for brief individual trips. Difficult trips 
alone were usually only achieved in the second half 
of the last treatment day. 

The groups, especially S, showed an impressive 
group spirit. Initial insecurity in the first group 
meeting changed within thirty minutes to mutual 
understanding. During exposure S patients often 
held hands, put their arms around one another, and 
called each other by first names. The therapists 
intervened but rarely in S, e.g. when faster improvers 
became impatient with the rate of progress, or when 
subgroups (e.g. male v. female) were developing. 

Negative modelling occurred in only one patient 
(S), but her peers ignored her histrionic threats to 
become paralysed at the start of treatment, and 
rewarded her coping behaviour, and within an hour 
she coped much better; she continued to improve 
during follow-up. One patient out of the 12 in S 
felt no benefit to phobias from group treatment and 
needed other therapy instead. 

Therapists found it more difficult to run U groups, 
From the start these patients were exposed alone and 
felt more improved on each treatment day than did 
members of S groups (Fig. 5). Each therapist looked 
after 2 or 3 patients at a time, and patients needed 
persuasion to tolerate distressing exposure, though not 
any more than patients treated individually outside 
the study. 

Though U members were separated most of the 
time during exposure, they reported that knowing 
other patients were doing similar exercises nearby 
and seeing them at the start and between exposure 
intervals boosted confidence and competitive feelings. 
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Several patients said they only entered a phobic 
situation because they had seen a frightened fellow- 
patient entering it before them. On the other hand, 
one patient (U) complained she might lose her gains 
if she saw another patient in a panic, while another 
(also U) was jealous that the therapist was shared with 
other patients and feared shame if they saw her coping 
badly; both nevertheless improved. Remaining 
members of U groups showed ‘spontaneous’ cohesion 
in feeling they shared a problem and had to make a 
common effort to overcome it. 

U patients had stronger urges to escape from the 
treatment situation when alone, but never did so. 
One patient would not leave the therapist for more 
than ten yards; this upset his peers, who were relieved 
when he did not return for the next treatment day. 

In both conditions the timing of improvement was 
variable and did not predict subsequent outcome. 

One author (I.H.) treated two groups on his own 
(S and U). The unstructured group was difficult to 
handle alone, but the structured group was as easy 
to manage alone as with two therapists. 

Group panic did not appear during any treatment 
session in any group (S or U). However, several 
patients had ‘horror-reactions’ or depression during 
the nights and the free day between treatment sessions. 
These happened particularly after patients had 
progressed rapidly in sessions and experienced little 
anxiety in peak phobic situations. Reactions were 
remedied by immediate re-exposure and motivating 
group discussion. On the mornings before exposure 
began patients often complained of depression. It 
lifted during exposure in vivo, and even changed to 
euphoria by the end of successful treatment days. 


After treatment 

Of the 25 patients who began treatment, four 
were excluded from the statistical analysis. 
Three of these dropped out before treatment 
ended (2U, 1S) and one (U) did not attend for 
four weeks follow-up. Subsequently two of these 
dropouts remained much and two moderately 
improved in their phobias. 

Analyses from pre-treatment to four weeks 
follow-up are of 6 groups (n = 21); data from 
g and 6 months follow-up are of 4-5 groups 
(n = 44-17), as the last group (S) did not reach 
these follow-up points by the time the study was 
completed and follow-up results from the 
second last group (U) were not available when 
statistics were compared. However the last U 
group at 6 months follow-up was very similar to 
the two other U groups. 
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Behavioural avoidance test (Fig. 3). The ‘im- 
provement of all groups in this test was so 
marked (p < -oo1) that there was no room 
for differences between S and U. Improve- 
ment continued to three months follow-up 
(p < ʻo01). 

Clinical scales: Phobic anxiety and phobic avoidance 
(Fig. 4): Phobic anxiety and phobic avoidance 
are combined. The phobic situations were 
generally the same as in the behavioural avoid- 
ance test (0-4 == hesitation/uneasiness, 5-8 
avoidance/anxiety). Ratings correlated 0-47 
between patients and assessors/therapists, and 
0'9 between assessors and therapists. 

Patients and assessors rated marked and 
similar improvement for S and U to one month 
follow-up. Thus contrary to prediction S did 
as well as U at the end of treatment. However, as 
predicted, S continued improving during follow- 
up, whereas U began to relapse: by three months 
follow-up S was better than U (on self ratings 
p < +006), and this superiority continued for 
six months follow-up (ratings by patients 
p < 03, by assessors p < -o7, by therapists 
p < -o4). In the patients’ ratings this difference 
is mainly due to the phobic avoidance scale 
(p < +03 at three months and p < +02 at six 
months follow-up): differences in the phobic 
anxiety ratings were smaller (p < -o7 and 
<og respectively). The multivariate analysis 
of variance over all patient ratings from pre- 
treatment to six months follow-up showed an 
interaction between conditions S and U for 
avoidance (p < +05) and avoidance-+anxiety 
(p < -05), which confirms that S did better 
at the end of follow-up. On this analysis 
improvement for the six groups combined was 
highly significant (p < -ooor) in all three 
raters (patient, assessor, therapist). 

Patients’ overall improvement rating (Fig. 5). 
When the patients compared their overall 
current status with that before treatment, the 
same clear difference emerged between S and 
U: at the end of each treatment day patients 
from U rated themselves more improved, but 
this reversed during follow-up. On a multi- 
variate analysis of variance this trend was 
significant (p < -05) as an interaction taken 
over all occasions. It accorded with initial 
predictions that S patients would feel less 
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improved during treatment’ yet do best at 
follow-up. 

Social adjustment (Fig. 6). On these scales, S 
and U did not differ significantly. Combining 
all groups, patients improved significantly on 


NONE g 










days 


work and leisure ratings by assessor and thera- 
pist (all p < -oo1), and also in their relation- 
ships with other people (assessor p < ‘05, 
therapist p < -or). 

Additional treatment during follow-up. Fifteen of 
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Fra. 5.—Patients’ improvement ratings (compared to state before treatment). 
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the 25 patients who began treatment improved 
markedly in, their phobias and remained so 
during follow-up, to the extent that they resumed 
regular entry into most of the phobic, situations 
they had formerly avoided. No further treatment 
was required for their phobias, though many 
continued to feel uneasy in the situations and 
had to force themselves to enter them. 

During follow-up 10 patients had extra 
treatment for phobias or other problems. 
Of these, 5—-all U—were treated for phobias, 
5 for interpersonal problems and 2 for other 
reactions (some for more than one problem). 
Four more patients appeared to need extra 
treatment for phobias but declined it. Two 
patients (1 S, 1 U) needed extra treatment of 
phobias at the end of follow-up. 

Of the 21 married patients, 7 had marital 


problems after treatment and were offered help _ 


for these, 3 accepting it. In 6 of these 7 the 
problems were exacerbations of chronic marital 
difficulties. 


Discussion © 

Results showed that agoraphobics can be 
treated effectively by group exposure in vivo, 
and that group cohesion facilitates treatment in 
making it easier to execute, and enhances 
improvement up to six months follow-up. The 
design was successful in producing structured 
groups which were significantly more cohesive 
socially than were unstructured ones. Group 
cohesion was intensified through directed task- 
oriented group discussions before, during and 
after treatment sessions. 

The follow-up results were better in structured 
groups, though their instructions for anxiety 
management were the same as in the un- 
structured condition. This seems likely to be 
due to higher motivation for post-treatment 
exercises in patients from cohesive groups. 

Results with our structured groups partly echo 
those of Liberman (1971). During group psycho- 
therapy, neurotic patients in a cohesive group 
showed earlier symptomatic benefit than those 
from the control ‘usual’ psychotherapy group. 
At a year’s follow-up both groups were im- 
proved to a similar extent on target complaints, 
but unlike in our study, reinforcement of group 
cohesion had not continued during follow-up. 


GROUP, EXPOSURE (FLOODING) in vivo FOR AGORAPHOBICS 


Therapeutic mechanisms in the two group conditions 
A common and powerful factor in both condi- 
tions. was prolonged and rapid exposure in vivo 
to. the phobic situation with constant pushing to 
remain in the most frightening areas without 
escape until anxiety had begun to decrease for 
at least 10 minutes. No attempt was made to 
heighten anxiety during exposure, and in fact 
anxiety ratings during treatment sessions were 
fairly low, and not necessarily lowest on the 
final treatment day. On the clinical scales 
phobic avoidance was reduced significantly 
more than phobic anxiety (n = 14, 2 tail t-test, 
p < ‘oor) at the end of treatment, and anxiety 
was only reduced by a similar amount after 
four weeks follow-up. Similarly, where relapse 
occurred it began with avoidance rather than 


-anxiety. - 


In the treatment of phobias, reduction of 
avoidance and anxiety in the hospital setting is 
not enough (vide behavioural test before treat- 
ment). Patients have to learn to deal with their 
phobias in the setting of everyday life for 
improvement to endure and consolidate. Socially 
cohesive groups aid this process when members 
are oriented to the task of handling their 
anxiety in natural situations. Hospital treatment 
can be seen as part of an extensive programme 
of training in anxiety management. Patients 
learn that panics will come but can be tolerated. 
Escape from the setting of panic is unnecessary, 
as the anxiety will eventually dissipate anyway, 
especially if the patients attend to it in a coping 
manner. This approach has much in common 
with that of Suinn and Richardson (1971), 
Meichenbaum (1971), Cooper et al. (1969) and 
Leitenberg et al. (1971). 

Would longer treatment have given even 
better results? It is quite possible that it would, 
and most patients in fact felt this, though there 
is the opposite danger of dependence on hospital. 
Treatment in hospital can be seen as a means of 
prodding agoraphobics into carrying out their 
training exercises outside with social cohesion 
facilitating improvement in the community. 
This is one facet of a many-sided programme of 
rehabilitation in the community. The optimum 
duration of a given session is unknown, but 
Stern and Marks (1973) found two hours of 
continuous exposure in vivo to be significantly 
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better than four interrupted half hours on the 
same day, and this may serve as a guide. 

Exposure in vivo can train patients to deal not 
only with phobic anxiety but also with free- 
floating anxiety. Non-situational panics can be 
controlled in the same way as phobias, by accept- 
ing that anxiety will occur, attending to the cues 
which denote its presence, rating them with- 
out exaggeration, watching how long it 
takes for them to subside, and sometimes 
this may be helped by relaxation exercises, 
attending to events to master the situation. 
The aim is not so much to extinguish the anxiety 
as to manage it so that it does not govern one’s 
actions. The actual method of management may 
not be crucial. This is less a concept of extinction 
than one of self-regulation or cognitive control, 
and research into the mechanisms involved 
encounters problems of operational definition 
and the snares of circular reasoning. 

Three of the findings suggest that our agora- 
phobics had low self-esteem, like many other 
neurotics (Marks, 1965}. They undervalued 
their role in the therapeutic sessions. During 
sessions patients thought they received more 
help from their peers than they gave to them; 
patients also thought they liked their peers and 
their therapists more than they were appreciated 
in return by these same people. Patients in 
unstructured groups had the most contact, help 
and observation from therapists, yet felt less 
liked by them than did patients from structured 
groups. It is unclear how much low self-esteem 
is the result of and how much the cause of poor 
performance. Both mechanisms can apply to 
set up a vicious circle. Fear of failure easily 
causes failure which would not otherwise occur. 
We did not measure whether self-esteem rose in 
our patients after successful performance. 

Patients who overcame relapses themselves 
by doing further exposure exercises would say 
‘I didn’t want to let the others down’ or ‘I 
didn’t want to let you down doctor, after all 
you had done for me’—never that they did not 
want to let themselves down. Many commented 
that the active involvement of the therapists in 
their treatment motivated them to co-operate in 
exercises in and out of treatment sessions. Several 
patients had observed before treatment that 
they were helped by exposure to the phobic 
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situation. Nevertheless they did not apply this 
principle by themselves, but only did so: when 
taught by the therapists, Most valued the treat- 
ment rationale from and ‘pep talks’ with the 
therapists. Patients in all groups wanted the 
therapist to be with them during early exposure 
sessions, but the therapists could soon fade 
themselves from the groups, remaining at 
‘checkpoints’ in the training area. They might 
perhaps have later remained available only on 
the phone in the hospital. 

It would be an oversimplification to say that 
exposure treatment worked by ‘suggestion’. 
More accurately the patients’ (and therapists’) 
belief in the procedure facilitated its proper 
application, which then allowed improvement 
to occur gradually as’ a result of repeated 
exposure exercises. Most patients had to work 
hard and long until phobic responses gradually 
diminished. ‘But few. patients improved so 
rapidly that it seemed a function more of faith 
healing than of continuous exposure. Some 
improved so fast that they seemed to have lost 
some of their phobia before treatment, but had 
been prevented by anticipatory anxiety and 
avoidance from finding this out in the real 
situation. In fact two patients, after being seen 
only for diagnostic assessment, on learning about 
the principle of treatment exposed themselves 
to their phobic situation and found that they 
could tolerate it. 

When does avoidance maintain phobias? Although 
we told our patients not to escape from their © 
phobic situation, at least two controlled studies 
have found that agoraphobics improve even 
with escape allowed (Crowe et al, 1972; 
Everaerd et al., 1972). If our simplistic model of 
response prevention is applied, such subjects 
should have got worse. That they did not indi- 
cates a complex relationship between changes in 
attitude and in overt behaviour (Insko, 1967; 
Thomas, 1971). With the ‘right’ cognitive set a 
situation can be therapeutic, which with a 
different attitude could be disastrous. Exposure 
to a certain event can be ‘traumatic’ and induce 
a phobia, or it may lead a person to gird his 
loins and emerge strengthened. Our problem is 
to unravel the factors which govern the differen- 
tial effects of such an event, to find out why one 
man’s meat is another man’s poison. 
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Group influences. Avoidance was minimized 
through the therapists’ persuasion, group factors 
such as ‘social facilitation’ and through heighten- 
ing the patient’s motivation. In some animal 
experiments avoidance is physically prevented 
during flooding (Baum, 1970), but human 
beings can be motivated to prevent avoidance 
by techniques of coping and self-control. We 
taught the principle of preventing avoidance, 
showed patients that it worked, and urged them 
to apply it after treatment. Motivation to do 
this after treatment seemed higher in patients 
from structured groups, which might explain 
their continued improvement during follow-up. 
Motivation may have resulted from their greater 
sense of group purpose which was reinforced 
during follow-up group meetings. People are 
often more prepared to take risks after partici- 
pation in a group (Clark, 1971); a group spirit 
seems useful in self-help groups like Weight- 
Watchers or Alcoholics Anonymous; the prob- 
lem-solving values of small groups have been 
studied by Berg and Bass (1961), Hare (1962) 
and Lott and Lott (1965), amongst others. 
Motivation to do well can also be enhanced by 
observing other people cope with similar diff- 
culties (modelling) (Bandura, 1971). ‘Coping 
models’ who first show fear and gradually learn 
to deal with it are more therapeutic for the 
patient than a ‘mastering model’ such as a 
therapist who behaves fearlessly from the start 
. (Meichenbaum, 1971). In everyday life an 
agoraphobic encounters many mastering models 
who have little influence on him beyond making 
him realize how ‘abnormal’ he is. 

‘Peer-self-help’ groups of agoraphobics may 
be less efficient if they are not task-oriented. 
Many groups offer a lot of mutual support in 
the community but do not relieve the phobias. 
Unlike A.A., where staying sober is a pre- 
condition of membership, in these groups 
membership is determined by having the 
phobia. Some of our successfully treated patients 
tried to offer their help to one of these peer 
groups but did not meet with interest. 

An impressive coping device used by the 
groups, especially structured ones, was humour 
(vide the paradoxical intention of Frankl, 1960). 
This was used spontaneously and often helped 
to overcome difficult situations. When the whole 
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group was frightened, somebody would break 
the ice with a joke, which would be greeted 
with the laughter of relief. While many patients 
were sensitive about their phobias in everyday 
life, they could joke about their difficulties 
during group treatment. Humour was helpful 
during exposure sessions and also during phobia- 
centred group discussions. It made the treat- 
ment atmosphere quite different from that 
during exposure of individual phobic patients, 


where humour was rarer. 


Social spin-off from group exposure: Another value of 
group treatment was its unplanned contribution to 
social skills and assertive training. The group experi- 
ence afforded a chance for shy patients to learn new 
social behaviour and shed their fears of other people. 
Patients who before treatment were ashamed of their 
handicap, would not talk about it, felt uniquely 
ridiculous, were inhibited about eating in restaurants, 
could not look at other people in buses or tubes or 
were unable to ask strangers for directions in the 
street, had to cope with these situations which formed 
part of their treatment exercises, and so overcame 
these problems by the end of training—often with 
surprising humour. Three restaurant phobics habi- 
tuated to eating in restaurants by joining the group 
during the half-hour lunch breaks without the 
therapists between the first two and last two exposure 
hours of each treatment day. Several patients got used 
to contacting strangers when anxious in the phobic 
situation and obtained relief by talking to them 
about their anxiety. A lift-phobic patient was on her 
third run up and down when the lift-man asked her 
why she was doing this. Feeling ashamed she told 
him the problem. He sympathized and immediately 
told her about his flying phobia! The patient was so 
impressed by this experience that she continued to 
behave similarly in other situations. A tube-phobic 
patient panicked when the tube‘train stopped in a 
tunnel. She admitted this to her neighbour, who 
responded sympathetically and started talking about 
her own problems. The patient calmed down. 
Thereafter, whenever she went by tube she looked for 
people whom she felt she could talk to in case of a 
panic, and would sit beside them in the carriage. 
Another patient with a social phobia panicked in a 
shop and started to chat to the salesgirl who was 
giving her change. The salesgirl politely told her to 
see a psychiatrist. The patient left the shop, shaking, 
ashamed and angry with the therapist. She was 
persuaded to return to the shop immediately and tell 
the same salesgirl that she had just seen her psych- 
iatrist who had told her to go back to her. The patient 
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did # and after 20 minutes came back for a long talk 
with the salesgirl, who had admitted she disliked 
customers trying small talk with her, as she felt so 
inhibited. She invited the patient to come as often as 
possible, as she might learn with her to chat with 
customers. The same patient then did many more 
exercises with a sense of humour. 

For many patients the most ‘assertive’ experience 
during treatment was the first time they went through 
a panic on their own and proved their ability to 
cope with it. The first patient in a group to do 80 
motivated the other patients more than the thera- 
pists did. 

Marital and other complications: Taken together our 
patients improved significantly in their interpersonal 
relationships, and this gain continued at follow-up. 
Nevertheless, many subtle interactions were noted 
between change in our patients and in their spouses. 
Improvement in phobias, as in any physical or psycho- 
logical problem, occurs in a complex interpersonal 
field, and the ions of change depend largely 
on the state of this field at the time. 

Before treatment began more than 60 per cent of 
patients in both treatment conditions complained of 
interpersonal problems, and these often complicated 
treatment and follow-up. This might be due to less 
restrictive selection of patients than in past Maudsley 
Hospital trials. About two-thirds of the 21 married 
patients regarded their marriages as unsatisfactory 
before treatment. In half these patients improvement 
in phobias after treatment was not accompanied or 
followed by acute interpersonal crises, but seven 
patients had to be offered help for marital difficulties 
after treatment (only one of these seven had claimed 
to have had a satisfactory marriage before treatment 
began). Only three couples accepted this help. Two 
spouses refused such aid, as did two patients. 

Interpersonal difficulties arose whether or not 
enduring improvement occurred in the agoraphobia, 
and naive notions of symptom substitution fail to 
account for the phenomena observed. Sometimes 
patient and spouse seemed so preoccupied with the 
phobic problem before treatment that little thought 
was given to other issues. Improvement in the phobia 
then left some partners face to face with their problems 
in mutual adjustment. In others, success in over- 
coming one problem—the agoraphobia—led to a 
desire to deal with remaining relationship troubles. 
Only two patients showed reciprocity between the 
phobias and other problems—in one with frigidity, 
in another with other marital problems. 

Complications of this kind emphasize the need for 
therapists to make a thorough assessment of patients’ 
problems before treatment and to be able to supply 
the necessary treatments for those complications, 


6or 


SUMMARY 

Twenty-five out-patients with chronic agora- 
phobia were treated in six groups of 4—5 patients 
each, the first four groups by two therapists, the 
last two groups by one therapist. Each patient 
had 12 hours of exposure (flooding) in vivo, 
spread over three days of one week, for four 
continuous hours a day interrupted midway by 
a half-hour lunch break. 

Three groups were structured to increase 
social cohesion during exposure in vivo. This was 
enhanced by symptom-centred group discussions 
before, during and after treatment sessions. 
Three other groups were unstructured so that 
members were exposed with a minimum of group 
influence. Structured groups became signifi- 
cantly more cohesive than unstructured groups, 
though cohesion developed spontaneously in all 
groups and was easily fostered in the structured 
condition. Therapists found it easier to run 
cohesive groups. 

On behavioural tests and clinical scales, 
outcome for all groups was at least as good as in 
previous trials with individual patients. As 
predicted, patients from structured groups felt 
less overall improvement immediately during 
the treatment week, but, contrary to prediction, 
all groups were improved similarly on phobic 
scales three days after treatment. As predicted, 
structured groups became significantly better 
than unstructured groups at 3 and 6 months 
follow-up on phobia and on global improve- 
ment scales, due to continuing improvement. 
Structured groups yielded only 1 of the 4 drop- 
outs, 1 of the 4 total relapses, and 4 of the 12 
patients who needed extra treatment during 
follow-up. 

Many trial patients showed marital and 
personality problems before treatment, several 
with acute exacerbations of these during 
follow-up. 

Group exposure unexpectedly produced addi- 
tional gains in social skills and assertion. 
Patients improved significantly in work, leisure 
and social adjustment. x 

Behavioural avoidance tests alone were poor 
measures of phobic incapacity. 

Agoraphobics can be treated effectively by 
group exposure in vivo, especially when groups are 
cohesive so that follow-up exercises are enhanced. 
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Behaviour Therapy i in a Case of Blepharospasm 


By ROBERT SHARPE 


This case is reported in the absence of any docu- 
mented evidence of the systematic and successful 
treatment of blepharospasm. A flexible behaviour 
therapy approach, guided by behavioural analysis 
and experimental peychology was used (Sharpe and 
Meyer, 1973). 


COMPLAINT AND Hisrory 


The patient was 51 years old and had suffered an 
acute blepharospasm for the last ten months. There 
had been a four week episode eleven months earlier. 
He had suffered eyelid ache for the previous thirty 
years and used to alleviate this by closing his eyes. 
The eyelid ache started when he joined the army 
during the war and caused him to go sick frequently. 
However, in taking the history of the eyelid ache 
and blepharospasm during the behavioural analysis 
no significant individual occurrences could be found 
in their onset or maintenance. 

The patient’s social and business activities had been 
seriously affected by the blepharospasm. He was also 
developing tics, coughs etc. in an attempt to jerk 
open his eyes. He was well-adjusted to family life, 
which had not suffered so far. 

Previous treatments had included consultations 
with three ophthalmologists and three neurologists, 
None of the drugs he had taken had produced any 
permanent benefit. He had also approached a 
homeopath and a faith-healer to no avail, At the 
time of presenting he was taking a combination of 
tetrabenazine and imipramine. There were no other 
symptoms, and the patient was otherwise well- 
adjusted with high drive. 


BEHAVIOURAL FORMULATION 


In the absence of historical data by which to relate 
the symptoms by precipitating circumstances, the 
symptoms themselves were examined. The following 
features were observed: 


(1) The patient’s eyelids were normal for ten 
minutes after he awoke. After this they would 
go into spasm continuously. 

(2) The patient had consistently used an escape- 
avoidance procedure of closing his eyelida when 
they ached prior to the onset of blepharospasm. 
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., (3) The blepharospasm was less severe if the 
patient lay down and relaxed. 


l (4) If the patient tried to open his eyes through 


various strategies the spasms became more 
severe. Even focussing attention on to the 
eyclids by talking about them led to more 
frequent and severe spasms. 


These factors formed the basis of a formulation of 
the problem. It was hypothesized that the blepharo- 
spasm had been precipitated at least in part by the 
repeated pattern of closing the eyes in response to 
eyelid ache. It was further hypothesized that 
blepharospasm was being maintained by excessive 
demands to try to open the eyelids and by tension, 


‘as the problem was not so severe when the patient 


was relaxed, either from sleep or from lying down 
relaxing. 


TREATMENT FORMULATION AND [MPLEMENTATION 


Three major variables were seen to be of import- 
ance in a treatment programme which might be 
drawn from the behavioural formulation of the 
problem. 


(1) The patient had to learn how to relax in carry- 
ing out his daily activities, as tension was 
exacerbating the condition. 

(2) He was not to try to force open his eyelids or 
focus attention voluntarily on them if they went 
into spasm. He should relax and wait for them 
to open spontaneously. 

(3) He was to seek out reinforcements for keeping 
his eyes open so that opening his eyes would 
become rewarding, rather than closing them as 
had been the case when he avoided eyelid ache 
by closing his eyes. 

In implementing these three main strategies it was 
necessary to increase the complexity of the patient’s 
new repertoire of eyelid movements in a gradual way. 
The eyelid movements were gradually retrained 
through exercises from gross movements to pro- 
gressively more refined control. Thus, initially he 
squeezed his eyes shut and then relaxed them; then 
he imagined opening his eyes; then he opened and 
closed his eyes; then he blinked his eyes for longer 
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and longer periods; then he held them ‘hooded’ or 
half-open; then he winked them independently; then 
he moved them normally. Also during this time his 
general activities were increasing in complexity from 
lying down in a deeply relaxed state, to driving a car 
while relaxed in the latter stages of therapy. It was 
intended that this sort of activity would give him the 
reinforcement which was seen to be necessary in 
keeping his eyes open, and also allow him to gene- 
ralize his ability to relax and not force his eyes open 
in carrying out complex motor movements. At all 
times he was instructed not to force his eyelids 
open. 

The total time taken for treatment was 14 weeks, 
including one week of in-patient treatment. Therapy 
time involved was approximately 17 hours in one- 
hour sessions, most of which were on out-patient basis. 


TREATMENT OUTCOME 
At the end of treatment small spasms of the eyelids 
occurred about three or four times each day. The 
patient could control these effectively and was driving 
and resuming business and social activities by the 
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e 
end of treatment. He was extremely pleased with 
treatment outcome. 

After a nine month follow-up on a monthly basis 
there was no deterioration whatsoever. The eyelid 
ache had also been alleviated somewhat, and exercises 
which had been used in the programme helped this, 


Discussion 


This case was treated symptomatically on an 
experimental psychology basis. The variables under 
consideration were used on the basis of a functional 
analysis of the presenting symptoms. Although a 
behavioural approach is usually based also on 
historical consideration, it is useful to note that where 
there are no meaningful historical data it may be 
possible to treat the symptoms directly. 

A more expanded version of the formulation, treat- 
ment and discussion of this case may be obtained from 
the author. 
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Synopses of Papers Awaiting Publication 


Inter-rater reliability of ward rating scales. 
By Joun N. Hatt. 

Inter-rater reliability is an important issue in the 
use of rating scales, but is commonly neglected in 
psychiatric research. Reliability of scales is partly 
dependent on the situation in which they are used. 
When used in a ward situation, as opposed to an 
interview situation, several factors act together to 
reduce inter-rater reliability. 

When choosing a method of calculating reliability, 
it may be necessary to assume that: (a) obtained scores 
are distributed normally; (b) agreement between 
raters is meaningful; (c) chance agreement between 
raters is negligible; (d) reliabilities calculated from 
total scores are meaningful; (e) mean scores of both 
raters are similar. 

If these assumptions are not valid, the statistic 
weighted kappa may be applied. With a particular 
method of weighting, which is described, weighted 
kappa may be applied to any rating scale. An hypo- 
thetical and a practical exampleare given. The statistic 
is simple to calculate and its variance may becalculated 
by a multiple-step operation. 

Some comments are also made on improving the 
reliability of ward rating scales, with particular 
reference to the construction of items of scales. 

John N. Hall, 

University Department of Psychiatry, 
15 Hyde Terrace, 

Leeds LS2 oLT. 


Process Variables and the Prediction of Out- 
come in Behaviour Therapy. By A. M: 
MartuHews, D. W. Jounsron, P. M. Suaw and 
M. G. GELDER. 

Variables measured before and during behaviour 
therapy or non-specific treatment of 36 phobic 
patients were examined for their possible relevance 
to outcome and the processesses occurring during 
successful treatment, Measures obtained before 
treatment began did not provide a useful guide to 
outcome, with the possible exception of high extra- 
version scores, which were associated with a good 
response, irrespective of treatment given. There 
was no evidence that, by using the measures 
examined, patients could be individually allocated 
in advance to the treatment most likely to help them. 

Flooding treatment was associated with a greater 
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initial increase in heart rate, which disappeared after 
eight treatment sessions but did not seem to influence 
outcome. Ratings of phobic anxiety made by patients 
who were improved after desensitization or flooding 
declined systematically during treatment. Anxiety 
experienced when thinking about phobic situations 
showed a consistent decline after preparatory inter- 
views were complete, but estimated anxiety in real- 
life did not begin to decrease until immediately 
before the in-vivo practice phase of treatment. The 
finding of significant differences between improved 
and unimproved groups in these measures suggests 
that response to the first few treatment sessions could 
be useful in predicting long-term changes. 

A, M. Mathews, 

University of Oxford Department of Psychiatry, 

Ths Warneford Hospital, 

Oxford, OX3 77X. 


An Evaluation of a Drug Administration System 
in a Psychiatric Hospital. By Brian R. 
Barumasr, ELrLrorr Snspson and MionaerL J. 
STEWART. ‘ 

The aim of this study was to attempt to evaluate 
a system of prescription involving recorded drug 
administration in a psychiatric hospital. Urine 
specimens from 236 in-patients receiving various 
psychotropic drugs were tested using a standard series 
of laboratory tests. 

In 6.4 per cent of the patients a prescribed drug 
was not detected, in 10.2 per cent a non-prescribed 
drug was detected, and 4 patients exhibited both 
forms of discrepancy. The discrepancies involved 
various drug groups, and a higher proportion of 
discrepancies was found in short-stay than in long- 
stay wards. A portion of a mental subnormality 
hospital was also investigated and discrepancies were 
found both before and after the introduction of the 
new system. 

The possible causes of these discrepancies include 
errors of drug administration, failure of patient co- 
operation, laboratory errors and abno: ities of 
metabolism. The necessity for the close supervision 
of drug administration is emphasized, and the parti- 
cular problems of psychiatric patients are discussed, 
Brian R. Ballinger, 

Royal Dundee Lif Hospital, 

By Dundes, Scotland, 
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A Re-analysis of the Reliability of Psychiatric 
Diagnosis. By Roserr L, SPITZER mad Jee L. 
FLENS. 

Reported data on agreement in payohlateis diag- 
nosis cannot be compared or assimilated as they 
stand, because different investigators use different 
indices of agreement and because few incorporate the 
base rates of the various diagnoses into their measures, 
A re-analysis of available data indicates that reliability 
is satisfactory for mental deficiency, organic brain 
syndrome and alcoholism; is fair for psychosis and 
schizophrenia; and is poor for the remaining cate- 
gories. Evidence is cited for better agreement among 
psychiatrists on the major psychiatric problems 
experienced by a patient, provided the problems are 
described in non-technical language. Some sugges- 
tions are made for improving the reliability of 
psychiatric diagnosis. 

R. L. Spitzer, 

Psychiatric Institute, i 

ya2 West 168 Street, 

New York, N,Y. 10032. 


Urinary Excretion of Adenosine 3':5'-Cyclic 
Monophosphate in Depressive Illness. By 
G. J. Nayvtor, D. A. Sransrrmexp, S. F. WHYTE 
and F. HUTOHINSON. 

Twelve physically healthy female patients suffering 
from a depressive psychosis were maintained under 
metabolic ward conditions for one week when de- 
pressed and one week when recovered. Twenty-four 
hour collections of urine were collected daily during 
each week. The urinary excretion of cyclic AMP was 
estimated by a saturation technique and expressed 
per gramme of creatinine. 

The urinary excretion of cyclic AMP increased 
significantly with recovery. The urine volume showed 
no significant change with recovery and did not 
correlate significantly with the cyclic AMP excretion. 
G. J. Naylor, ; 

Department of Psychiatry, 

The University, 

Dundee, Scotland. 

Chromosome Aberrations and LSD. A Con- 
trolled Study in 50 Psychiatric Patients. 
By J. T. Rosmson, R. G. Cerraam, 'R. M. 
Greenwoop and J. W. TAYLOR. 

This paper presents a controlled study of chromo- 
some aberrations of 100 lymphoid cells in each of 
50 patients treated with lysergic acid diethylamide 
(LSD) at Roffey Park Hospital, Horsham, and 50 
volunteer controls. 

The patients included in the study were treated 
with total amounts of LSD varying from 175 megms 
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to 17,000 megms. The patients included both sexes 
and were matched as far as possible against controls 
for age, sex and marital status. A table gives the 
subjects in the project, including diagnoses of patients 
treated with LSD. 

All persons were excluded who had recently suffered 
from a virus infection or from any other condition 
known to be a possible cause of chromosome damage. 

The mean interval between finishing treatment and 
the taking of blood for chromosome analysis was 
three years and one month. 

There was no statistically significant difference 
between the LSD-treated group and the control 
group in the number of chromatid and isochromatid 
gaps, chromosomes lost or gained, or unstable re- 
arrangements. 

J. T. Robinson, 
Roffey Park Hospital, 
Horsham, 

Sussex. 


Speech Perception in Schizophrenia. By H. C. 
Bux and P. H. VENABLES. 

An experiment is reported in which the ability of 
schizophrenics to perform tests of speech perception 
for individual words was compared to that of control 
subjects. The results indicate that schizophrenic 
patients do suffer from an impairment in the percep- 
tion of individually spoken words presented at various 
levels of intensity. No support was obtained for the 
suggestion that this impairment could be associated 
with the presentation of stimuli to the left rather than 
the right cerebral hemisphere. The implications of 
this finding for the reports of schizophrenic i impair- 
ment in many areas is considered. 

Peter H. Venables, 
Department of Psychology, 
Birkbeck College, 

Malet Street, 

London, WCE 7HX. 


‘Psychoticism’ and Psychotic Illness. By F. M. 
MoPuerson, A. S. Presuy, J. ARMSTRONG and 
R. H. Curts. 

A new version of Eysenck’s Psychoticism question- 
naire was administered to 77 psychotic patients, 
35 neurotic patients and 112 normals. Scores in all 
three groups: were largely unaffected by age, vo- 
cabulary level or sex, and psychoticism was inde- 
pendent of neuroticism, although not of extraversion 
and Lie Scale scores. P scores were also very stable 
over eight weeks. The mean P scores of the psychotics, 
although higher than those of the neurotics and 
normals, were not significantly so. However, marked 
differences were found within the psychotic group, 
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associated with Foulds’ distinction between ‘inte- 
grated’. and ‘non-integrated’ psychosis. Thus, psy- 
chotic patients with thought disorder, affective 
flattening, incongruous affect and delusions of 
‘non-integration’ had significantly higher P scores 
than psychotic patients without these features. The 
neurotic and normal groups came between the two 
psychotic groups. It is suggested that psychoticism 
may not be a feature which distinguishes psychotic 
patients from non-psychotics, but may rather affect 
the type of illness (‘integrated’ v. ‘non-integrated’) 
which develops. 
F. M. McPherson, 
Department of Clinical Psychology, 
Royal Dundee Liff Hospital, 
by Dundee, Scotland. 


Psychiatric [ness and Living in Flats. By 
N. C. Moors. 

The incidence of psychiatric illness in servicemen’s 
wives living in flats in Germany was compared with 
that of a matched group living in houses. Cases were 
identified by use of the Cornell Medical Index 
(Brodman, Erdmann and Wolff, 1956) and by the 
rate of first consultation, for psychiatric illness, of the 
general practitioner. 

Contrary to expectation, and to the published 
views to date, there was no significant evidence of a 
higher rate of nervous illness among the flat dwellers. 
Familiarity with this way of life did not lead to an 
improvement in mental health and increased exposure 
to it did not lead to a deterioration. The incidence of 
psychiatric illness was the same on different floor 
levels and in different types of block (whether high, 
low, with balcony or staircase access). Rank, age, the 
number of children, the use of the oral contraceptive, 
nationality, and the type of military force were not 
correlated with the incidence of psychiatric illness of 
flat dwellers. The threshold of consultation, or 
‘surrender point’, was the same in ‘flats and houses 
but got higher as the distance to the doctor’s surgery 
increased. : ; 

N. C. Moore, ; 
Child Guidance Chain i ' a 
Families Clinic,, t 

Limassol, KSF, 


BE.P.O. 53, Cyprus. 


Mental Illness in Married Pairs in a Total 
Population. By OLLE HAGNELL and Norman 
Krgrrman, With an Appendix by J. Durry. ; 

Previous studies on conjugal mental illness have 
considered treated morbidity only, and carried risks 
of selection bias. This paper reports illnesses in 
husbands and wives in two total population surveys 
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conducted in the same region of southern Sweden in 
1947 and 1957. 

A highly significant excess of couples was found in 
which both partners were considered to be ill at any 
time since the marriage. This excess was virtually 
confined. to the upper social classes. There were 269 
couples seen in both surveys who in 1947 had no 
tendency to conjoint illness but by 1957 showed a 
highly significant concordance. A tendency was 
found for the wives of sick husbands to show a pro- 
gressive increase in morbidity with increasing dura- 
tion of marriage. Chronicity of illness in the husband 
was not of demonstrable effect, possibly because of 
methodological shortcomings; however, remission of 
illness in the husband was clearly related to lower 
illness rates in the wives, except in the lower social 
classes. Data are also presented concerning diagnosis 
and personality concordance. The discussion deals 
with certain methodological questions and draws 
attention to the special role of social class in mediating 
husband-wife illness. 

A statistical Appendix. demonstrates that the risk of 
a healthy wife becoming ill if her husband is ill is 
significantly greater than the risk for a healthy 
husband of a sick wife. 

Norman Kreitman, 

MRC Unit for Epidemiological Studies in Psychiatry, 
University Depariment of Psychiatry, 

Royal Edinburgh Hospital, 

“Morningside Park, Edinburgh, EH10 5HF. 


Patterns of Admission in Schizophrenia. By 
N. A. Topp. 

A survey is presented of all male admissions for 
schizophrenia to Leverndale Hospital, Glasgow, in 
the years 1967-70 inclusive. Of the 471 admissions 
only 17 per cent were admitted to a mental hospital 
for the first time, the remainder being readmissions. 
Forty-four per cent of these first admissions took 
place under compulsory procedures. This pattern 
may reflect the selective function of the general hospi- 
tal psychiatric units, which are a special feature of 
the Glasgow psychiatric services and tend to deal 
with patients at an early stage of illness and not 
requiring compulsory admission. 

Forty of the 45 first admission cases were available 
for follow-up in December 1973, based mainly: on 
reports from their general practitioners. 
that 12 had achieved social recovery, 6 were in 
hospital, and the remaining 22 showed- varying 
degrees of disability (divided into two grades of = 
numbers). 

The ‘revolving door’ pattern was shown by many 
of the 426 readmissions, which were accounted for by 
215 individuals, During the four-year period, 39 
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individuals became long-stay patients, i.e. were still 
in hospital g to 6 years later. These ‘new chronic’ 
patients had an average age of 45 years at the time 
of the survey. Improvement of community services 
is highly desirable, but it is not yet known to what 
extent this can reduce the number of cases requiring 
long-term residential care, and in the meantime it 
seems inadvisable to make what might prove too 
drastic a reduction in long-term accommodation. 

N A. Todd, 

Leverndale Hospital, 

510 Crookston Road 

Glasgow, G59 7TU. 


Sex Chromosome Aneuploidy Among Men in 
Three Swedish Hospitals for the Mentally 
Retarded and Maladjusted. By H. O. 
Axesson, H. Forsman, J. Wanrtsrrõm and 
L. Wain. 

In a study comprising three hospitals for mentally 
retarded and at the same time seriously maladjusted 
patients, 665 male in-patients were found on a 
particular day of investigation. Of these patients, all 
with a body length of 180 cm. or more, without 
exception, had a chromosome determination made. 
Those analysed amounted to 117, and among them 
were found 13 with gonosomal aneuploidy. The total 
frequency of gonosomal aneuploidy, like the occur- 
rence of men with excess X-chromosomes or Y- 
chromosomes only, showed a statistically significant 
increase. 

H. O. Akesson, 

University of Gothenburg, 

Psychiatric Department HI, 

Lillhagen Hospital, 

S-g22 03 Hisings-Backa, Sweden. 


Femininity and Preferred Parmer Age in 
Homosexual and Heterosexual Males. By 
Kurt Freonp, Ron Lancevin, Ricaarp Laws 
and MICHAEL SERBER. 

The relationship between ‘femininity’ and male 
homosexuality was investigated, taking into considera- 
tion preferred partner age. Five groups of subjects 
were compared on ‘femininity’: homosexual and 
heterosexual males who erotically preferred physically 
mature ers, homosexual and heterosexual males 
who preferred children, and homosexual males who 
preferred pubescents. The results appear to indicate 
that homosexual males in general are more feminine 
than heterosexual males, and that homosexual males 
who prefer physically mature partners are more 
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feminine than those who prefer pubescents or 
children. However, there are cases where male 
homosexuality is not combined with any measurable 
degree of femininity, and cases where a high degree of 
femininity is combined with heterosexuality. Further, 
there are highly feminine homosexual males who 
erotically prefer pubescents or children, and there are 
homosexual males who despite their preference for 
physically mature partners are not femininesat all, 
The following conclusions are drawn: While 
femininity in males is related to homosexuality, it 
does not appear to be a necessary condition for this 
anomaly to develop, and vice versa. Hither some 
causal factors underlying both these anomalies are 
related or the presence of one of them creates a 
disposition to acquire the other as well. A similar 
explanation seems to hold for the relationship between 
degree of feminity and preferred partner age. Either 
(1) the relationship between causal factors under- 
lying androphilia and those underlying the gender 
disturbance is closer than that between such factors 
underlying the latter anomaly and those underlying 
a preference for physically immature partners, or 
(2) femininity predisposes a homosexual male more 
towards androphilia than towards a preference for 
physically immature partners, or (g) androphilia 
predisposes more towards the development of 
femininity than does a preference for physically 
immature partners. 
K. W. Freund, 
Clarke Institute of Psychiatry, 
250 College Sireet, 
Toronto, 
Ontario, Canada. 


How Depressives View the Significance of Life 
Events. By ARTHUR P. SanLess, L. SCHWARTZ, 
CHRISTOPHER Gorrz and J. MENDELS. 

A group of 76 depressed patients rated a list of 43 
life events (Holmes and Rahe). The weights they 
assigned these items were uniformly higher than 
those assigned by a comparison, non-depressed 
sample. The weights were independent of age, sex, 
severity of symptoms or whether the patient had 
experienced the event or not. The persistence of the 
increased weights until discharge suggested that the 
increased scores were not a transient phenomenon. 
The significance of these results and their relation to 
the personality of a depressive are discussed. 

Arthur P. Schless, 

Veterans Admin. Hospital, 

ggih S Woodland Aves., 

Philadelphia, Pa. 19104. 
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JOHN CONOLLY 
Treatment of the Insane without Mechanical 
Restraints. By Joun Cono.ty, with an intro- 
duction by RicHarp Hunrer and Ioa Mac- 
ALPINE. London: Dawsons. 1973. Pp. 380. 
Price £7.50. 

This photolithographic reprinting of John Conolly’s 
third book is introduced by the last scholarly instal- 
ment of his life. One hopes that some day the bio- 
graphers will reprint this tripartite history in one 
cover and so make it available to a larger audience. 
For not all will want to read Conolly’s original 
works, nor are many able, perhaps, to afford the 
book. Those who can will hear Conolly’s authentic 
voice, or rather, voices. For the pious and senti- 
mentally benevolent reformer gives way to the 
vigorous medical autocrat, denouncing the vices of 
economy, the inadequacies of private treatment, the 
caution of the Commissioners and the dangerous 
meddlings of Committees of Management. One feels 
at times a trace of irritation with the repetition of the 
propagandist who has made his point, and one has to 
remind oneself that Conolly’s point was resisted and is 
repeatedly lost to sight even now. For restraint, in 
Conolly’s mind, was only another name for punish- 
ment and neglect; useless, because it tried ‘to smother 
a fierce fire by heaping more combustible materials 
upon it’. He did not seck simply to abolish handcuffs 
and straitjackets. He sought to base the treatment and 
management of the mentally ill on forbearance. 
Read all about it. Dovuo as BENNETT. 


DYING 
Life Before Death. Social Studies in Medical 
Care. By Ann Cartwricut, Lisseru Hockey 
and Joun L. Anperson. Routledge and Kegan 
Paul. 1973. x+284. Index 16 pp. Price £5.95. 

Few people would challenge the authors’ conten- 
tion that the needs of the dying and their close 
relatives have been largely ignored. The Institute for 
Social Studies in Medical Care is to be congratulated 
for its initiative in mounting a study to determine 
what those needs are and how adequately they are 
met by existing health and welfare services. This book 
reports the methods and findings of this study. 

The research was based on the retrospective 
accounts of close relatives of the quality of existence 
and care in the last twelve months in the lives of a 
random sample of 785 adults who died in England 
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and Wales in 1969. Early chapters helpfully put 
dying into perspective by describing the charac- 
teristics of those who die, where they die, the causes 
of death, and the problems the dying and their 
families commonly encounter. 

The main body of the book contains valuable in- 
formation about the quality of care provided by the 
hospital services, general practitioners, district 
nurses, community services, relatives and others. 
It highlights several major deficiencies in the provision 
of care and makes some practical suggestions about 
how these might be remedied. There is also a parti- 
cularly interesting chapter on how aware people and 
their families are that they are dying, and on the 
attitudes of general practitioners to the matter of 
communication with them. 

The major drawback to this very important book 
is that the authors have included too much detail. 
There are no less than 126 tables, over a third of 
them full page, and often rather complex. There is a 
long appendix and an excessive use of extracts from 
accounts given by the close relatives. This is a pity, 
because some of these anecdotes are extremely 
useful in vividly portraying some of the problems 
experienced by the dying. Some of their most 
valuable findings, therefore, lie buried in the text 
and are liable to be missed or poorly digested on first 
reading. The deficiency is only partially compensated 
for by the short summaries and link paragraphs that 
appear at the end of most chapters. 

The glut of material is unfortunate, for although 
it is a book that ought to be in all libraries and 
required reading for all involved with the dying or 
in the education of those who will have to care, its 
style and price may well deter some of those who 
would most benefit from reading it. For those who are 
prepared to persist, the book will amply repay 
detailed study. Perer MAGURE. 


CHILDHOOD 
The Writings of Anna Freud. Volume II: 


1939-1945. Infants Without Families. Re- | 


ports on the Hampstead Nurseries. Written in 
collaboration with Dororay Buritincnam. New 
York: International Universities Press. 1973. 

Pp. xxx-++ 681, Index 1g pp. Price $17.50. 
This volume contains 56 monthly reports and an 
essay on the case for and against residential nurseries. 
The twelfth report, made at the end of the first year 
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(January 1942), was published in the same year as a 
book with the title Young Children in Wartime, and the 
essay in 1944 as Infants without Families. Both have 
been influential, especially the former, as a source of 
observations in discussions of the effects of the separa- 
tion of young children from their families. John 
Bowlby, among others, has attached importance to 
the observations, which are among the first to record 
in telling detail the distress of children separated from 
their natural mothers and making do with tem- 
porary substitutes. Altogether the 56 reports are a 
gold-mine of anecdotes. My favourite is an account-— 
serious, touching, yet hilarious, even farcical—of the 
ways in which children and staff dealt with the 
presence in a neighbouring garden of an unexploded 
bomb. 

Although written in the London of air-raids, the 
reports are not dated. They are a pleasure to read as 
honest and straightforward descriptions of what 
children said and did. It is a puzzle that in the decade 
following their publication there should have been 
such scepticism about hypotheses attributing disorders 
in mental development to disorders in the relation- 
ships of parent and child to each other. 

D. Russert Davis. 


Head Start: A Tragicomedy with epilogue by 
J. S. Payne, R. Payne, C. D. Mercer and 
R. G. Davison. New York: Behavioral Publica- 
tions. 1973. Pp. 253+iv. $9.95 (cloth), ‘$4.95 
(paper). 

Head Start programmes in the United States began 
during the summer of 1965 as part of the President’s 
war on poverty with the aims of providing brief but 
lasting early education intervention for over half.a 
million pre-school deprived children. Common 
features were community and parental involvement, 
extensive use of volunteers, one hot meal a day and 
medical and dental care. 

This book presents a painful and heaceaearching 
account of how the initial enthusiasm and idealistic 
aims were eventually dissipated. The major part is 
devoted to a largely anecdotal account of the practical 
problems encountered in running the programmes 
and in particular the administrative difficulties in 
staffing, the involvement of parents and volunteers 
and other more mundane matters, and this will be of 
limited interest to readers in this country. « 

Of more value is the single chapter reviewing 
studies which have aimed at a scientific evaluation of 
the programmes, most of them applying ‘standardized 
psychological tests given to the children before. entry 
into the programme and afterwards, 

It is difficult to arrive at any general conclusions, 
as the individual programmes varied so widely; some, 
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for example, lasting a full year for the whole or part 
of a day, while others took place only during the 
summer months before school entry. Although Head 
Start children did show some initial gains in IQ and 
educational achievement, control groups of children 
caught up with them shortly after starting school. 
Large scale studies, such as the Westinghouse report 
in 1969 involving over one hundred centres, demon- 
strated only gains in learning readiness and none in 
language development or educational attainment 
which had been thought to be important initial aims 
in most programmes. 

It was concluded from such reports that to be 
éffective the programmes would have to last longer, 
extend downwards into infancy and be followed up 
into the school period, and that some centres should 
be purely experimental. In the few programmes which 
have met these criteria and focussed on parental 
involvement, language development and behavioural 
management, and which have been subjected to 
ongoing critical evaluation, the results have been 
more striking and justified the initial enthusiasms. 
One is however left to wonder whether so much effort 
might have been more usefully expended if such 
guidelines had been followed from the outset, and 
whether such conclusions would not have been 
reached from a more limited series of carefully planned 
research projects. 

The format of the book will have limited appeal for 
English readers but will provide a valuable lesson 
for those enthusiasts for nursery education in this 
country who see it as a panacea for all educational 
and psychiatric ills among deprived children. It is 
to be hoped that our efforts will not be similarly 
wasted for want of a more careful evaluative approach. 

J. A. Corsetr. 


Annual Progress in Child Psychiatry and Child 
Development 1972. Edited by STELLA CHESS 
and ALEXANDER Tuomas., Butterworths, for 
Brunner/Mazel. 1972. Pp. 742. Price £6.75. 

This further volume in the annual series which 

Professors Chess and Thomas started in 1968 main- 

tains the same high standard and brings together 

many of the most useful and interesting articles on 
child psychiatry and child development published in 

1972. As in previous volumes, these remain mostly 

North American. It is regrettable (but unfortunately 

a true reflection of the field) that the quality of the 

child development articles is generally superior to 

that of the clinical reports. Nevertheless there are 
interesting accounts of a follow-up study of hyper- 
kinetic children, of the interaction between schizo- 
phrenics and their parents, of the treatment of 
autistic children, and of the principles of drug 
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therapy. The series remains a ‘must’ for all psychiatric 
libraries. MicHaEL RUTTER. ' 
ORGANIC PSYCHIATRY `: 

Advances in Neurology. Vol. 1. Huntington’s 
Chorea, 1872-1972. Edited by A. BARBEAU, 
T. N. Cuas and G. W. Pautson. Elsevier/ 
Excerpta Medica/North Holland. 1973. Pp. 
xxii+8o1r. Index 25 pp. Ilustrated. Price 
DA. 150.00. 

In 1872 George Huntington described a hereditary 
form of chorea which had been observed by himself 
and his predecessors in the family practice on Long 
Island, New York. This well-produced book contains 
papers presented to an international Centennial 
Conference held at Columbus, Ohio, where Hunting- 
ton had presented his original paper to a local 
medical society. In addition to historical papers and 
extant early accounts of the condition, it contains 
review articles and reports of recent studies of the 
genetics, epidemiology, biochemistry, pathology and 
behavioural aspects of Huntington’s chorea and its 
clinical variants, of related conditions such as 
Gilles de la Tourette’s disease, and of the natural and 
experimentally-produced dyskinesias in animals. 
The conference discussion of these papers is not 
included. Most papers have a lengthy bibliography 
and there are detailed author and subject indexes. 

The result is an exhaustive and authoritative 
coverage of what is known and not known of this 
illness, with perhaps some over-emphasis on current 
research preoccupations. It tempts one to think that 
the clue to this clinical puzzle lies somewhere in 
these pages, and the book will undoubtedly appeal to: 
anyone who fancies an attempt to solve a clinical 
problem from his armchair. It will, of course, dis- 
appoint the reader who cannot tolerate detail or 
negative results or who needs the satisfaction of 
knowing the answer. Nature is keeping her secret 
a little longer. 

R. N. HERRINGTON. 


The Origin of Alpha Rhythm. By OLor LiProLd. 
Edinburgh and London: Churchill-Livingstone. 
1973. Pp. x+268. Index 3 pp. Price £6.00. | 

In his preface, the author mentions how an early 
experience as a medical student determined his career 
and his research interests. During a'demonstration, 
he was struck by what seemed to him a close resem- 
blance between physiological tremor and the alpha 
rhythm. The conclusion of his book is that the alpha 
rhythm in normal human subjects does not arise in 
the brain, but ‘in fact does have rather a prosaic 
origin in the tremor to be found in the external 
muscles of the eye’. 
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The author, who properly acknowledges his co- 
workers and particularly Dr. G. E. K. Novotny, 
must have spent a tremendous amount of time, let 
alone money, ‘to' support his hypothesis. He has, 
however, avoided, or neglected, a great deal of 
evidence which demonstrates that the alpha rhythm 
as well as other rhythmic activities recordable through 
scalp electrodes are closely related to the underlying 
activity of the brain'and may be modified by various 
stimuli quite independently from eye movements. 
Not only the pioneer work of Hans Berger but also 
that of Adrian and Matthews, of Grey Walter, of 
Lindsley and many others is unfairly criticized. 
When good evidence is quoted against the author’s 
hypothesis, this is done by playing on words: for 
example it has been proven that enucleation of both 
eyes does not abolish the alpha rhythm: Lippold’s 
version is that ‘a wave form resembling alpha rhythm 
can be found in persons who have had both eyes 
removed’, 

This book should be considered as an ‘academic 
exercise’ and a very costly one, at £6.00. 

G. PAMPIGLIONE. 


Surgical Approaches in Psychiatry. Edited by 
Lauri Larrmven and KENNETH LIVINGSTON. 
Lancaster: Medical and Technical Publishing 
Co. Pp. 335+xvi. Ilus. Price £9.50. 

These are the Proceedings of the Third Inter- 
national Congress of Psychosurgery, held in Cam- 
bridge in August 1972. The first Congress in 1948 was 
concerned with devising techniques that would avoid 
the undesirable side-effects of the standard leucotomy. 
The development of phenothiazine derivatives, and 
the emotional and ethical antagonism against psycho- 
surgery, caused many years to pass before the second 
Congress was held in Copenhagen, the proceedings 
of which were published last year. These congresses 
are a serious attempt to avoid repeating past errors, 
to base surgical procedures on a sound anatomical 
and physiological basis, and to bring research into the 
open where it can be evaluated and accepted or 
rejected.’ 

The book begins with an admirable summary of 
the history and present aims of psychosurgery by 
GoSta Rylander. There follow sections .on lesions in 
various. parts of the brain. Finally, there are the 
extremely important sections on electrophysiology 
and the basic sciences in relation to psychosurgery. 
The latter papers summarize anatomical and physio- 
logical researches on related subjects, which makes 
them more accessible than in the specialist journals 
and provides points of reference to work from. 

New knowledge of neuro-physiclogy is already 
coming from’. research directed primarily to the 
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perfection of psychosurgical techniques. This is 
leading to better understanding of biochemical 
mechanisms specific to various anatomical structures. 
The step from here to pharmacological control of 
the function of these areas is not a big one, and the 
hope that psycho-pharmacology will replace psycho- 
surgery may be fulfilled in this way. It is not yet in a 
position to do this. Clearly, there are fields in which 
psychosurgery should be out of the question, but to 
ban the whole of psychosurgery is illogical and the 
idea is often based on misconception. This book 
should be made widely available and should be 
read by all those who wish to base their opinions on a 
scientific footing ; for those directly concerned with the 
subject it is an essential work of reference. 
Perer H. SCHURR. 


MISCELLANEOUS 
About Epilepsy. By Donap Scorr. London: 
Duckworth. 1973. Pp. 184. Index 5 pp. (second 
edition). Price £3.45. 

Donald Scott’s book has been revised and reprinted 
in its second edition. It is already too well known to 
require a full review. The second edition includes 
additional information related to the recent advances 
in the surgical and pharmacological treatment of 
epilepsy. The book remains a concise, simple, yet 
comprehensive account of the pathogenesis and 
treatment of epilepsy and is suitable for the intelligent 
parents of epileptic children, and for nurses and 
social workers. It should also be included in the 
libraries of our medical schools as it provides an easy 
introduction to epilepsy. 

P. B. C. Fenwicer. 


The American Disease. Origins of Narcotic 
Control. By Davm F. Musto. New Haven and 
London: Yale University Press. 1973. Pp. 
xili-+ 333. Index 19 pp. Price £4.75. 

Dr. Musto writes both as historian and psychiatrist, 
but mainly as the former. His study of the chequered 
development of policies for the control of drug 
dependence in the United States is detailed and 
absorbing. He emphasizes the tendency of his 
countrymen to attribute ‘the American Disease’ to 
the un-American activity of ethnic minorities. 
There are many quotations from early writers and 
speakers, including a diatribe against Coca-Cola, 
which contained cocaine until 1903 and was blamed 
for negro riots. 

A critical account of the early U.S. treatment 
clinics is of topical interest. At least 44 such clinics 
were established from 1912 onwards. At first, mainte- 
nance prescribing of narcotics was undertaken, but 
after numerous legal battles, of which the book gives 
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a blow by blow account, this was prohibited. There- 
after, out-patient prescribing was permitted only on 
the basis of progressive reduction in dosage. Even so, 
the initial dosage (grains 10 or mgms. 600 of morphine 
or heroin daily) was liberal by to-day’s standards: 
The Federal Narcotics Division of the Prohibition 
Unit (supported by outside medical opinion) en- 
forced the closure of all the clinics by the mid- 
twenties. The busiest clinic had treated 7,500 
patients in all, of whom few were cured. 

There are valuable historical perspectives in this 
volume, although so much that is described is parti- 
cular to United States politics that it is difficult to 
derive lessons directly applicable elsewhere. Clinicians 
in the new treatment centres in the United Kingdom 
may, on reading this book, be led to reflect both on 
the intelligent benevolence of our Home Office 
colleagues and on the fact that with our maintenance 
prescribing we are not exactly blazing a trial. 

Denis PARR. 


Clinical Use of Psychotherapeutic Drugs. 
By Lero E. Hotusrer. Springfield, Illinois: 
Charles C. Thomas. 1973. Pp. vii+192. Index 
6 pp. Price $5.95. 

The author is well-known for his work on the 
clinical evaluation of psychotropic drugs. He has 
written the book ‘to provide a general approach to 
drug therapy for mental and emotional disorders’. 
The book is intended for clinicians and students, not 
for experts in psychopharmacology. To what extent 
has the author achieved his aim? 

Reasonably well. He tempers his enthusiasm for the 
drugs with awareness of their limitations and of the 
almost invariable need for other forms of management 
as well. He uses a simple classification of antipsychotic, 
antimanic, antidepressant and antianxiety drugs, 
while admitting that the same drug may be used for 
different purposes at different times. Enough chemical 
and pharmacological information is provided for the 
non-expert reader. There follows a brief but sensible 
account of how each class of drugs should be used in 
practice, without a lot of tiresome detail. For those 
who want the detail, a reasonable bibliography is 
provided. 

In such a subject, no author could hope to satisfy 
all his readers. Long-acting intramuscular prepara- 
tions of fluphenazine etc. rate only one paragraph, 
without a single reference. The chapter on drugs in 
children is really too brief to be helpful and seems to 
have beeen written less critically than the rest of the 
book. The author obviously had American clinicians 
in mind when he wrote the book; their British counter- 
parts could also benefit fram reading it. 

J. L. Grssons. 
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People Not Psychiatry. By Micnazi BARNETT. 
London: George Allen and Unwin. 1973. 
Pp. 222. Index 3 pp. Price £9.50 (cloth), 
£1.95 (paper). 

A cartoon in the New Yorker last October depicted 
bands of demonstrators each bearing a banner with 
the following strange devices: Loyal and Benevolent 
Order of C. J. Jung; R. D. Laing Club of Lower 
Westchester County; Esalen Institute Sensitivity 
Brigade; National Federation of Zen Encounter 
Groups; Ida Rolf Battalion; Brotherhood of Neo- 
Freudians (CPW Division); Sons and Daughters of 
the Primal Scream; Associated Gestalt Groups of 
Greater New York. The cartoonist naturally did not 
include a reference to a similar sort of group that is 
indigenous to this country and apparently restricted 
to it, and which is the subject of this book. 

Mr. Barnett started PNP (People Not Psychiatry, 
not long after he had had some kind of breakdown, 
and he gives us a very personal account of his state 
of mind before he did so and afterwards. He has been 
clearly influenced by R. D. Laing, whom he con- 
sulted professionally and by the other so-called 
‘radical alternatives to psychiatry’ that feature in 
the New Yorker cartoon. But unlike Laing’s, his 
writing is gushing and overblown to the point of 
setting his readers’ teeth on edge and making their 
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toes curl—unless they happen to agree with him. 
Nor is he helped by such errors as ‘coalite’ when he 
means ‘coalesce’. In so far as one can gather the 
purpose of PNP, it is a movement to help neurotic 
rather than psychotic people. The author says that it 
contained few diagnosed schizophrenics because they 
are mostly inaccessible: ‘in hospitals, clinics and 
impenetrable family systems’. There was one florid 
manic member, but the movement could not accept 
him and he subsequently died from burns after 
squatting in a derelict house. So far as neurosis is 
concerned, the movement, from this account, is oddly 
reminiscent of the Oxford group movement (now 
Moral Rearmament) of the 19303, with its con- 
fessions and insistence on absolute honesty. Perhaps 
Dr. Frank Buchman was the daddy of them all. 
Mr. Barnett himself appears now to have left PNP 
and to be concentrating on encounter groups. 
Nevertheless, orthodox psychiatrists should not 
dismiss this book and others like it out of hand. The 
anti-psychiatry movement has taken root, whatever 
form it assumes, and one should try to understand its 
mainspring and aims. Not much of an answer can be 
got from Mr. Barnett’s book but it may prompt 
psychiatrists to ask themselves the right questions. 


ALAN NORTON. 


Brit. J. Psychiat. (1974), 124, 614. 


Books Received 


FREUD AND JUNG 
The Freud and Jung Letters—-The ndence 
between Sigmund Freud and C. G. Jung. Edited by 
W. McGume. Translated by R. Mansem and 
R. F. C. Hur. Hogarth Press and Routledge & Kegan 
Paul. Price £7.95. 


GENERAL MEDICINE 

A Companion to Medical Studies, Vol. 3, Parts 1 and 
a: Medicine, Surgery, Systemic Pathology, 
Obstetrics, Psychiatry, Paediatrics and Com- 
munity Medicine. Edited by R. Passworz and 
J. S. Ronson. Blackwell Scientific Publications, Price 
£11.50 (cloth); £8.00 (limp). 

Key to Psychiatry: a Textbook for Students. By 
M. J. Samspury. Hervey Miller and Medcalf. Price 
£3.85. 

Mental Disorders and Sexuality in the Climacteric. 
By Tore HAuistrom. Akademiftrlaget for Scandinavian 
University Books. No price stated. 

Anxiety Factors in Comprehensive Patient Care. 
Edited by W. Luvrorp Rees, Proceedings of the 
Symposium held at St. Lucas Hospital, Amsterdam: 
gist March 1973. John Wyeth. No price stated. 


CHILDREN AND ADOLESCENTS 
Perception and Understanding in Young Children. 
By P. Bryant. Methuen. Price £2.90. 


Behavior Therapy with Delinquents. Compiled and 
' edited by J. S. Srumpxauzer. Charles C. Thomas. 
Price $11.95. k 
Parents Guide to Allergy in Children. By C. A. 
Frazier. Doubleday. Price $7.95. 


DRUGS 
Drug Use by the Young Population of Melbourne. 
Edited by K. Krupmsxr and A. STOLLER. Special 
Publication No. 4. Mental Health Authority. Victoria. 
No price stated. 


COMMUNITY, SOCIAL AND ALLIED MATTERS 

Induced Abortion. A Factbook. By C. Trerze and D. A. 
Dawson. Reports on Population/Family Planning No. 14 
—-December 1973. For free distribution. 

The Administration of Mental Health Services. 
Edited by S. FELDMAN. Charles C. Thomas. Price $18.75. 

Violence in Human Society. By J. Gunn. David and 
Charles. Price £3.25. 


SEXOLOGY 
Sex Change. The Achievement of Gender Identity 
Among Feminized Transsexuals. By T. Kando. 
Charles C. Thomas. Price $7.50. 


MISCELLANEOUS 
Sybil. By F. L. Scaremer. Allen Lane. Price £9.50. 


Many of these books will be reviewed at a later date. 


Gre 
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TYPOLOGIES OF DEPRESSIVE DISORDER 
BASED ON FAMILY HISTORY OR 
° GENETIC DATA 
DEAR SR, 

Through what is essentially a genetic approach to 
classification, Winokur and associates (Winokur et al., 
1971; Winokur, 1972; Marten et al., 1972), following 
Hopkinson and Ley (1969), recently reported the 
isolation of two subtypes of unipolar depressive 
disorder differentiated by age of onset and contrasting 
family history patterns. These subtypes .consist of 
an early-onset disorder (prior age 40) characterized 
by kigher morbidity among relatives, with elevated 
alcoholism and sociopathy as depressive equivalents, 
and a late-onset disorder (after age 40) characterized 
by lower morbidity among relatives and the absence 
of such equivalents, the former representing a 
‘spectral’, the latter a ‘pure’, form of Gepressive 
disease. 

For the reviewer, a natural assumption concerning 
the genetic separability of these subtypes is the 
expectation that relatives of probands differentially 
assigned to them will be prone to the identical 
subtypes and the order of onset to which each corre- 
sponds; that is, some correlation between the age of 
onset in relative and proband must be assumed if 
cach subtype is to be considered genetically viable. 
This assumption, however, immediately implies an 
error in the methodology of these studies residing in 
what would seem to be the logical need to revise 
risk periods used in the calculation of morbidity risk 
(MR) estimates (age-corrected prevalences) in the 
evaluation of family history data. For both the early- 
onset and late-onset subtypes this refers to the 
revision of risk periods in accordance with the 
differential onset limits that circumscribe these 
separate disorders. 


By contrast, the above investigators have generated 
a typology using a procedure in which the dichoto- 
mizing of probands by age of onset is followed by 
subsequent estimations of MRs with the full risk 
period for affective disorders in general. Contrary to 
the onset limits imposed upon probands, this pro- 
cedure implies first that affected relatives are free to 
vary with respect to age of onset within the full risk 
period, and second that non-affected relatives are at 
risk for a disorder well beyond the age limits peculiar 
to these disorders themselves. Either of these implica- 
tions, of course, would tend to question the validity 
of this typology. 

Apart from criticizing this methodological point, 
the main purpose of this letter is to suggest that the 
post facto but logical revision of risk periods argued 
by the above assumptions involves a paradox in 
which one basis for separating these subtypes may 
be significantly lessened. This basis refers specifically 
to the extent of morbidity among relatives between 
subtypes, reported as being roughly twice as high i in 
eacly-onset disorder. 

For illustration sake, take MRs estimated through 
the popular Weinberg abridged method (Slater and 
Cowie, 1971). Using this method the MR is deter- 
mined by the quotient, 

a 
b—b,— Fm 
where a is the number of relatives affected, b the 
number examined, b, the number not yet in the 
period of risk, and b,, the number in the period of 
risk. Less the number of affected individuals, the 
denominator or ‘Bezugsziffer (BZ)’ is essentially a 
weighted sum based on the ages of all relatives at the 
time of examination. For relatives not yet in risk the 
weight is zero, for those in risk 0'5, and for those 
beyond risk 1-0, The Table reveals some general 


TABLE 
Weights Expected* 
Revised » Number of relatives modifieation 
Disorder risk 
period Pre-risk . .> At risk Beyond risk BZ MR 
Early-onset 15-40 No change : Decrease Increase Increase Decrease 
Late-onset 40-60 Increase Decrease ' No: change Decrease ‘Increase 


=e ‘Compared with calculations using the full risk period (15-60). 
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expectations regarding the modification of MRs 

(per change in BZ) calculated using revised risk 

periods for the early-onset (15-40) and late-onset 

(40-60) disorders vis å vis currently reported MRs 

calculated using the full risk period (15-60, from 

Marten et al, 1972). For early-onset disorder, 

relatives between 40 and 60 formerly weighted 0-5 

for being in risk, on revision are weighted 1-0 as 

being beyond risk, increasing the BZ. For late-onset 
disorder, relatives between 15 and 40 formerly 
weighted 0:5 for being in risk are weighted zero as 
being pre-risk, decreasing the BZ. Relative to re- 
ported MRs for these subtypes, the effect of revised 
risk periods on the BZ and inversely on the MR 
implies a distinct tendency: a convergence in the extent 
of morbidity among relatives between subtypes. 

This suggests a possible reduction in the weight of 

evidence for separating affective disorders into these 

subtypes on the basis of genetic data. 

Undoubtedly, the ultimate test of the validity of 
this typology is conclusive evidence supporting a 
correlation between age of onset in ill relatives and 
probands, providing at least that this correlation is 
not also the effect of environmental variation; e.g. the 
greater likelihood of life stress factors being involved 
in rearing by a mentally ill parent among early-onset 
probands. Such factors could also mediate this 
correlation if one does in fact exist. 

Jor Garni. 

721 Erie Avenue, 

Takoma Park, 

Maryland 20012, 

U.S.A. 
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FLUROTHYL (INDOKLON) IN DEPRESSION 


Dear Sir, 

Some seven years ago, Rose and Watson intro- 
duced into this Department the use of the inhalational 
convulsant agent flurothyl in the treatment of 
depressive illness, and published a report on their 
early experience with this drug (Rose and Watson, 
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1967). In this they claimed that previously reported 
undesirable post-ictal effects, such as severe headache, 
nausea and vomiting, could be avoided by strict 
control of the dosage and meticulous attention to 
the technical details of the administration. Since 
that time, flurothyl convulsant therapy has been 
available here as an alternative to electro-convulsant 
therapy; meanwhile clinical studies have continued, 
comparing flurothyl at first with bilateral ECT and 
later with unilateral ECT to the non-dominant 
hemisphere. 

In this more recent investigation, the results 
indicate a statistically significant, and possibly 
clinically important, therapeutic advantage of 
flurothyl over unilateral ECT. It is the purpose of 
my letter to report this finding, preliminary to 
communication of results of the study in full. 

The patients in this trial were mainly out-patients 
who had been referred for convulsive therapy with a 
diagnosis of primary depression by the consultant 
psychiatrists. They were allotted randomly to one or 
other form of treatment, which was given twice 
weekly under double-blind conditions. Prescribed 
antidepressant medication was not altered, so that 
these patients fell into four groups, according to 
whether or not they were also receiving drugs. 

Assessment of depression by means of the Hamilton 
scale was made by the independent, blind, rating 
psychiatrist before treatments began, after four 
convulsive treatments, and at the end of the course 
of treatments. The ‘course’ was not set as any arbi- 
trary number but depended upon the clinical 
judgement of the individual’s psychiatrist as to the 
value of continuing convulsive therapy. In fact, the 
number of treatments given ranged from 2 to 16 for 
flurothyl, with an average of 7:6, and 4 to 17 for 
ECT, with an average of 8:6. Rating after four 
treatments was decided on before the trial started 
as being somewhere near half-way through an 
average course. 


Hamilton Rating Score after 4 treatments 


Mean Mean 
N Mean improve- no. 
score ment tate 
score ments 
Flurothyi with 
anti-depressive 
. 30 21.07 16.00 8.3 
Flurothyl only 23 23.78 16.00 6.7 
ECT with anti- LS 
depressive drugs 32 30.5y 8.31 9.1 
ECT only .. 19 26 10.79 7.8 
ae 
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Prof. Hamilton very kindly undertook the statistical 
handling of the rating scale scores. Analysis of 
variances showed that the effect of drugs was not 
significant, neither was interaction between drug and 
treatment. There was no significant difference 
between the four groups before treatment or after 
treatment had finished (immediately post-treatment 
and two months later). However, after four treatments 
both the raw scores (P < 0-01) and the improve- 
ment in scores (P < 0:005) were significantly better 
in the patients treated with flurothyl. 

S. E. SEBAG-MONTEFIORE. 


Department of Psychological Medicine, 
The Royal Hospital of Saint Bartholomew, 
West Smithfield, 

London, EC1A 7BE. 


; REFERENCE 
Row, L. È Watson, A. (1967) Flurothyl (Indoklon). 
Anaesthesia, 22, 425-34. 


A CASE OF SCHIZOPHRENIA TREATED 
WITH FLUPENTHIXOL (DEPIXOL) 
INJECTIONS 

Dear SR, 

We would like to report a case of schizophrenia 
treated, successfully and safely with flupenthixol 
(Depixol) injections in what we consider to be 
exceptionally high doses. 

The patient was a 21-year-old male who presented 
in an aggressive and severely disturbed schizophrenic 
state. He had been treated at another hospital two 
years previously for a similar episode, but had stopped 
taking his medication approximately seven months 
before his admission to this Unit. 

His initial treatment with flupenthixol consisted 
of a 40 mg. injection followed after two days by 
another 20 mg. and by a further 40 mg. at the end of 
the first week. This medication, however, proved 
insufficient to control his symptoms, and it became 
necessary to give him haloperidol. This controlled 
the aggressive episodes, but his thought disorder, 
delusions and hallucinations continued. 

He was now given flupenthixol injections in a 
dose of 40 mg. daily, and his schizophrenic symptoms 
showed marked improvement. This treatment was 
continued for eight days, and thereafter the dose was 
reduced gradually. However, this led to the re- 
appearance of schizophrenic disturbance, and so the 
dose was again increased to 40 mg. daily for a week. 
Subsequently a gradual reduction in the dose was 
accomplished with no return of symptoms. Thus, in a 
period of approximately seven weeks, he was given 
more than 1 gram of flupenthixol by injection. 
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As induration around the injection sites is appa- 
rently to be expected when frequent intramuscular 
administration is necessary, a change to the oral 
form of flupenthixol (Fluanxol) was now made, the 
dose being steadily increased up to 2 mg. three times 
a day. On this medication, together with appropriate 
anti-parkinsonian agents, he was finally discharged. 

Finally, we should mention that throughout the 
period of treatment with such large doses of flupen- 
thixol no ill-effects were cither reported by the 
patient or observed by any member of staff. Routine 
investigations, which had been carried out on 
admission (haemoglobin, white cell count, erythro- 
cyte sedimentation rate and blood urea), were all 
repeated shortly before discharge and showed no 


significant changes. 


R. S. GUEST. 
M. S. PERINPANAYAGAM, 
Dartford District Hospital, 
Psychiatric Unit, 
Joyce Green Hospital, 
Dartford, Kent. 


BEHAVIOUR MODIFICATION IN ONE 
PSYCHIATRIC HOSPITAL 
Dear Sir, 

Despite the impressive number of journal articles 
and books concerned with behaviour modification, 
surprisingly little is known of the extent to which this 
type of treatment is practised. To this end, we have 
kept records of the referrals made for possible 
treatment, and the bebaviour modification tech- 
niques used in the clinical psychology department of 
one hospital group. The information was gathered 
over a twelve-month period from October 1971 to 
September 1972. Treatment was undertaken by a 
team of four clinical psychologists. 


Results 

During the twelve months, 115 referrals were 
received for possible treatment by behaviour modifi- 
cation methods, These were 85 women, mean age 
35°52 years, S.D. 13°29, and go men, mean age 
g2-20 years, S.D. 11:24 (total 115, mean age 94°65 
years, S.D. 12:99). Seventy-three per cent of those 
referred were out-patients and 27 per cent in-patients. 

Since behaviour modification evokes evarying 
reactions among psychiatrists at the present time, 
information was collected at the time of referral as to 
why this form of treatment had been considered. 
Forty-eight per cent of the referrals were from 
psychiatrists who considered this the treatment of 
first choice, but 37 per cent were made on the basis 
of other treatments having failed. A further 12 per 
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cent were referred with the intention that behaviour 
modification might be useful in conjunction with 
other treatments. The reasons for referral in 3 per 
cent of cases was unclear. 

For each patient the main psychiatric diagnosis 
was obtained from the medical notes at the time of 
referral. These diagnoses are rank-ordered in the 
Table. 


Main psychiatric diagnosis of 115 patients referred for 
behaviour modification 


Diagnosis N Diagnosis N 
Anxiety state 37 (92%) Alcoholism 3 (3%) 
Agoraphobia 15 (13%) Behaviour 
Other phobias 14 (12%) disorders 3 (3%) 
Sexual problems 13 (11%) Hysteria 3 (3%) 
Personality Schizophrenia 2 (2%) 

disorders 12 (10%) Depression 2 (2%) 
Obsessional states 6 (5%) Other 5 (4%) 





Full desensitization or relaxation alone (Goldfried, 
1971) formed 80 per cent of all the treatments, with 
operant conditioning technique and aversion therapy 
accounting for only 4 per cent and 2 per cent, 
respectively. For 12 per cent of their referrals the 
clinical psychologists considered that either psycho- 
therapy or counselling (admittedly not clearly 
distinguishable) was a major part of the treatment. 

We kept records of the amount of time taken up 
by treatment. Six months after the end of the survey 
g6 of the 115 patients had completed treatment. 
These 96 had an average of 11 treatment sessions 
each with 87 per cent of the sessions lasting one hour. 
A minority of patients (15) were seen for over 20 
sessions. 


Discussion 

Generalizations from one hospital group are 
clearly unwarranted, but if the one studied here is 
at all representative behaviour modification would 
-seem to have established ‘itself, albeit modestly, as 
one of the possible range of treatments offered 
within the National Health Service. 

In this survey it appears that the patients referred 
by the psychiatrists as potentially able to benefit 
from behaviour modification mainly have problems 
of the kind treated by Wolpe (1958) in his original 
work. The predominance of desensitization and 
relaxation techniques is obviously related to the 
kinds of patients referred, but one cannot be certain 
of cause and effect here since it is quite possible 
that psychiatrists, knowing that certain techniques 
are frequently used by clinical psychologists, will 
refer patients who they think will benefit from those 

® 
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techniques. We have the impression that since our 
survey was completed a wider variety of techniques 
If this is so it reflects the widening variety of problems 
tackled by behaviour modification techniques which 
are reported in journal articles at the present time. 


I. MOTTAHEDIN, 


P. R. Mayo. 
St. Francis & Lady Chichester Hospitals, 
Haywards Heath, J 
Sussex. 
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BRITISH ACADEMY OF 
PSYCHOPHARMACOLOGY 
Dear Sr, 

I have just learned of the proposal, by an eminent 
group of neuropsychopharmacologists in the United 
Kingdom, to form a British Academy of Psycho- 
pharmacology (Journal, 124, 1974, 508). Such a 
proposal has much merit, as anyone who has followed 
this field closely is well aware of the great contribu- 
tions made by British investigators. The United 
Kingdom has more than enough highly qualified 
persons to constitute such a group. 

The American College of Neuropsychopharma- 
cology, now in existence for fourteen years, has 
provided a common mecting-ground for the exchange 
of ideas among the many disciplines which this field 


-embraces. Our membership is limited to 185 Fellows 


and 35 Members and Scientific Associates. Our small 
membership, deliberately kept so as to keep the 
meetings relatively informal, has limited the privileges 
of membership to residents of North America. "The 
formation of a British Academy of Psychopharma- 


-cology would provide a formal channel of com- 


munication between English-speaking neuropsycho- 
pharmacologists on both sides of the Atlantic. Many 
of us, but by no means all, are also members of the 
Collegium Internationale Neuropsychopharmacolo- 
gicum, whose biennial meetings provide only a 
limited exchange of information between workers in 
North American countries and those in the United 
Kingdom. 

So we welcome the formation of the British 
Academy of Psychopharmacology and fully expect it 
to ae 

Leo E. HOLLISTER. ° 


President, American College of Naieopeychopharmacneay, 


Boston State Hospital, 
Boston, Mass. 02124, U.S.A. 
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"INFLUENZA INFECTION AND MANIC 
PSYCHOSIS 


~~ Drar Sm, 


Dr. R. B. Schwartz, in his paper ‘Manic Psychosis 
in Connection with Q-Fever’ (Journal, February 1974, 
140—393), criticized our suggestion, of a direct and 
specific relationship between influenza A infection 
and manic psychosis in the patient we described. 

We argued in favour of a definite intervening 
pathological process, and against the vague concept 
of non-specific ‘stress’ producing a ‘functional’ dis- 
order. The latter proposition, while convenient (like 
the term ‘idiopathic’) does not seem of clinical or 
scientific value. Our hypothesis was that some aspect 
of viral activity had caused minimal brain damage, 
and that this had been manifested as the phenomena 
of mania. This is not incompatible with the multi- 
factorial model which Schwartz proposed for our 
patient and his own. We supposed that the viral 
infection was a necessary, but ‘not-a sufficient, cause 
and that the patient we described would not have 
developed a manic illness at that time had she not 
contracted influenza. In our patient there was clinical 
evidence to support the view that minimal brain 
damage was the mediating factor linking the infection 
with her mental state. 

We agree that serological investigation is of limited 
value and that more precise knowledge of what is 
happening at a neurological level is needed, 

DEREK STEINBERG. 
Regional Adolescent Unit, l i 
Long Grove Hospital, r 


Epsom, Surrey. 
. Sreven Hirson. 
Westminster Hospital Medical School, 
Department of Psychiatry, 
Queen Mary's Hospital, 
Roehampton, London S.W.15. 


R. D. LAING ON > 
‘POST-CRITICAL PERSPECTIVE’ 
Dear SiR, 

The above approach (Journal, 1974, 124, 252-9), 
is most helpful and revitalizing, but may I make the 
following comments with a view to keeping its value 
in realistic perspective? 

1. The scientific method and its resulting body of 
‘knowledge’ (i.e. of not yet disproved but experiment- 
ally ‘disprovable’ hypotheses) give us the only 
objectively reliable criterion we have to guide us. 
So whether we could ever hope to do without science, 
even in ‘I—Thou’ relationships exclusively, is very 
doubtful, however important ‘trust’ and other vitally 
necessary moral and ethical values may be. 

2. Dr. Dyer refers to a ‘precritical perceptiveness’, 
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which is claimed to be inevitably blunted when the 
stage of adult .and scientific reasoning supervenes, 
Le, he seems to agree with R. D. Laing that in this 
way one’s genuine authenticity and creativity are 
almost certainly lost. Yet,’ important though this 
caveat may be educationally, presumably a balance 
between conflicting requirements on all these dimen- 
sions must be realistically and flexibly struct, not only 
for individual and social maturity but also for actual 
survival. Thus R. Cattell in A New Morality from 
Science—Beyondism (Pergamon Press, 1973) stresses 
the compelling evolutionary need to consider inter- 
relatedly all these factors and whenever possible to 
validate relevant ideas empirically and scientifically. 
g3. The ‘figure-ground’ concept lends itself to 
myriad of applications in profundo and in extenso, 
where relationships are concerned. Yet, does it help 
with the vital task of each of us in maintaining and 
developing a keen sense of dynamic, individual and 
participating identity, despite the kaleidoscopic 
variations of relationships and the complexities of 
the universe? J. B. Lanta. 
14 Parkside Gardens, 
Wimbledon Common, 
London, SWr9 5EU. 


A NEW CHAIR OF PSYCHOLOGY 
Dear Sm, 

In October 1974, Professor Peter Venables will 
begin the task of organizing Britain’s latest Depart- 
ment of Psychology, here in the University of York. 
His arrival is awaited eagerly by the departments of 
Biology, Education and Social Science, all of whom 
look forward to future collaboration; and his appoint- 
ment has been welcomed by colleagues in York’s four ` 
psychiatric hospitals in view of Professor Venables’ 
distinguished record. of research on schizophrenia and 
other clinical topics. 

He arrives, however, at a time of quite exceptional 
financial stringency. This is felt most acutely in the 
difficulty of creating adequate library resources, 
almost from scratch. A particularly costly item is the 
provision of complete runs of relevant psychological 
and psychiatric journals, for the past 12 to 15 years. 

May I appeal to any members of our College who 
possess such series of journals (not necessarily com- 
plete) to consider donating them to this new Depart- 
ment? We shall, of course, be glad to meet the’ cost of 
transportation and to acknowledge the origin of any 
such donation in a fitting manner. 

G. M. Carsrams. 
Vice-Chancellor, 
University of York, 
Heslington, York. 
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INDICATIONS FOR 

COMBINED ANTIDEPRESSANT THERAPY 
Dear Sir, 

It is unfortunate that Dr. Sethna described the 
patients treated by combined antidepressant therapy 
in his interesting study (Journal, 1974, 124, 265-272) 
as ‘refractory cases of depressive illness’. Whilst his 
results indicate that combined treatment was of 
some value in the patients their clinical features were 
not primarily those of a depressive illness, His 
description of a chronic unremitting disorder in 
which all patients ‘showed considerable overt 
anxiety, and many of them feared being left on their 
own’, is typical of anxiety states and can be distin- 
guished clearly from depressive illness (1). Not only 
does it appear that the patients were primarily 
anxious but the results described in the paper showed 
that the combined treatment was not antidepressive 
at all. If one takes the results at the 1 per cent level of 
significance (a more appropriate figure than 5 per 
cent in view of the absence of controls in the study) 
10 of the 15 items on the Hamilton Rating Scale for 
Anxiety showed significant treatment effects as 
opposed to only 6 of the 17 Hamilton Rating scores 
for Depression. As 2 of the latter were somatic and 
psychic anxiety, which show no admixture of de- 
pression, the combined treatment appeared to be 
anxiety reducing rather than antidepressive. 

Dr. Haldane (2, 3) might argue that this is another 
dispute about ‘meaningless anxiety and depressions’, 
which is irrelevant to the real stuff of psychiatry, but 
it is an important practical issue. If psychiatrists 
reading Dr. Sethna’s article only prescribe combined 
tricyclic and monoamine oxidase inhibitor therapy for 
‘refractory cases of depressive illness’, they will treat 
a different group of patients from the one he has 
described and may be disappointed at the results. 
It is a mistake to assume that what is antidepressant 
in name must also be antidepressive in therapeutic 
action. This misconception has dogged the mono- 


CORRESPONDENCE 


amine oxidase inhibitors since their introduction 
and has led to unnecessary confusion. If we are to 
define clearly the indications for combined therapy 
we must avoid making this mistake again, otherwise 
we shall only confirm T. H. Huxley’s observation that 
‘irrationally held truths may be more harmful than 
reasoned errors’. 

PETER TYRER. 
University of Southampton Department of Psychiatry, 
South Block——Southampton General Hospital, 
Tremona Road, 
Southampton, SOg 4X1. 
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AN EXPERIMENTAL INVESTIGATION OF 
DESENSITIZATION IN PHOBIC PATIENTS 
Drar Sm, 

The authors of the above paper (Journal, 124, 392- 
401) regret that they omitted to mention that the 
treatment of the phobic patients took place at 
Rochford General Hospital, where Dr. Gillan is a 
part-time Senior Psychologist. They apologise for 
this omission. 

PATRICIA GILLAN. 
Rochford General Hospital, 
Essex. 


Department of Psychology, 
Institute of Psychiatry, 
London, SE5 8AF. 


S. J. Racuaan. 
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